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Abstract 

Historiographies of the fever therapy of neurosyphilis have uncritically celebrated this 

obscure somatic remedy. I begin this thesis by providing a critical review of 

contemporary historiographies. Next, I present the development of Julius Wagner- 

Jauregg's malaria fever treatment for general paresis and its worldwide popularization 

following the awarding of the 1927 Nobel Prize in medicine. In an alternative reading of 

the North American professional literature published between 1917 and 1950, I re- 

examine the interconnected histories of syphilis, somatic remedies in psychiatry, and 

malaria therapy and the other febrile treatments. The mstandardized and idiosyncratic 

application of the diffkent technologies of feva therapy have remained uncontested. 

Beyond arguing that their purported efficacy should be questioned, I conclude the thesis 

by arguing that historians of the discipline of psychiatry have overlooked the negative 

sequelse of fever therapy in a way that they have not done with other somatic therapies. 

iii 
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CHAPTER I 

INTRODUCTION 

General paresis, general paralysis, and dementia paralytics are only some of the 

terms generally used to descriie a specific neurological form of the sexually transmitted 

disease syphilis. Although now dd by antibiotics, at the tum of the last century, 

g e n d  paretics constituted as much as twenty percent of the institutionalized insane 

population. In approximately five percent of the people who acquired a primary syphiiitic 

infection, microorganisms would attack the central nervous system. Anywhere fbm six 

months to more than two decades after the initial infection, this tertiary form of syphilis 

would lead to insanity, physical deterioration, and ultimately, death (Moore, 1933). 

The discovery of general paresis provided somatidy oriented psychiatrists at the 

turn of the twentieth century with a classic psychiatric model of mental illness. The 

paradigm of paresis precipitated, in part, a dramatic shift in psychiatry to neurobiological 

explanations and treatments for mental dlness (Braslow, 1997; Szasz, 1987; Valenstein, 

1986). Although celebrated as central to psychiatry, general paresis has received a 

modicum of scrutiny. However, in his history of Bayle's discovery of general paresis of 

the insane, Brown (1994) noted: 

Though historiaus have recently effatively applied social, political, and 

economic analyses to psychiatry's past, they have largely ignored the 

history of g e n d  paresis. When they have discussed this disorder, they 

have treated it as an example of psychiatry's success in defining and 

explaining disease. The history of g e n d  paresis of the insane is, 
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however, richer in historical ironies and more revealing of social and 

intekctul conflicts than such accounts suggest @. 236). 

WagnerJauregg9s Malarid Treatment of GeneraI Paresis 

A now obscure celebration of the treatment of general paresis is the 1927 Nobel 

Rize in medicine awarded to Julius Wagner-Jauregg "for his discovery of the therapeutic 

value of malaria inoculation in the treatment of dementia paralytica'' (Nobelstifielsen, 

1965, p. 153). Treacher and Baruch (1 98 1) suggested psychiatry was able to capitalize on 

"the discoveries associated with the successful treatment of general pansis of the insane - 

culminating in Wagner Jauregg's malarial treatment, for which he was awarded the Nobel 

Prizey' @. 138). Braslow (1995) suggested Wagner-Jauregg's Nobel Prize continues to 

have an "intrinsic importance to the history of psychiatry" (p. 661). As the first and only 

psychiatrist to have received the Nobel Prize for medicine, Wagner-Jauregg has been 

canonized for his fever therapy (Valenstein, 1986). The Dean of the Royal Caroline 

Institute commended Wagner-Jauregg as "one of the great discoverers and benefactors of 

mankind" (Nobelstiftelsen, 1965, p. 157). He stated that: "Catainly for you, the best 

reward for your life's work is the knowledge that you have given an unusually blessed 

.gift to mankind, and the sense of the gratitude of the wretches whom you have made 

happy, as also of their faznilies" @. 157). 

In his 1944 monograph, The Mana~ernent of Nauoswhilis, Dattner, Thomas, & 

Wexler ( provided a classic description of the malarial treatment of general paresis. 

Malaria therapy involved the inoculation of patients with blood iafected with a benigu 

form of malaria Although individual outcomes were quite variable, on average, after an 

incubation period of approximately ten days, a series of daily fevers preceded by chills 
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would occur. Patients would undergo approximately eight to twelve paroxysms before 

quinine, an anti-malarial drug, was used to pemmentiy eradicate the infection. On 

average, each paroxysm was seven to eight hours with fevers pealuag between 104 F and 

105 F (although in some cases temperatures reached heights greater than 107 F). In stark 

contrast to the previous ninety-five percent mortality rate, a commonly reported outcome 

statistic following malaria therapy was 30 percent full remission, 30 percent partial 

remission, 30 percent unimproved, and a 10 percent treatment related mortality. These 

statistics will be revisited in subsequent sections of the thesis. 

Thesis Statements 

The continued celebration of Wagn-Jauregg's malarial treatment of general 

paresis by the psychiatric community and historians represents an intriguing contrast to 

the myths of other somatic remedies, such as psychosurgery and the shock therapies, that 

have been shattered by their ethical shortcomings and questionable treatment outcomes. 

In an attempt to reconcile this apparent discrepancy, I have examined the published 

record of the North American adoption of Wagner-Jawegg's malarial treatment of 

general paresis from the early 1920's into the early 1950's. 

Wagner-Jauregg's malaria therapy of general paresis has generally been presented 

as an isolated, theoretically sound, and efficacious medical discovery that provided a new 

treatment for a particular set of hopeless patients suffaing with a specific disease. When 

critically reexamined, within two broader historical contexts - the medical disease of 

syphilis and other somatic remedies in psychiatry - it becomes apparent that the uncritical 

celebration of malaria therapy is highly problematic. Firstly, the pharmacopoeia of 

chemical compounds developed during the first half of the twentieth century to treat 
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syphilis presents an insurmountable confound that must be codbnted in any historical 

investigation of malaria therapy. Historical investigations of malaria therapy have 

seriously neglected the inextricable link between nonspecific fever therapies and specific 

drug txeatrnents. Secondly, with regard to psychiatric somatic remedies also developed 

during the first half of the twentieth century, scholars have treated malaria therapy as an 

exception rather than the rule. 

I will refiame the so-called discovery of malaria therapy - and the various 

manifestations of fever thempies it spawned - as a constantly shifting series of empirical, 

atheoretical experiments of questionable validity to which a wide range of disparate 

individuals were subjected. I will argue that the invention of malaria therapy should not 

be exempted fiom the same criticisms as the other somatic remedies. In fact, I wiIl 

suggest that malaria therapy, the first widely successll somatic remedy, was seminal to 

the development of subsequent somatic remedies. 

Historiographic Approach 

Danziger (1 990) encouraged the production of histories which are "neither a series 

of narratives about famous psychologists nor an enumeration of their successive 

'findings'" ( p. 3). He cautioned that if we limit our historical analyses of disciplines 

such as  psychiatry to technological progress, we are in jeopardy of narrating '%ow clever 

investigators came to apply ... eternal principles with ever greater concrete effectiveness to 

larger and larger bodies of knowledge" @. 4). In the construction of universal principles, 

the sociohistorical context of research may be ignored, If results are presented in a 

trampenod and transhistorical m m e r  the '"illusion [may be] created that they were not 

really the product of a social interaction among certain human personalities in historical 
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time" @. 100). The research entaprise, however, "necessarily involve[s] questions of 

rights and questions of power. ..investigators are clearly in a position of power and 

authority vis-a-vis their human subjects" (p. 183). 

Danziger (1990) admonished scholars to conduct historical analyses of 

psychological research using a multi-dimensional investigative practice which examines 

the social dimensions embedded within the dominant scientific matrix. This should 

include: 

The pattem of social relations among investigators and their subjects, the 

nonns of appropriate practice in the relevant research community, the 

kinds of knowledge interests that prevaiI at different times and places, and 
. .  - 

the relations of the research community with the broader social context 

that sustains it (p. 4). 

Applying Danziger's (1990) admonition to psychiatric practice allows me to reexamine 

the more traditional celebration of the malarial treatment of general paralysis. 

Disciplinary Journals - A CruciaI Mi3sing Link 

Danziger (1990) suggested "the major disciplinary journals constitute the aucial 

link in the transformation of the local kuowledge produced in research settings into truly 

public knowledge" (p. 68). Accordingly, an analysis of North American psychiatric and 

medical journal articles published between 191 7 and 1950 was conducted. 

Index Medicus 

Braslow (1997) reported that more than 2,000 articles on malaria therapy were 

listed in Index Medicus between the years 1917 and 1957. Although the majority of 

articles were published between 1925 and 1940, shortly a£€er Wagner-Jawegg's 1927 
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Nobel Prize, the number of articles peeked at 160 in 1930. No attempt was made to 

replicate the daunting task of tabulating and vexifling this overwhelming number of 

articles published in several different languages. Instead, English articles catalogued 

under relevant Ouarterlv Cumulative Index ~ e d i c u s ~  headings between 1917 and 1950 

were systematically audited. Reflecting developments in the diagnosis and treatment of 

general paralysis and neurosyphilis, the headings under which malaria therapy and fever 

therapy articles were indexed shifted several times. In 1920, the first Gennan articles 

appeared under the major heading PARALYSIS, general. In 192 1 ,  a German article by 

Wagner-Jauregg was indexed for the first time and, in 1922, the first two English malaria 

therapy articles were indexed (including one written by Wagner-Jauregg, 1922). In 

subsequent yearsy a greater number of articles from a wider range of countries were 

indexed under both GEhERAL PARALYSIS, theram and NEUROSYPHILS, therapy. By 

the early 19307s, other feva treatments appeared in the index (e.g. typhoid, rat-bite, 

diathermyy hyperpyrexia, etc.). Over time, the various fwer therapies were combined 

with both drug treatments (arsphenaminey bismuth, tryparsamide, etc.) and somatic 

remedies (e.g. metrazol, iosulin and electric shock therapies). By 1945, the few articles 

indexed under either NEUROSYPHlLIS, therapy or GENERAL PARALYSIS. therap 

were penicillin treatments. 

Articles Collected 

In a preliminary audit of the Ourterlv Cumulative Index Medicus, any English 

journal article that made specific reference to malarial inoculation or any other fonn of 

fever therapy for neurosyphilis was recorded. The most fkquently cited journals that 

were available were consulted: (1) The American Journal of Psvchiatrv (AJP); (2) 
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American Joumal of Swhilis. Gonorrhea and Venereal Diseases ~AJsGVDI~~; (3) 

Archives of Neurolonv and Prnchiatry (ANPI; (4) Journal of the American Medical 

Association (JAMA); (5) Journal of Mental Science (JMS); (6) The Jouraal of Newous 

and Mental Disease (JNMD); and (7) Psvchiatric Quarterly WO). Sundry articles were 

also collected fiom less frequently cited journals. As illustrated in Table 1, more than 

250 articles, totaling o v a  2,500 pages, were collected an analyzed. 

Table 1 

Articles Collected hrn Major Journals 

Additional Sources Collected 

Although many books and treatment manuals were published (Braslow, 1997), in 

.my analysis three critical monographs were used including: (1) Joseph E. Moore's (1933) 

The Modan Treatment of S-mhilis; (2) Ludwick Fleck's (1935) Genesis and 

Develomnent of a Scientific Fact; and (3) Bemhard Dattna's (1944) The Management of 

NeurosMhilis. An additional source of valuable material was a collection of Fever 

Thera~v Abstracts and Discussions h r n  the First International Confbence on Fever 

Therapy (Simpson, et al., 1 93 7). 

Joumal 
AJP 
AJSGVD 
ANP 
JAMA 
JMS 
JNMD 
PQ 

Years # of Articles 
26 

. . 72 
10 
41 
33 
14 
25 

1923 
1926 
1924 
1925 
1923 
1925 
1928 

# of Pages 
351 
786 
160 
188 
288 
164 
310 

1947 
1952 
1941 
1947 
1 944 
1 949 
1945 
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Thesis Overview 

This thesis is comprised of three major sections. In the first section, contemporary 

historiographical work investigating psychiatry and its somatic remedies are examined, 

particularly fever therapies for neumsyphilis. This chapter sets the theoretical foundation 

for my analysis. In the second section, my analysis of journal articles and monographs 

published between 1920 and 1950 is presented. The malarial treatment of g e n d  paresis 

will be situated in two major scientific and historical contexts: (1) syphilis and (2) 

somatic remedies. Chapters III, W ,  and V focus on the broader historical attempt to 

standardize the treatment of syphilis and neurosypbilis with a combination of specific 

drug treatments and nonspecific fevers. In Chapters VI, W, & VJII, by placing malaria 

therapy in the context of other somatic remedies many of the contradictions with which 

the journal articles were riddled are revealed. Finally, Chapter IX combines the previous 

two sections by providing a d d e d  comparison of my six chapters of analysis with 

Braslow's (1 997) contemporary history of somatic remedies which erroneously celebrates 

malaria therapy. 1 I l l  conclude the thesis by discussing some of the possible 

repercussions that might result from the different historical versions of the malaria 

therapy for general paralysis. 



9 

CEAPTER II 

CONTEMPORARY HISTORIES: SOMATIC REMEDIES IN PSYCHIATRY 

In this chapter I will examine the significant differences between historical 

presentations of somatic remedies in psychiatry. Andrew Scull's (1987, 1991, 1994, 

1 995a, 199Sb, 1999) extensive body of work reviewing different historiographical 

approaches to psychiatry provides the foundation on which I will structure my 

wntextualization of the various representations of Wagner-Jauregg's malarial treatment 

of general p d y s i s  in the contemporary academic literature. Relative to historical 

investigations of other somatic remedies in psychiatry, such as the shock therapies and 

psychosurgery, a paucity of historical analysis of Wagner-Jauregg and fever therapy has 

been published, 

A single thorough examination of the adoption of malaria therapy into a North 

American psychiatric institution has been conducted by only one scholar - Joel Braslow 

(1 994, 1995, 1996, 1997). Although he was highly critical of a number of other somatic 

remedies, Braslow fbmed malaria therapy positively. Without conducting detailed 

historical investigations of primary source materials, several other psychiatrists and 

'historical scholars have provided a page or two of general commentary on fever therapy. 

Whereas physicians Eliot Valenstein (1986) and Harold Merskey (1994) have fbvorably 

evaluated malaria therapy, preeminent historians Andrew Scull (1994, 1995a) and Gerald 

Grob (1994) have been more critical in their appraisals of fever therapy. Before 

examining this flurry of historical work since the mid 1990'~~ however, 1 will set the stage 

by contrasting comments written by editors that recently appeared in two prestigious 

academic journals. 
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Celebratory and CriticaI Ebtories 

Both editorial oomments and articles addressing historical topics have been 

published recently by two different professional organizations celebrating significant 

&versaria: (1) the American Psychiatric Association's 1994 publication of their 1 5 0 ~  

anniversary supplement in The American Joumal of Ps~chiatrv (AJP); and (2) Cheiron's 

- the International Society for the Behavioral and Social Sciences - 1999 publication of 

their 3 0 ~  anniversary issue in The Journal of the Histow of the Behavioral Sciences 

{JHBS). By juxtaposing the different styles of historical writing presented in the journals 

of these two professional organizations, I hope to highlight continuing tensions that exist 

between psychiatrists and historians writing historiographies of somatic remedies in 

psychiatry. 

Uncritical and Celebratory Ehtory - The American Journal of Psvcbiatrv 

In their sesquicentennial anniversary supplement, the editors of The American 

Journal of Psvchiatry selected historical articles for re-publication. From the plethora of 

articles that had been published in the journal between 1844 and 1994, both Wagner- 

Jawegg's (1935/1946/1994) "The History of the Malarial Treatment of General 

Paralysis," and Egas Moniz's (1937/1994) "Prehntal Leumtomy in the Treatment of 

Mental Disorders" were chosen for republication. Two of the AJP editors providing 

commentary on psychiatry's progress over the past century and a half directly addressed 

Wagner-Jauregg's and Moniz's somatic remedies. 

The Chief Editor 
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In her introduction to The American Joumal of Pmchiatrv's anniversary issue, the 

chief editor, Nancy Andreasen (1 994) declared: 

We hope that its contents will provide resources for introspection, 

reappraisal, and growth. As psychiatrists know better than perhaps any 

other medical specialty, studying the past is the best way to understand the 

present and to change the fiture. As we take stock of our profession at its 

1 5 0 ~  anniversary, we can learn a great deal fiom the work of our 

predecessors (p. 1). 

Andreasen (1994) provided commentary on how a select few documents were chosen for 

republication. In an attempt to 'kflect the long sweep of our history, with all its strengths 

and weaknesses," (p. 2) it was decided that "the best gift to the membership would be to 

share the inaccessible treasures of the earlier issues by selecting a limited number of 

especially interesting older articles" @. 2). Andreasen (1994) informed the readership: 

This approach would not provide continuing medical education about what 

to do in the here and now, nor would it convey a Panglossian message that 

we are steadily getting better and betta in our progress toward the best of 

all possible worlds. But it would reveal the recurrent themes that have 

perplexed psychiatrists as they have struggled with defining the structure 

and purpose of their specialty, both as it relates to other medical 

disciplines and as it relates to the care ofpatients @. 2). 

By "finding the highest quality diamonds and placing them in the best setting'' (p. 

2), Andreasen (1994) and her colleagues hoped to provide evidence for "the wisdom and 

prescience of our forefathers and the editors who accepted their articles for publication" 
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@. 3). Beyond merely celebrating "the extraordinary progress that has occumd in 

diagnosis and treatment during the past several decades'' @. 2), A n h e n  (1994) 

suggested that these "gems of wisdom" also demonstrated the "occasional follies" of 

psychiatry. In this regard, she highlighted two desperate cures from the prepharmamlogic 

era of  the past - Moniz's prehntal leucotomy and Wagner-Jauregg's malarial treatment, 

Although Andreasen (1994) acknowledged that these treatments were subsequently 

abandoned, she recommended that we ''take comfort in the fact that we have been fn 

h m  alone in embracing treatments or ideas that are later recognized as suboptimal" @. 

3). Andreasen (1 994) simply used psychiatry's only two Nobel Prize winning treatments 

to provide a contrast with the explosion of contemporary achievements in psychiatry that 

have remained uodefacknowledged. 

The articles in the AJP historical issue were subdivided into four key sections: (1) 

Attitudes and Policies; (2) Clinical Description; (3) Research: Methods, Mechanisms, and 

Causes; and (4) Developments in Somatic Treatments. Along with Andreasen's (1994) 

initial introduction to the issue, editorial comments were provided by a different assistant 

editor for each of the four separate sections. Like Andreasen's (1994) introduction, the 

'additional editorial comments prefacing each of the four sections provided slight critical 

commentary in their celebratory discussions of the progress in psychiatry over the past 

150 years. 

Develoments in Somatic Treatments 

Perhaps the most celebratory editorializing was offered by Carol Tammhga 

(1994) in h a  opening comments introducing the AJP section on Vevelopments in 

Somatic Treatments." Tamrninga (1994) suggested that the articles provided "a one and a 
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half century time line of the best psychiatric somatic treatments" @. 216). included as 

some of the best were: Sakel's (1937) hypoglycemia treatment for psychoses; Bennett's 

(1941) use of curare in convulsive shock therapy; and Kinross-Wrights' (1955) 

chlorpmmazine treatment of mental disorders. Like Andreasen, T d g a  (1994) 

focused her criticism of the past on two "illillated strategies" that Yacked real knowledge 

about physical and mental effects' - Moniz's leucotomy and Wagner-Jauregg's malarial 

therapy- 

Tamminga (1994) acknowledged "the treatment of mental illness over the 

centuries, especially before the time of modem medicine, has reflected the moral 

characteristics and societal assumptions of an age" (p. 2 18). Separating the present from 
. .  . -  

the past, she wondered '*hat lessons we can learn today h m  the record of our past 

successes and failures. What strengths were demonstrated in this histo@" (p. 218). 

Uncritically overlooking the weaknesses, Tamminga (1994) looked forward to the 21* 

century suggesting that "perhaps different than the past, we are entering a time of great 

scientific advantage, because the mechanisms of brain hc t i on  are now being elaborated'' 

@. 2 1 9). Tarnminga (1 994) suggested that by looking back on "these articles, despite 

the often inadequate formulations and premature conclusions, it is a joy to read the 

observations and vignettes that have arisen h m  the efforts of intelligent and thoughtfbl 

physicians trying to improve outcome for patients" @. 216). 

Not only Tamminga (1994)' in patticular, but the other editors of the AJP more 

generally, appear to be unaware of the writings of historiographers of psychiatry. such as 

Gmb (1994) and Scull (1991, 1994), over the past quarter century. Tamminga (1994) 

posed the question: "What has our own field of American psychiatry done with the 
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formulation and treatment of mental illness over the course of its recorded history in The 

American Journal of Psychiatry?" (p. 218). For a more substantial and critical answer to 

this question, we must look beyond this predominately celebratory historical supplement 

produced by the members of the American Psychiatric Association. Perhaps by doing so, 

we will also find a more sophisticated presentation of malaria therapy and the otha 

somatic remedies in psychiatry. 

Critical History - The Journal of the History of the Behavioral Sciences 

In "Assessing Historical Research in the Behavioral and Social Sciences," 

Burnham (1999) provided an editorial introduction to three distinguished scholars' 

symposium papers including Scull's history of psychiatry. In commenting on these 

papers, Bumham (1999) challenged us to consider how history used as myth should be 

utilized by historians "as they try to avoid or address the present" (p. 225). In his 

introduction, Bumham (1999) posed two critical questions. First, "to what extent should 

historians write a Whig history that translates the past into present preoccupations?" @. 

225). And second, 

Should historians introduce heroes b m  the past to serve as models in the 

process of socializing young scholars and scientists into their disciplines, 

or should historians concentrate on showing professional and ethical 

lapses hxn times past that can also produce moral object lessons? 

(Bwnham, 1999, p. 225). 
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Certainly, in his attempts to resolve these dilemmas, Andrew Scull (1999), has provided a 

far more critical reading of the historiography of somatic remedies in psychiatry than 

appeared in The American J o d  of Pwchiatw's anniversary issue. 

An Archaeology of Historiographies of Psychiatry 

Perhaps Foucault's (1965/1988) Madness and Civilization should be the starting 

point for an archaeology of a historiography of psychiatry. But instead, I will limit my 

scope and provide a p d d s  of the substantial body of work Andrew Scull has generated on 

this topic over the past several decades. In an earlier article Scull (1991) provided an 

archaeology of historiographical approaches to psychiatry that have been developing 

since the 1960's. Scull (1 999) believed that historiography in psychiatry has continued to 

evolve in an alternative direction. Before presenting these more recent, indigenous 

intellectual developments in the historiography of psychiatry, however, I will briefly 

highlight several of the earlier genres of history Scull (1991, 1999) critiqued in his 

reviews. 

Moving Beyond the Classic Psychiatric Revo1utions 

According to Scull (1994), an abundance of  historical research has been 

conducted with regard to the three major psychiatric revolutions: (1) the Moral 

Treatment Era; (2) the Psychoanalytic Revolution; and, (3) the Psychotropic h u g  

Revolution. Scull (1994) suggested that although moral treatment and psychoanalysis 

represented radically novel treatment innovationsy they have drawn attention away h m  

"the physical and physiological remedies that, in the ordinary course of events, have 

famed centrally in the treatment of the mad" (p. 5). Alternatively. Scull has shifted his 

focus away h m  these more popular historical terrains towards a more obscure revolution 
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that has been occurring in psychiatry throughout the twentieth century - the therapeutics 

of somatic remedies. 

Freud Wars and Foucault's Ostentation 

In his 1999 review, S d  explicitly avoided two critical historiographical terrains 

- Freud and Foucault. He simply circumvented the historiography of psychoanalysis (or 

as he refers to it - Freud Wars). However, he seemed to have more difficulty entirely 

eschewing Foucault's influences. Although earlier in his care!er Scull had emulated 

Foucault's work investigating the Moral Treatment Era, he confessed that by the 1980s he 

had abandoned the production of such 'rhetorically ostentatious' and 'global nvisiouist' 

historiographies. He contended that although Foucault legitimized the historiography of 

psychiatry as a serious intellectual pursuit, 'Foucauldian fashions' had fden out of style 

becoming, in his eyes, a 'clichd of psychiatric historiography.' Almost unavoidably, 

however, Scull (1999) used Foucault's (1965/1988) Madness and Civilization as a 

negative reference point to review Ando-Amaim historiographies of psychiatry written 

in the final three decades of the twentieth century. 

Scull (1999) was highly critical of psychiatrists themseIves who have provided 

insider histories celebrating the progress of psychiatry and its great men. With few 

exceptions, Scull (1991) believed that these histories crudely attempted to "legitimate the 

profession's present-day activities" @. 239). He argued that the amateur histories 

"largely fail to satisfjr the elementary canons of good historiography" @. 239). Not only 

was Scull (1991) critical of most of the histories written by psychiatris prior to the 

19609s, he also provided an unfavorable analysis than more recent histories papetuating 
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this tradition." For example, he descriied John Crammer's historical work as "a recent 

unregenerate example of the genre, revelatory of profound igwrance and/or hostility and 

misunderstanding of a whole generation of non-psychiatric histories of psychiatry" (p. 

239)." 

The Polemics of Historioszabhical Morality Tales 

In the 1960's and 1970's bona fide historians began to write alternative histories 

of psychiatry. Scull (1991) dichotomized these histories into two categories -- critical 

versus uncritical. He suggested, however, that each of these historical genres relied on 

polemical excess to portray histories of psychiatry as morality tales. 

The Orthodox View - Psychiatrists' Uncritical Embracement of Bowdlerized Histories 

According to Scull (1 99 I), much like psychiatrists-cum-amateur-historim, 

certain "administrative" historians continued the tradition of uncritically portraying 

psychiatry in a very positive light. Quite simply, they amplified psychiatry's status as a 

value-fiee natural science to be taken at face value. Growing out of the Moral Era, 

advancements in medicine and scientific psychiatry purportedly allowed the great men of 

psychiatry to continue to liberate the insane. Understandably, psychiatrists embraced 

"such responsible and sanitized history" (Scull, 1991, p. 240). However, as Scull (1991) 

noted: 

Psychiatric history was here cast as a morality tale, a movement h m  the 

dark period when lunacy was not seen as a condition requiring medical 

treatment, through a drawn-out struggle in which the steady application of 

ratiod-scientific principles by people of good will produced halting and 

irregular but unmistakable evidence of progress towards humane and 
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effective treatments for those afflicted with the various forms of mental 

alienation - a process supposedly culminating in our present state of grace 

(Scull, 1991, p. 240). 

The Unorthodox View - Psychiatrists Rejecting Critical Revisionist Histories 

Scull (1991) noted that psychiatrists have "reacted with dismay and even fury as 

more recent scholarship has moved away fiom this comfortable and comforting vision of 

the past" @. 240). He suggested that Foucault's 1965 Madness and Civilization initiated 

this trend by accusing Tuke and Pinel of being ''peqetmtors of a gigantic moral 

imprisonment" (Scull, 1 99 1, p. 240). In Foucault's wake, the discipIines of sociology and 

history merged into an aati-psychiatry movement which precipitated an incredibly critical 

inteqmetation of psychiatry's roles in the treatment of the insane. As Scull (1 991) pointed 

out: 

Where one tradition saw the asylum as a beacon of Enlightenment and 

hope, the iconoclastic challenge to received wisdom portrayed it as a 

fatally mistaken and profoundly repressive institution. Where psychiatrists 

like to think of their mcestors (and themseIves) as decent, humane, 

honourable scientists, they now encountered portraits of the profession as 

little better than concentration camp guards, manufacturers of a mythical 

entity called 'mental illness' @. 240): 

Critical examinations of more orthodox histories must be tempered (Scull, 1999). 

Ruthless reinterpretations discrediting the progress made in psychiatry by great men have, 

at times, been too revisionist and severe. Furthennore, as Scull (1999) noted, such 

negative interpretations have been resisted by some historians who view psychiatry more 



19 - 

favorably. For example, Gerald Grob (1994), in his rival interpretations has provided a 

'bore sophisticated and elaborate form to the traditional meliorist account" (Scull, 1999, 

p. 240). Unlike Scull, Grob opposed the integration of sociological peqxxtives into 

historical work because it encouraged anachronism and oversimplification. From Orob's 

(1994) historical perspective, he has been able to construe the accomplishments of 

psychiatrists as contributing to the greater good of mankind. 

Scull (1991) contended that, ultimately, the range of revisionist polemics 

provoked a wider interest in the history of psychiatry and resulted in a shift in how some 

historical research has been conducted. Beyond adopting externalist approaches h m  

medicine and science, historians have provided ambitious macroscopic histories in their 

attempts to explain more global and complex social responses to insanity prior to the 

twentieth century. However, according to Scull (1991), like Foucault, "grand 

interpretations of entire epochs have rather gone out of fashion" (p. 241). Scull (1999) 

suggested, in an intriguing historiographical twist, research &om a variety of local 

contexts has challenged the production of both critical and uncritical, global, revisionist 

histories. ''The new generation of work represents an attempt to break out of an 

increasingly stale and ultimately unsatisfying debate about the metaphysics of reform" 

(Scull, 199 1, p. 244). 

From Macroscobic to Microsm~ic Historiom~hies 

In resistance to more global interpretations of the history of psychiatry, more 

nuanced microscopic levels of historical analyses have sppeared since the 1980's. This 

shift has provided for a 'topically,' 'temporally,' and 'spatially' diverse set of new 

historiographies. According to Scull (1991), by conducting detailed archival 
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investigations that focus on specific institutions and case records, researchas are "giving 

voices to the voiceless" @. 245). Historians are attempting to reconstruct the worlds of 

both patients and doctors previously obfuscated by the polemics produced by debates 

about national epochs. As S d  (1991) pointed out, "greater attention to the patient and 

the treatment setting has also brought with it a heightened interest in the content and the 

therapeutics of psychiatric disorders7' (p. 246). 

The Historiography of Somatic Treatments & Therapeutics 

In 1994, Scull published a paper in the journal History of Psychiatw entitled 

"Somatic Treatments and the Historiography of Psychiatry." In this critical article he 

emphasized the importance of two recent trends in Anglo-American historiographies: (1) 

a focus on the twentieth century, and (2) a greater interest in examinations of specific 

somatic remedies - or "therapeutics" - 'What physicians actually did to and for patients" 

@. 3). He formally defined therapeutics as  "the translation of abstract knowledge into 

socially acceptable recipes for intervention and practical action" (p. 2). Scull (1994) 

noted that somatic therapeutics for mental illness led to a "metaphysical ernbrace of the 

body" (p. 4). As a result "the attribution of the madness to disorders of the 

'body.. .unsurprisingly.. .led to a recllrrent fascination with somatic treatments for the 

presumed underlying pathology" (Scull, 1994, p. 4). 

Scull (1994) suggested that "a seriously distorted picture of the history of 

psychiatric therape~tics'~ (p. 4) has d t e d  because "historians'  reconstruction^ of 

Western responses to madness have repeatedly treated therapeutic change as marking 

decisive and defining moments in psychiatry's development" @. 3). However, the 

"awkward piece of business" he refers to as therapeutics has been virtually ignored in 
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historiographies of psychiatry. In other words, "historians have tended to pass over these 

innovations in embarmsed silence, or to dismiss episodes of this sort as m t i o n s "  

(Scull, 1994, p. 9). Rather than focusing on therapeutics, historians have engaged in an 

"essentially intellectual process" and "taken up the most readily available materials, the 

theoretical pronouncements in the published professional literature of their day, to 

construct a portrait of progressive therapeutic enlightenment and progress" (p. 2). Only 

in the past few decades have historiographers begun to critically examine the social and 

cultural forces that led to patients' and doctors' "conspiracies to believe" @. 2) in a range 

of somatic remedies. 

Thus far, this review of the various historiographical developments in psychiatry 
. . 

has brought us into the twenty-first century where Scull (1999) envisioned the 

historiography of somatic treatments in psychiatry progressing into an institutional 

presence. At the same time, however, it should be apparent firom the celebratory style of 

history presented in the American Psychiatric Association's 1994 anniversary supplement 

and Whitrow's (1993) biography of Wagner-Jauregg, that a range of genres of 

historiography in psychiatry continue to be published and uncritically celebrated. 

However, not only do tensions continue to exist between different historiographical 

genres, in the following section it will become apparent that even within the recent 

microscopic styles of historiography there are significant differences in how somatic 

remedies including malaria therapy are portrayed. 
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Micro Historiographies of Somatic Remedies 

Scull (1999) challenged historiographers to integrate more recent micro histories 

of somatic remedies into their broads historical and theoretical investigatioas. In the 

following sections, I will include historical interpretations of other somatic remedies in 

my examination of Wagner-Jauregg's malaria treatment for g e n d  paresis. I will exploit 

the comparison between the two Nobel Prize winning somatic remedies, lobotomy and 

malaria therapy, by briefly presenting Valenstein's (1 986) and Pressman's (1 998)Y' views 

on psychomrgery. In addition, I will compare Valenstein's (1986) negative assessment of 

psychosurgery with his favorable presentation of malaria therapy. Like Vdenstein 

(1986), Breslow (1997) also h e d  malaria therapy quite positively relative to other 

somatic treatments. Although I will provide a far more detailed analysis of Braslow's 

(1997) work in a later chapter, in this section I will briefly present his ideas. For now, 

however, I will continue to draw upon Scull's (1987, 1994) investigations of somatic 

remedies, 

Scull's (1 991, 1999) broader commentary on historiographic approaches, as well 

as his 1994 article examining the history of somatic treatments in psychiatry, were 

preceded by his 1987 "Gothic Tale of Madness and Modern Medicine" which examined 

mother obscure, but repudiated, somatic remedy. Scull's (1987) history of Henry A. 

Cotton's focal infection therapy provides a disturbing contrast to malaria therapy which 

was being introduced into North American institutions during the same period (Cotton, 

1919,1921; 1922a; 1922b; Cotton, Draper, & Lynch, 1920)- 

Cotton's Focal Infectjon ~ h e r a a ~ ~ ~ ~  
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S d  (1987) conducted extensive research using journal articles and other archival 

materials in an historical investigation of American psychiatrist H a ~ y  A. Cotton and his 

desperate somatic remedy for psychiatric illness - focal infecton thefapy. In 1921, 

Cotton published a monograph of lectures he had delivered at Princeton University 

regarding focal infection therapy and how the treatment combined psychiatry with 

bacteriological theories of medicine. He outlined his aggressive treatment of insane 

patients with an array of somatic remedies intended to eliminate focal infections - the 

hypothesized cause of their insanity* Initially, remedies included tooth extriictions and 

tonsillectomies. However, o v a  time, in the quest to eliminate other bodily infecfions 

(and insanity) colonectomies and gonadectomies became part of the treatment regime. 
. . 

Although some patients and their families protested, Cotton persisted "against their 

wishes" stating "f'dure in these cases at once casts discredit upon the theoqr, when the 

reason lies in the fact that we have not been radical enough'' (Scull, 1987, p. 566). 

Alternatively, many private patients flocked to the "Mecca of Exodontia" to have their 

maladies surgically eliminated. 

Cotton received praise and criticism h m  professionds in Europe and North 

America. For example, based on their attempt to replicate Cotton's research, Kopeloff 

and Cheney (1922) seriously challenged the veracity of his claims: "No recovery has 

taken place that was not prognosticated before any focal infection treatment was 

undertaken. We have no evidence on which to base a conclusion that the removal of 

focal infection has of itself brought about tecovery" @. 145). The American J~umal of 

Pmchiatry published lengthy debates following the presentations of both Cotton's 
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(1922a) and Kopeloff's and Cheney's (1922) papers at the American Psychiatric 

Association's 78'b A..ual meeting in 1922. 

One discussant, Brush, was cautious regarding "the bere noire of the profession 

from the earliest times, a tendency to seek for panaceas, specifics, or sure cures and to 

become too enthusiastically optimistic when some drug or method is found which appears 

to produce d t s y '  (Brush in discussion, Cotton, 1922% p. 199). Although Brush moved 

that Cotton's research be reviewed by the Association's council, a majority of the 

members voted against the motion. As another discussant declared: 'We do not want to 

put ourselves in a position of opposition to anything that promises benefit or good to our 

patients" @. 205). Copp continued: 

I do not know whether [Cotton's focal infection therapy] is right or wrong, 

but I do not want it to stop.. .I do not want this Association to say this is 

right or wrong, or, indeed, anything about it at this time. We all desire to 

see Dr. Cotton pursue his work and secure all the facts (Copp in 

discussion, Cotton, 1922% p. 206). 

Nevertheless, another discussant, Devlin, cautioned: "How are we going to get at the 

'facts? We want, first of all, due justice done to the insane and we want also to do justice 

to Dr. Cotton" (Devlin in discussion, Cotton, 1922% p. 206). 

Until his death, Cotton continued to experiment with focal infection thaapy. In 

1933, an obi- was published in the Trenton Evening! Times paying tribute to Cotton: 

Thousands of persons who have Meted  mental aflliction owe him a 

enduing debt of gratitude for ... displacing confusion and despair with 

hope and confidence. [All must lament the loss of] this great pion= 
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whose humanibrian influence was, and will continue to be, of such 

monumental proportions (Scull, 1987, p. 574). 

In a 1934 obituary published in The American Journal of Psychiatry, Adolf ~ e ~ e r ~ ~ '  

acknowledged that Cotton's career had been controversial, however, he focused on 

describing Cotton's unfulfilled research program as "a most ranarLable achievement of 

the pioneer spirit ... an extraodmry record of achievement b y ]  one of the most 

stimulating figures of our generation" @. 921). 

According to Scull (1987), Meyer, who had also written the foreword to Cotton's 

1921 monograph, was responsible for covering up highly controversial evidence 

regding the reported efficacy of focal infection therapy. In 1924, Trenton State Hospital 

independently conducted an internal investigation into Cotton's research. The key 

investigator, Phyllis Gmemme described Cotton's research as a nightmare. H a  criticisms 

included: (1) claims and statistics are preposterously out of accord with the facts; (2) the 

least treatment was found in the recovered cases and the most thorough treatment in the 

unimproved and dead groups; and (3) thorough treatment, including abdominal operation, 

is not only dangerous to Life, but ineffective in the cases of those who survive. 

Treatment-related mortality was approximately 43 percent. According to Scull (1 987) 

Greenacre also reported that '%ast discrepancies between published claims and actual 

results were somehow being overlooked by the entire professional stafP' @. 572). 

Scull's (1987) microanalysis clearly debunked the originally celebratory myth of 

Cotton's empirical somatic remedy. As focal infection therapy receded, malaria therapy 

became more widespread. In the following chapters, the debate surrounding Henry A. 

Cotton's focal infection therapy for the defdve,  delinquent, and insane resonates in m y  
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analysis of Wagner-Jauregg's malaria fever therapy for general paretics. I .  the following 

section, I will present historical interpretations of less obscure somatic remedies. 

Solomon's Critique of Other Somatic Remedies 

In 1994, Scull prefaced his more general historiographical review of the past 

century of somatic treatments in psychiatry by characterizing them as "an orgy of 

experimentation with a raaarkable range and variety of physical treatmentsy' @. 7). Quite 

dramatically Scull (1994) drew readersy attention to a half century gap in the 

historiography of psychiatry. With the following litany of lurid details he foregrounded 

aspects of somatic remedies used during the twentieth century that had previously been 

neglected: 

Encouraged in part by the discovery of the syphilitic origins of general 

paralysis of the insane? psychiatrists attempted the surgical excision of 

presumed sites of focal infection; they bred colonies of malarial 

mosquitoes with which to infect tertiary syphilitics and so bum the 

offending parasites h m  their brains (a treatment introduced by the 

Viennese Julius Wagnedauregg, who won the Nobel Prize in medicine 

for his pains); they tried a variety of other means of inducing fevers to 

intervene in the course of other forms of psychosis; they seized upon the 

discovery of insulin for the treatment of diabetes, and used the glandular 

extract to induce comas in an effort to treat the schizophrenic; they 

enthusiastically made use of a variety of mechanisms for inducing 

convulsions - camphor, metrazol, electricity - for both affedive 

psychoses and dementia praecox; and, by the late 193OYs, most 



27 

dramatically of all, psychiatrists began using brain surgery to damage or 

excise portions of the frontal lobes, a procedure initially proclaimed to 

constitute a major bmaktbrough in the treatment of chronic psychosis (and 

the occasion for the award of still another Nobel Prize in medicine, this 

one given to the operation's Portuguese inventor, Egas Moniz, in 1949) @. 

8). " 
The discrepancy between Scull's (1994) characterization of the various treatments and 

those produced by those writing less critical histories is obvious. However, in contrast to 

Andreasen's (1994) and Tamrninga's (1994) editorial comments in The American J o d  

of Psychiatry, Scull (1994) found no comforting interpretation for psychiatry's progress. 

Critiques of Lobotomy 

In his critique, Scull (1994) implicated the two psychiatric somatic remedies 

which won the Nobel Prize: Moniz's frontal leuootomy and Wagner-Jamegg's malarial 

inoculation. With regard to the lobotomy, Scull (1995a) presented the work of Elliot 

Valenstein (1986) and Jack Pressman (1998) as examples of the new genre of 

historiography. According to Scull (1995a), both men had conducted micro 

investigations of the history of psychosurgery. I will present briefly some of their main 

ideas along with Scull's (1995a) critiques of both historiographers. Their different 

ptqectives make it apparent that even within the new generation of historiographies 

major tensions continue to exist with regard to historical interpretatioas of psychiatry's 

somatic remedies. 

Valenstein's Cautionary Tale 
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In his 1986 monograph Great and DesDerate Cures, neuroscientist Eliot Valenstein 

was highly critical of the history of psychosurgery which he h e d  as a cautionary tale of 

individual and institutional ambitions gone awry. Although Valemtein (1986) attributed 

the widespread adoption of psychosurgery to a number of factors, he highlighted 

psychiatrists' and n ~ l o g i s t s '  opposing theories of mental dysfhction and their 

uncritical adoption of a procedure that offered to cure a "desperate human need" @. 6). 

Valenstein (1 986) suggested that somatic remedies were the consequence of shifting b m  

fimctional explanations to organic approaches in a therapeutic and theoretical vacuum. 

He discredited physicians of the past who were able to justify desperate medical 

treatments ostensibly designed to cure insane patients even if they believed that severe 

mental disorders required drastic somatic interventions. Hoping his review of 'the great 

and desperate cures' would stimulate critical discussions regarding patient welfare and 

medical progress, Valenstein (1986) declared that the forces behind somatic treatments 

such as the prefiontal lobotomy are not "behind us, they are, in truth, part of the very 

bone and marrow of the practice not only of psychiatry but of all medicine" (p. 291). 

Failing to recognize the parallel forces behind malaria therapy and lobotomy, 

Valenstein (1986) contrasted the failures of psychosurgery and other somatic treatments 

with the "considerable success'' @. 29) of Wagner-Jawegg's malarial treatment. With 

respect to malaria therapy, Valenstein (1986) failed to heed the admonition he provided 

regarding psychosurgery: 

Why then pursue the history of a treatment at once bizarre and obsolete? 

The answer, it seems to me, is clear. Psychosurgery was not a medical 

aberration, spawned in ignorance. In a real sense, the history of 
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psychosurgery is a cautionary tale: these operations wae very much a part 

of the ma- of medicine of their time, and the factors that fostered 

their development and made them flourish are still active today @. 4). 

Pressman's Last Resort 

In Last Resort Pwchosurgery and the Limits of Medicine, Jack PressmanX (1998) 

conducted an even more comprehensive micro investigation of psychosurgery than 

Valenstein (1986). In some respects, Pressman (1998) interpreted the negative outcomes 

of psychosurgery more favorably thau Valenstein. Pressman (1998) dismissed 

Valenstein's cautionary tales a s  hubris. He suggested what constituted a successful 

remedy in psychiatry (or medicine more g e n d y )  was relative to time and place. 

Although tragic, psychosurgery was not extraordinary. Instead, it was simply the price 

paid for progress in the institution of medicine. Despite Pressman's (1998) critical 

commentary regarding other somatic remedies, he only vaguely r e f d  to malaria 

therapy noting that the Nobel Prize winning malaria therapy for general paresis 

introduced by, an Austrian doctor, provided "proof that psychiatric conditions, too, might 

benefit h m  scientific investigation" (p. 33). 

In his review of somatic remedies, Scull (1994, 1995a) did not provide a detailed 

analysis of psychosurgery. Relying on Valenstein's (1986) and Ptessman's (1998) 

comprehensive work to support his criticisms of psychosurgery, Scull (1995a) did, 

however, critique certain aspects of their analysis. He suggested that Valenstein's 

"contemporary moral and scientific judgments consistently colour his account" @. 232). 

Echoing Pressman (1998), he suggested that Valenstein's approach was "anachronistic 

and misapplies history to the study of contemporary bioethical debates" @. 232). At the 
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same time, Scull (1995a) was critical of aspects of Pressman's more historically C O ~  

interpretation. Although he supported Pressman's claim that 'lobotomies were good 

clinical medicine by the standads of the 1940's" @. 231)' he was not convinced by 

Pressman's (1998) assertion that - "psychosurgery played a vital role in the creation of a 

more scientific and methodologically sophisticated psychiatry" @. 23 1). Scull (1995a) 

suggested that Pressman's account: 

While marked by 'the laudable desire to avoid anachronistic judgments 

and presents the history of therapeutics in its full complexity,' 

substantially mis-estimates the contribution of psychosurgery to the 

scientific development of psychiatry and reads the evidence about the 
. . 

relationship between lobotomy and contemporary standards of medical 

practice with a rather tendentious eye @. 232). 

These different m v e s  on psychosurgery demonstrate the ongoing tensions 

that continue to exist between the proponents of the different approaches to conducting 

historiography(s) of somatic remedies in psychiatry. At times, debate surrounding 

malaria therapy have been equally contentious. 

Critiques of Malaria Therapy 

Scull's (1994) harsh adjudication of psychiatric somatic remedies precipitated the 

publication of a subsequent series of articles (and ad hominem attacks) in the Histow of 

Psychiatry between amateur historians and psychiatrists (Crammer, 1994; Merskey, 1994) 

and historian Andrew Scull (1995a; 199%). Like Crammer (1994), Merskey (1994) 

simply viewed doctors' treatments for mental illness as practical responses to certain 

realities accusing Scull of providing "a sort of sophisticated mayhem on somatic 



31 

treatments presented in a most confident and authoritative fashion " @. 391). 

U e t t i n g l y ,  Scull (1995a, 1995b) inteqxeted somatic remedies fbm an explicitly 

social and philosophical pesspective only castigating Mmkey and his ilk for their 

historical ignorance and dogmatic mivet6 about the history of somatic remedies in 

psychiatry. 

Merskev's Defense of Malaria Theraby 

Merskey (1994) focused his critique on malaria therapy. He declared that Scull's 

''product does not correspond to the facts" (p. 391) contending "whether or not, as [Scull] 

concludes, the mentally ill are exceptionally a e r a b l e  to experimentation, his article 

demonstrates in a short compass that psychiatry itself is liable to astonishing 

misrepresentation and distortion'' (p. 387). Merskey (1994) questioned the integrity of 

Scull's scholarship, his interpretations of the different somatic remedies, and his 

descriptions of "the varieties of appalling things which were done, or which he thinks 

were done, by psychiatrists and other physicians at the expense of their patients" (p. 387). 

According to Merskey (1994), "Scull has grossly misinterpreted the nature of major 

advances and the reasons for their decline" (p. 388). Furthermore, he contended: 

Scull demonstrates to the informed psychiatrist that he does not understand 

the nature of the advances he characterizes as aberrations, the value or 

benefits of any of them, or the fact that each has been abandoned or gone 

into substantial decline because of other advances in treatment @. 388). 

Buttressing his broader critique of Scull's work Merskey (1994) focused in 

particular on discrediting Scull's dramatic and offensive depiction of malaria therapy. TO 

support his position, Merskey (1994) noted that the rates of remission left ''much to be 
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desired, but at the same time, reflect an enormous advance compared with the prognosis 

before malaria treatment became available'' (p. 389). He gathered a description of general 

paresis of the insane b m  several historical sources published in the decades prior to the 

1960's. Noting a great degree of similarity between the graphic textbook descriptions of 

paretic patients, he provided a typical passage in which g e n d  paresis was defined as "a 

progressive disease of the brain due to syphilis, causing mental and physical deterioration 

and finally dementia and paralysis ..." (quoting Martin & Elkiagton, 1950, Merskey, 

1994, p. 388). The paragraph long description continued by outlining the various 

emotional, cognitive, behavioral, and neurological deficits patients would display as they 

progressed through the various stages of the disease towards incontinence, seizures, 

paralysis and death. Merskey (1 994) concluded: 

The fact that subsequently the widespread use of penicillin virtually 

eradicated the disease gives no support to Scull's claim that the malarial 

treatment was part of 'an orgy of experimentation with a remarkable range 

and variety of physical treatments.' Anyone practising or learning 

psychiatry in the 1940s knew that doctors were only too pleased when 

malarial treatment was superseded by penicillin, simply because penicillin 

was more e f fdve  and easier to use @. 389). 

Leaping h m  the past into the present, MetSkey (1994) remarked: "If any clinician today 

could achieve the sort of results with AIDS or Alzheimer's Disease which Wagner- 

Jauregg obtained with g e n d  paralysis, he would receive the immediate acclaim and the 

same ultimate rewards as those given for the introduction of the malarial treatment" (p. 

389). 
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Scull's Rebuttal of Merskev 

Scull (1995a) pointed out that in his original 1994 article he provided only a brief 

reference to Wagner-Jauregg's Nobel Prize winning malaria therapy. He contended that 

his description should not have provoked Merskey's (1994) detailed description of the 

disease, general paresis, and that Merskey (1994) had simply misread the paper. 

Although well aware of the "reality and enonnity of this particular form of human 

suffering'' @. 226)' Scull (1995a) claimed "I did not discuss the natural history of the 

diseese itself, since my focus in the paper was explicitly on the historiography of 

therapeutics" @. 226). 

Scull (1995a) abandoned his former "agnostic" (p. 226) position on the value of 

fever therapy, suggesting that perhaps a degree of skepticism regarding the reported 

efficacy of malaria therapy was wammted given the dramatic improvements physicians 

had previously published regarding other - now renounced - somatic remedies such as 

the shock therapies and the lobotomy. Although Scull (1995a) chose not to provide a 

detailed analysis of malaria therapy, he did make his position on malaria therapy more 

explicit. 

Wagner-Jamegg's rationale for his actions, and the history of the 

experiments on his patients, offer little comfort for people like Merskey, 

who persist in trying to construct neat linear stories of scientific progress 

by humane and selfless psychiatrists. They testify tather to the 

scientifically flimsy basis on which radical therapeutic interventions were 

often conceived and carried out, and the cavalier fashion with which some 
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clinicians responded to morbidity and mortality among those whose bodies 

they experimented upon @. 227). 

Scull (l99Sa) recruited the work of Gerald Grob (1994) to reinforce his position. 

Grob's Evaluation of the First Somatic Remedy 

In a less ardent manner than Scull (1 994, 1995a), historian Gerald Gmb provided 

a critique of malaria therapy and the other somatic remedies. Unlilre other scholars, Gmb 

(1994) seems to have clearly recognized that the introduction of malaria therapy - the 

first somatic remedy - was implicated in the proliferaton of the other somatic remedies 

that would be used on so many diffaent patients in the ensuing years. In his 1994 book 

The Mad Among Us, Grob provided a comprehensive review of care provided to 
. . 

mentally ill individuals in North American institutions since the nineteenth century and 

he briefly addressed that general paralysis was a serious issue institutions confi.onted until 

after the 1940's. Grob (1994) anchored his more detailed discussion of general paresis to 

the 1930's "prolifaation of new radical somatic therapies" @. 180) and a view of mental 

illness as a chronic disease with a somatic etiology. He also emphasized how the 

Depression and then the Second World War precipitated funding shortages leading to an 

ever increasing crisis of care in the large mental hospital systems. "'Deterioration in the 

quality of life at many mental hospitals during the depression was paradoxically 

accompanied by the introduction of a series of radical therapeutic innovations that 

seemed to hold out the prospect of recovery for tens of thousands of severely and 

chronically mentally ill persons" (Grob, 1994, p. 178). 
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A spirit of therapeutic optimism was fostered by the introduction of somatic 

models of mental illness (Grob, 1994). Physicians envisioned the transformation of 

custodial institutions into treatment centers where limited sta£f could provide e f f d v e  

therapies to large popdations of patients thereby ameliorating undesirable behaviors. 

Somatic remedies also had the potential to legitimize psychiatry within the broader 

discipline of medicine. Alternatively, howeva, administrators and politicians 

preoccupied with fiscal concerns dampened physicians' hopes. Grob (1994) noted that 

unfortunately, '%e ideals associated with science and technology were not .always 

wmpatiile with those of representative government" (p. 172). 

Grob (1994) concentrated the majority of his critique of the somatic remedies on 

shock therapies and the lobotomy - ''undoubtedly the most radical therapeutic procedure 

ever developed in psychiatry" @. 182). In his review, he ref& to a 1939 article 

published by Oskar Diethelm in The American Journal of Psychiatry. According to Grob 

(1994), 'Qiethelm expressed dismay at the spirit of empiricism that guided the new 

somatic therapies.. .His article was an implicit condemnation of the enthusiasm for novel 

but untested therapies, and he raised a series of ethical questions about the burgeoning 

psychiatric armamentarium" (p. 180). Unfortunately, institutions confronted with more 

tangible practical concerns hquently neglected the ethical and theoretical foundations of 

the new somatic treatments they introduced. Furthemlore, h u e  psychiatrists were 

trained as clinicians with ^little exposure to or knowledge about methodology, statistics, 

or scientific method" @. 1841, Grob (1994) suggested that "clinicaI judgment rested on 

slippery foundations" @. 186). Ultimately, Grob (1994) emphasized that the reported 

efficacy of treatments was highly questionable: 
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Psychiatrists ficed formidable and perhaps ~ o u n t a b l e  problems in 

measuring therapeutic efficacy with any degree of precision. Aside &om 

the fact that etiology remained shrouded in mystery and diagnostic 

categories were protean in character* it was extraordinarily difficult to sort 

out the multiplicity of variables (p. 189). 

Unlike other scholars who have tended to extricate malarial inoculation &om these more 

broadly contextualized critiques of psychiatry' Grob (1994) critically situated fever 

therapy along side the other somatic remedies. 

Gmb (1994) highlighted that Wagner-Jauregg's fever therapy was the first of the 

European innovations American psychiatrists eagerly accepted into their therapeutic 

armamentarium of innovative somatic remedies. He suggested that malarial inoculation 

instilled "an element of optimism in psychiatry" (p. 179) about paretics and other 

psychotic patients as well. In combination with the recently introduced anti-syphilitic 

drug amphenamhe, malaria therapy rapidly became the dominant fonn of treatment for 

general paresis. "In the case of drug therapy a specific chemical killed the spirochete; in 

the other a general reaction of the immunological system produced comparable results9' 

@. 179). Together' these new scientific discoveries created newfound hope for 

MtutionaIized general pardics. 

In an attempt to demonstrate that, at times, such optimism was tempered, Grob 

(1994) drew material b r n  the personal papers of William White - the director of St. 

Elizabeth's Hospital in Washington, DC with regard to the introduction of malaria 

therapy into his hospital in 1923 (the first North American institution to take this ground 

breaking step), Grob (1994) noted: 
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Indeed, White employed the new therapy not because of 'any tremendous 

optimism' about results, but because he believed it 'exceedingly important 

to prevent such problems as that of paresis from getting into the discard 

because of a general feeling of hopelessness about it' @. 179-1 80). 

Grob (1 994) attributed the swift acceptance of Wagner-Jawegg's malaria therapy 

thn,ughout North America to ''the widespread preoccupation with the problems 

associated with neurosyphilis" (p. 179). He also highlighted that society's concerns about 

syphilis in general had been gaining momentum since the tum of the century. Again, 

Grob (1994) effectively situated malaria therapy within a broader social context by noting 

that syphilis, in general, 'Was a disease that simultaneously engaged medical, moral, and 

behavioral concerns'' @. 179). Thus, implicitly, so did malaria therapy. 

Although Grob (1994) did not expand upon these ideas in any great detail, he 

explicitly drew parallels between malaria inoculation and other therapies that had been 

more thoroughly critiqued by different scholars including both Pressman's (1998) "most 

authoritative analysis of psychosurgery" @. 341), and Valenstein's (1986) work "marred 

by an ahistorid and moralistic approach that results in a misunderstanding of therapies - 

psychiatric and others - in general" (p. 341). Grob (1994) even went so far as to connect 

the somatic remedies, including malaria therapy, to Jones' (1981) investigation of the 

Tuskegee Syphilis Study. 

Gmb (1994) also provided more specific aiticisms of malaria therapy. He 

claimed that "despite its seeming popularity, many recognized that this novel therapy 

posed risks" (p. 180). For example, he pointed out how maintaining a supply of malarial 

infected blood with which to inoculate patients could (and did) lead to the iatrogenic 
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con tamination of nonsyphilitic patients. Grob (1994) was more severe in his statement 

that "aside from the obvious risk, the evidence to support the efficacy of f ~ r a  therapy 

was extraordinarily weak. The criteria employed to judge remission or improvement 

were vague, and the results were dubious since those administering the therapy were also 

the evaluators" @. 180). The absence of control groups finther compromised the validity 

of the reported results. Grob (1994) punctuated his critique of this form of treatment by 

providing "a partisan's" comments that malaria therapy had been "greatly abused as a 

method of treatment and ... has too easily taken this country by storm" (p. 180). 

Nonetheless, Grob (1994) conceded that by the time the 1937 First International 

Conference on Fever Therapy took place in New York, malaria inoculation along with 

many variations of fever therapy, had become a well established treatment regime used 

not only on general paretics, but on an expanding range of patient diagnoses. 

So who is able to tell the histories of psychiatry - psychiatrists or historians? 

Merskey (1994) admonished: "Whether or not, as [Scull] concludes, the mentally ill are 

exceptionally vulnerable to experimentation, his article demonstrates in a short compass 

that psychiatry itself is liable to astonishing misrepresentation and distortion" @. 387). 

Scull (1995a) countered with "one of the central thrusts of my paper is to pose - not to 

solve - the puzzle of how therapies which later fell into disuse and disrepute once 

enjoyed the confidence and support of the profession at large" (p. 232). As far as his 1994 

description of "an orgy of experimentation with a remarkable range and variety of 

physical treatments" (p. 7), Scull (1995), once again, lambasted Mwkey with another 

well-~fefenced litany of somatic remedy transgressions paformed by psychiatrists during 

the twentieth centuy 



How else is one to characterize two decades which saw, inter alia, 

experiments with barbiturate-induced narcosis; injections of colloidal 

calcium; inoculations with rat bite fever organisms; the deliberate 

induction of meningitis by injecting horse serum into the spinal canal; the 

m g i d  removal of teeth, tonsils, stomachs, intestines, colons, spleens and 

uteri; the repeated induction of faradine shocks of up to 20,000 volts, 

deliberately aimed at creating fear and inflicting pain on resisting subjects; 

the use of carbon dioxide and nitrogen to produce anoxia and comas; 

injections of cyanide; diathermy machines; insulin comas; metrazol 

(cardiazol) injections; massive and repeated colonic irrigation; deliberately 

lowering body ternperatme to 85 F and below, temperatures barely 

consistent (and sometimes inconsistent) with life; to say nothing of 

lobotomy and electro-convulsive therapy and the old stand-bys 

'paraldehyde and the bromid es... which were doled out by the bucketful'? 

Even some psychiatrists at the time expressed 'dismay' at the unbridled 

empiricism and ethical blindness that accompanied and licensed these 

enthusiasms for what were often dangaous and damaging interventions 

(Scull, 1995% p. 230). 

With his well-referenced details, S d  (1 995a) discredits Merskey's (1 994) vague defense 

of somatic medies in psychiatry. 
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Brastow's Micro History of Malaria Therapy 

Using prim- source medical records fiom a single California state hospital, 

Braslow (1994, 1995, 1996, 1997) conducted an histotical examhation of the malarial 

treatment of general paresis during the 1920'9, 1 9 3 0 ' ~ ~  and 1940's. In his 1994 paper, 

Braslow characterized malaria therapy as "a once wildly successfbl and subsequently 

abandoned biological therapy" @. 508). He suggested it was an ideal twentieth century 

therapy - "a specific treatment for a specific disease" (p. 507). According to Braslow 

(1994), malaria therapy provided an important lesson regarding the positive impact a 

biological remedy can have on physician-patient relationships. 

Braslow (1994) compared hydrotherapy with the malarial treatment of general 

paresis. Whereas physicians viewed hydrotherapy as a therapeutic treatment, patients 

viewed it as a punitive nstraint designed to control their behavior. In contrast, according 

to Braslow (1994), a "shift in the object of therapeutic practice h m  ill-defined behavior 

to specific disease pathogens" (p. 5 1 I), caused malaria therapy to be viewed positively by 

both physicians and patients. Patients even voluntarily sought treatment '5x1 spite of the 

fn'ghtening and painful nature of the treatment" @. 508) embracing malarial treatments 

although "not uncoxnmonly, patients died from this treatment and, for many patients, 

malaria fever therapy was a terrifying and brutal experience" @. 508). 

In a subsequent pair of articles, Braslow (1995, 1996) investigated how malaria 

therapy influenced: (1) physicians' m t i v e s  about patients; (2) physicians' interactions 

with patients; and (3) patients' attitudes towards treatment. In premalaria-era medical 

records, Braslow (1996) discovered a pejorative perception of neurosyphi1itic patients in 

which therapeutic nihilism and negative cultural stereotypes led to the moral 
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condemnation of paretic patients. "Consistent with seeing paretic patients as immoral, 

degenerate transgressors, physicians often dealt with them as though they were objects to 

be acted on, defined by their disease rather than their subjectivity" (p. 596). Without their 

consent, patients were legally forced into asylums and subjected to marginally ef fdve  

pbacoiogical treatments for syphilis. 

In the malaria-era records Braslow (1996) found that patients treated with malaria 

therapy were d d b e d  more positively than patients who did not receive the treatment. 

The focus shifted from disciplining behavior to treating syphilitic spirochetes. This 

"forged a common understanding ...[ andl allowed doctors and patients to agree on what 

was the best therapeutic course despite the extreme nature of the induced fevers, the 

patients' psychiatric illness, or the character of the state hospitals" @. 507). According to 

Braslow (1996), physicians sacrificed their own therapeutic belief system and acquiesced 

to patients wishes. Malaria inoculations represented "more than simply a new technology 

to combat a recalcitrant disease, these malaria plasmodia were associated with a 

fundamentally altered perception of the neurosyphilitic patient" @. 596). As well, '?he 

malaria era also signaled a transformation of neurosyphilitic patients' attitudes toward 

state hospitalization and their treatment in these institutions" (Braslow, 1996, p. 599). 

Institutionalized patients became active participants in their treatment and 

noninstitutionalized paretics - middle-aged white men with positive Wassennam tests 

who were not yet exhibiting the symptoms of general paresis - vo1mMy sought 

admission for malaria therapy. With respect to this malaria-induced transformation (and 

in contrast to otha somatic remedies such as psychosurgery and shock treatments). 

Braslow (1995) clearly rejected his original hypothesis: 
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The introduction of a biological remedy for the treatment of a psychiatric 

disorder might encourage doctors to treat their patients not as subjective 

individuals suffering h m  an illness, but, rather, as carriers of disease to 

be acted on by impersonal but effdve therapies @. 660). 

In Braslow's 1997 book, Mental Ills and Bodilv Cures: Psvchiatric Treatment in 

the First Half of the Twentieth C e n m  he elaborated upon the work presented in the 

three articles presented above. A thorough evaluation of Braslow's (1997) more 

comprehensive work is presented in Chapter D( following the presentation of my analysis 

of fever therapy journal artic1es and textbooks published between the early 1920's to the 

early 1950's in Chapters III through VIII. 
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CEAPTER 111 

COMPARATIVE EPISTEMOLOGIES: WAGNER-JAUREGC & FLECK 

The historical celebration of Wagner-Jauregg and his development of the malarial 

treatment of general paresis was introduced in the previous chapter. In this chapter, a 

condensed biographid account of Wagner-Jauregg and his experimentation with febrile 

treatments of the insane, including malaria therapy for general paresis, will be presented. 

This more traditional presentation of Wagner-Jauregg and his career will then be 

compared with the less conventional work of Ludwick Fleck. A contemporary of 

Wagner-Jauregg's, Fleck (1935) was a Polish hematologist and immunologist who 

searched extensively for treatments for bacteriological diseases such as typhus and 
. . 

syphilis. Fleck (1 935) also produced a monograph examining the historical development 

of syphilis and the Wassenna. serological test. From sociological and philosophical 

perspectives, he questioned the simplified notion that reified diseases and their treatments 

could be attributed to a single individual's discovery at a particular point in time. Instead, 

he suggested that scientific f a  were the messy and constantly evolving outcomes of 

groups of researchers drawing from different thought styles. In retrospect, his work 

severely challenged the traditional version of Wagner-Jawegg's discovery of the malarial 

treatment for general paresis presented in the following section. 

WagnerJPuregg and the MdariaI Treatment of General Paresis 

In the following section it should become apparent that Wagner-Jauregg's 

malarial treatment for general paresis was not simply discovered. Instead, he 

experimented with a range of febrile diseases on patients with different diagnosis o v a  

several d d e s  before he empirically concluded that malarial induced fevers ameliorated 
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the clinical symptoms of general paresis. His Nobel Prize winning treatment was 

stumbled onto much like his career in psychiatry. 

Jrlius Waguer-Jauregg (1857-1940) - A Biographical Sketch 

Two biographical portrayals of Wagner-Jamgg have recently been published in 

English. Whereas psychiatrist Sebastian Littmann (1986) was only able to provide a brief 

sketch of ~a~ner-~auregg,* Magda Whitrow (1 990,1993) published a biography in 1993 

h m  which I have drawn extensively. Julius Wagner-Jauregg received his Doctorate in 

Medicine tiom the University of Vienna in 1880. Unable to obtain a position in internal 

medicine, he became an assistaut at the University of Vienna Psychiatric Clinic in 1882. 

A contemporary of Freud, he quickly advanced to the top of the Austrian psychiatric 

community. Duriag his career he was a professor of neurology and of psychiatry at both 

the University of Vienna and the University of Graz. He also served as clinical director 

for several A d a n  psychiatric clinics housed in both universities and state asylums 

(Whitrow, 1993). 

During his carea, Wagner-Jawegg explored several lines of research including 

shock therapy to stimulate respiration in strangulated insane patients and iodine 

administration to treat goiters and cretinism. He served as a psychiatric advisor to the 

Austrian Board of Health. His involvement in forensic medicine allowed him to play a 

major role in establishing the formal processes of certification and advocating for the 

legal rights of insane patients. Wagner-Jawegg's greatest legacy, however, is the use of 

fever to treat insanity. 



45 

At the apex of his -, Wagner-Jauregg was well decorated for his 

contri%utions to psychiatry. His accolades included: the Erb Medal and an Honorary 

Membership to the Society of Gaman Neurologists (1926); an Honorary Membership to 

the German Society for Psychiatry (1927); the Nobel Prize for Medicine (1927); the 

Cameron Prize from the University of Edinburgh (1935); the Gold Medal h r n  the 

American Committee for Research on Syphilis (1937); arid, the Diploma of Doctor of 

Law for his services to forensic medicine. His impressive curriculum vitae was capped 

by an extensive number of publications. Wagner-Jauregg's many accomplishments9 none 

more so than the malarial treatment of general paresis, have led to his celebration a s  a 

great man in the history of 

Febrile Treatments of tbe Insane 

Wagner-Jauregg began experimenting with febrile treatments for W t y  forty 

years before he received the 1927 Nobel Prize. In 1887 he published "The Effect of 

Feverish Diseases on Psychoses" which reviewed examples of naturally occurring fevers 

- typhoid, cholera, intermittent fevers, smallpox, streptococci, anthrax, inflammations, 

suppurations and malaria - that were reported to have ameliorated symptoms of 

psychoses (Whitrow, 1990). According to Wagner-Jauregg (1922), ?he discovery that 

not rarely psychoses were healed through intercurrent infectious diseases instigated me 

already in 1887 to the proposal that one should intentionally imitate this experiment of 

nature for the cure of psychoses" (p. 370). He advocated, however, that only controllable, 

artificially created diseases should be used and that potentially hannful febrile diseases 

were to be excluded (Whitrow, 1993). Almost immediately, Wagner-Jauregg began 
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experimenting with a variety of febrile agents on individuals with an array of psychiatric 

diagnoses. 

Erysimlas Treatment of the Insane 

In Wagner-Jauregg's (1935) histotical review of malaria therapy, he recalled that 

in 1887 he had proposed intentionally producing fever using either malaria or erysipe1as 

because these diseases "could be transmitted to other individuals without great danger" 

(p. 231). That same year he infected several mental patients (no paretics) with eqsipe1as. 

However, Wagner-Jauregg (1935) soon canceled the experiment for three reasons: (1) 

neither erysipelas nor fever developed; (2) he had accepted a psychiatry professorship at 

the University of Graz; and, (3) in Wagner-Jauregg's (1 935) words: 

Medical science of that period looked with disfavor at experimentation on 

human beings. The spirit showed itself openly in the hostile attitude of the 

public and of the authorities when Hirschl inoculated nine general 

paralytic patients with syphilis. Today this would be a matter of 

course...Hirschl almost went to prison for his zealous scientific endeavors 

(p. 232). 

Tuberculin Treatment of the Insane 

In 1890, Wagner-Jauregg (1935) used Robert Koch's newly developed tuberculin 

to artificially produce fevers in insane patients at the Oraz psychiatric clinic. As Wagner- 

Jauregg (1 93 5) wrote: 

These experiments also had to be stopped prematurely because tuberculin 

was soon considered a dangerous preparation. For several years tuberculin 



was banned fiom good medical practice. It had almost become a crime to 

use it (p. 232). 

However, by 1893 Wagner-Jauregg and an assistant reamed experimental tuberdin 

treatments. Thirty-three patients (including one paretic) were treated with tubaculin. 

Eight other patients were unsu-my injected with a dead culture of Bacillus 

pYOcyan-* 

In his 1895 report, Wagner-Jauregg concluded: '%ve cannot be reproached for 

using a procedure which is irrational. We have listened to nature; we have attempted to 

imitate the method by which nature itself produces cures" (Whitrow, 1990, p. 301). At 

the same time, however, Wagner-Jauregg had difficulties accurately evaluating the effect 

of the fever treatments: 

Many of the patients belonged to diagnostic groups characterized by 

spontaneous recoveries.. .Among the apparently cured patients, however, 

were a few cases of general paralysis. This was something unusual and 

attracted my attention. From this time on the main interest was focused on 

general paralytic patients (p. 232). 

In 1895, Wagner-Jauregg began exclusively treating general paretics with 

tuberculin- According to Wagner-Jauregg (1 922): 

The f a  was established that the length of life of the paretics treated with 

tuberculin was essentially longer than that of the cases not treated and that 

the former showed a greater number and more lasting remissions than the 

latter ... I began to treat paretics systematically with tuberculin since it 

proved so effective (p. 37 1). 
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By 1901, Wagner-Jauregg reported that patients in the early stages of paresis treated with 

tuberdin and mercury showed a greater remission thaa untreated patients. The stronger 

the tuberculin reaction, the greater the remission. 

At the 1909 International Medical Congress Wagner-Jawegg's findings generated 

general skepticism and little discussion (Whitrow, 1993). According to Wagner-Jauregg 

(1 935): 

The tuberculin-mercury therapy of general paralysis ... was never widely 

used. The medical scientists of that period were hypnotized by the 

discovery of the syphilitic etiology of general paralysis and could see the 

solution of this special problem only in a specific treatment @. 232). 

However, during tuberculin treatments the presence of infectious diseases had 'koused 

Wagner-Jauregg] to the thought that it might well be that treatment would be most 

effective if one directly produced an actual infectious disease in the paraic patients" 

(Wagner-Jauregg, 1 922, p. 3 7 1). 

The Malarial Treatment of General Paresis 

Although Wagner-Jauregg had proposed artificially producing t d a n  malaria as 

early as 1887, Malaria Therapy officially began on June 14, 191 7 - thirty years after 

Wagner-Jauregg had begun empirically experimenting indiscriminately on insane patients 

with diffennt febrile agents. Wagner-Jauregg (1935) proclaimed "the psychologic 

moment which induced me to try malaria inoculation was ... the tragic outlook for [a] man 

which again forced on my mind the thought of producing intentionally an infdous 

disease in general paralytic patients" (p. 233). Epiphany, destiny and o p d @  

converged when, as Wagner-Jauregg (1935) remembered, an assistant inquired whether a 
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soldier with malaria should be given the anti-malarial drug quininexiii - 1 immediately 

said: 'No.' This I regarded as a sign of destiny" @. 233). Wagner-Jauregg (1935) 

inoculated three paretics with the soldier's blood. Two contracted malaria Seven more 

paretics were inoculated with their blood. Six of the nine patients treated experienced 

significant remissions (two appear to have been cured). 

In 19 1 8, of four newly inoculated paretics, three contracted malaria. Two of the 

three patients died, however, because the t h a n  malaria was of a malignant fom. "AAer 

this misfortune no new cases w a e  inoculated until September 1919" (Wagner-Jauregg, 

1935, p. 233). At this time all paretics in the Vienna Psychiatric Clinic began to receive 

malaria therapy in conjunction with arsphenamineXiv injections (Whitrow, 1993). In 
. .  . 

192 1, Wagner-Jauregg reported that of 200 paretics treated, 50 had returned to work. By 

1924, malarial treatments were being provided to individuals who had contracted syphilis 

- as demonstrated by a positive WassermannXV reaction - but had not yet manifested the 

clinical symptoms of general paresis (Whitrow, 1993). Once Wagner-Jauregg received 

the 1927 Nobel Prize, the use of malaria therapy rapidly spread throughout the world, 

gained hegemony, and became the treatment of choice until the late 1 940's. 

Accolades and Celebration 

Wagner-Jauregg's ultimate accolade - the Nobel Prize for Medicine - was 
awarded by Wemstedt, the dean of the Royal Caroline Institute, in 1927. His laudatory 

Nobel Prize speech began with an aphorism - "'one must expel evil with evil' - 

[Wagner-Jawegg] h d e d  ... mental patients by infkcting than with mother disease - 

malaria" (p. 155). Although Wernstedt hinted at a darker side to malaria therapy the 

majority of his presentation was celebratory. Wagner-Jauregg's malarial treatment was 
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described as "a relatively innocuous disease ... which can always be cured" @. 156). 

Wemstedt (1927/1965) continued 'St therefore requires no M e r  motivation that m d a  

such conditions the method must be eminently well adapted, and that its p - d  

application would be desirable in the highest degree" (156). Beyond presenting Wagner- 

Jauregg with this foremost of distinctions and characterizing him as a "eficent 

discoverer of an unusually blessed gift" @. 156), Wemstedt (1 927/1965) declared that as 

a consequence of the treatment ''appn,ximately a third of all paralytics9 fonnaly virmally 

condemned without exception for the rest of their lives to fa a burden on their relatives 

or society as useless beings' can...count on being restored to a full life, fulfilling like 

others their duties in society" (p. 156). Wreathed in great honor, Wagner-Jauregg - 

Nobel laureate - became a hero to general pantics - 'useless beings' and 'wretches.' 

This traditionally celebratory story of the Austrian hero, Wagner-Jauregg, and his great 

scientific discovery of i n f i i g  patients with malaria to cure syphilis, provides an 

intriguing contrast to the career and ideas of Ludwik Fleck as presented in the following 

section. 

Ludwik Fleck - The Genesis and Development of a Scientific Fact 

I will use the 1935 work of Ludwik Fleck to provide a significantly different 

peqective of syphilis and its treatment. Beyond problematking the standard historical 

presentations of two major discoveries: (1) the etiology of syphilis and (2) the 

Wassermann Blood test, Fleck's (1935) work provided a sophisticated analysis of both 

experts' and non-experts' presentations of historical phenomena in academic joumals 

and textbooks. Following an overview of Fleck's (1935) career' a pdcis of his theoretical 
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ideas regarding the genesis of scientific fjlcts will be presented. Finally, the notions of 

syphilis, the Wassermann reaction, and their relationship will be presented in detail. 

In 1935, Ludwik Fleck, published a monograph entitled Genesis and 

Development of a Scientific  act- Tnnn and Merton had this Gexman work translated 

into English in 1979. In the prefm to the monograph, the editors highlighted that "the 

currently intensified interest in the interaction between sociology, history, and philosophy 

of science makes this pioneeing work more timely now than when it first appeared more 

than forty years ago" (p. xiv-xv). The foreword to this translated work was written by 

Thomas Kuhu (1979). He noted that even in the face of many developments since its 

publication, this "rich and penetrating book.. .remains a brilliant and largely unexploited 

resource" (p. x). Not only was Fleck's (1935) work instrumental in Kuhn's "rewelatory 

notion of scientific revolutions," it prepared him 'Tor the tramition h m  research physics 

to history of science" @. vii). 

Ludwik Fleck (1896-1961) - A Biographical Sketch 

In a biographical sketch provided at the end of Trenn's and Merton's 1979 

translation, Ludwik Fleck (1 896-1961) - the serologist, hematologist, immunologist, and 

bacteriologist - is characterized as a prison who "united the excellence of a distinNshed 

microbiologist and the depth and insight of a great philosopher" @. 149). Fleck was 

born, educated, and spent most of his career in Lvov, Poland. Although in 1927, the 

same year Wagner-Jauregg was awarded the Nobel Prize, Fleck spent a year in Vienna 

specializing in bacteriology at the State Serothempeutic Institute. While holding a variety 

of research and academic positions throughout his career, Fleck pduced several 

textbooks and published more than 130 scholarly articles (in several different languages). 
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Early in his career Fleck conducted extensive serological investigations into a wide range 

of pathogenic microorganisms. Much of his research focused on typhus and syphilis. By 

1939, not only had he refined a vaccine and diagnostic test for typhus, in the area of 

syphilis, he "found a new method to strengthen the sensitivity of the Wassermann 

reaction, and discovered an original method for distinguishing true serological reactions 

from pseudoreactions" (Trenn & Merton, 1979, p. 150). 

World War 11 had a profound impact on Fleck's career. In 1939, with the Russian 

takeover of Lvov, Fleck became director of the City Microbiological Laboratory. In 

1941, with the German occupation, Fleck was assigned the directorship of the Jewish 

Hospital's bacteriology laboratory where he worked on developing an immunization for 

typhus due to the epidemic in the Jewish ghetto. In 1942, Fleck, a Jew, along with 

members of his family and staff, was deported to Auschwitz where he '%was attached to 

the camp's hospital and, under duress, continued to produce his vaccine for the German 

armed forces" @. 151). Fleck continued this work in Buchenwald in 1944. Fleck was 

liberated h m  the concentration camp in 1945. As a footnote to this &rk period in 

Fleck's life, in 1948, he was called to testify as an expert witness at the Nuremberg Trials. 

Upon his leturn to Poland in 1945, Fleck became head of the Institute of 

Microbiology at a newly founded university in Lublin, Poland. By 1949 he was honored 

with an award tiom the city of Lublin for his work on leukergy (i.e., a clumping of white 

blood cells during idarnmation). Fleck was appointed director of the Department of 

Microbiology and Immunology at the Warsaw Mother and Child State Institute in 1952. 

In addition, during the 1950's Fleck conducted research on diphthaia, burcellosis and 

measles. Near the end of his career Fleck received several distinctions including: (1) in 
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1953, a Polish state scientific prize for his epidemic typhus research (2) in 1954, a 

membership in the Polish Academy of Sciences; and (3) ''in 1955, he received the highest 

scientific degree in Poland - a doctorate of medical science" (Trenn & Merton, 1979, p. 

152). Finally in 1957, emigrating to Isfael, Fleck assumed the position of head of the 

Section of Experimental Pathology at the Israel Iustitute for Biological Research. Ludwik 

Fleck died in 1961 before he could deliver a series of invited lectures to the Department 

of Philosophy at the Hebrew University of Jerusalem. 

A Theoretical Sketch 

In his prefaa to the translated work of Fleck, Trenn suggested that '?ather than 

being only an exercise in the history of medicine, the monograph was for Fleck primarily 

a vehicle for his intricate theory intertwhing the sociology, history, end philosophy of 

science" (Tram & Merton, 1979, p. xvii). Beyond providing a "beautifblly analyzed 

historical case study of syphilis and the pathbreaking discovery of the Wassermann 

reaction" (p. xiv), Trenn and Merton (1979) suggested that Fleck also generated several 

important theoretical ideas including: (1) a method of comparative epistemology, (2) 

thought styles; (3) thought collectives; (4) exoteric and esoteric knowledge; and (5) a 

distinction between popular, vademecum, and journal forms of science. In the following 

section, I will define these theoretical aspects of Fleck's historical work. 

In providing a general overview of Fleck's theoretical contributions, T r e ~  and 

Merton (1 979) summarized: 

The conceptual creations of science, like other works of the mind, become 

accepted as fact through a complex process of social consolidation. These 

thought products, and the thought style under which they arise, are never 
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finalized but can undergo transformation through intracolIective or even 

intercollective interaction, whereby symmetry is democratically preserved 

between the esoteric circle of experts and the exoteric circle of the wider 

society, and rnargud men participating in diverse thought collectives can 

create something new from the conflict @. xiii). 

Fleck (1935) began his Genesis and Develobment of a Scientific Fact with the 

question: 'What is a fhct?' @. xxvii). He immediately answered - "A fact is supposed to 

be distinguished from transient theories as something definite, permanent, and 

independent of any subjective interpretation by the scientist" (p. xxvii). Fleck (1935) 

believed epistemological critiques of reified facts, although generally neglected, tended to 

be "inherently naive and superficial" (p. xxvii) when they were conducted. In contrast to 

empirical sciences which established the firm basis of facts, Fleck (1935) insisted that a 

more genuine epistemological investigation should demonstrate the continuous and 

collective nature of research work which has neither a definite beginning nor absolute 

end No discovery was attributable to a single individual at a particular moment in time. 

Because "a fact always occurs in the context of the history of thought and is always the 

'result of a definite thought style" @. 95), h m  Fleck's (1935) "point of view the relation 

between the Wassermann reaction and syphilis - an undoubted fact - becomes an event in 

the history of thought" (p. 97). 

According to Fleck (1935) "all paths toward a positive, fiuitfbl epistemology lead 

toward the concept of thought style" (p. 99). And all thought styles are socid products 

driven by collective social forces - what Fleck (1935) ref& to as thought collectives. 

Fleck (1935) suggested that the thought collective of modem science involved groups 
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who created two contrasting forms of knowledge - exoteric and esoteric. Whereas 

popular, exoteric knowledge involved ideas accessible to the g e n d  public, more private, 

esoteric knowledge was available to, and mderstood by, only an elite inner circle of 

experts. Tbe comprehensive world view of popular science, equally available to experts 

and non-experts, democratically determined the directions in which specialized 

knowledge developed. In other words, the popular science of nonoexperts provided the 

"background that determines the general traits of the thought style of an expert" @. 1 13). 

Fleck (1935) distinguished experts into two groups according to the types of 

knowledge they created: (1) special experts produced joumal science, and (2) g e n d  

expats generated vademecum (or textbook) science. He characterized vademecum 

knowledge as a simplified, certab, lucid, and apodictic' form of science. As a closed- 

system, vademecum science was designed to produce "an artificial simplification" @. 

1 12) for popular consumption by non-experts and general practitioners. Paradoxically, 

Fleck (1935) suggested that although vademecum science was "basically correct as a 

general scheme," it led to ''maximum thought constraint with minimum thought caprice" 

@. 95). In other words: 

It just does not correspond to detailed expert knowledge. Apart h m  

ignoring the many restrictions and complications as well as the 

contradictory views and errors of the research workers, this presentation 

completely conceals the interaction between the genesis of a discovery and 

the genesis of concepts. The description reads as if definitive concepts 

and ideas existed a priori @. 1 15-1 16). 
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Fleck (1935) descriied "a paradigm for typical principles of vademecum science" 

in which hpentary signals of resistance in j o d  science were inevitably transformed 

into an "organized system of a discipline" @. 121). Rendered axiomatic, the thought 

style of the vademecmn, in fjict, becomes "a definite thought constraint" @. 121). To 

varying degrees, both esoteric experts and exoteric amateurs are controlled by 

vademecum science so that they could "not think in any diffaent way" (p. 122). 

Collectively constrained by the thought style of the natural sciences, the conceptual 

creations of scientific thought became reified through ' a  common reverence for an ideal - 

the ideal of objective truth, clarity, and accuracy" (Fleck, 1935, p. 142). Howwer, "such 

a lifeless. ..language guarantees fixed meanings for concepts, rendering them static and 

absolute" (p. 144). Fleck (1935) argued, however, that "if a fact is taken to mean 

something fixed and proven, it exists only in vademecum science" (p. 125). 

Fleck (1935) ultimately contended that it was impossible to create a vademecum 

science h m  a collection of journal articles which "bears the imprint of the provisional 

and the personal" @. 118). At the same time, however, the experts who produce esoteric 

journal science are inextricably entangled in the complex of thought collectives which 

constitute the vademecum of popular science. And in spite of their polemics, they are 

Qawn into the "hidden invocation of the collective" @. 118). Kuhn (1979) strongly 

supported Fleck's paradoxical concems with "the personal, tentative, and incoherent 

character of journal science together with the essential and creative act of the individuals 

who add order and authority by selective systematization within a vademecum" @. ix). 
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Fleck (1935) posed the question: "How, then, did the empin'cuI fact origimte a d  

in what does it consist?" @. xxvii). In an attempt to answer the question, Fleck (1935) 

used his method of comparative epistemologies to investigate "a medical fPct, the 

importance and applicability of which cannot be denied.. .because it also appears to be 

very rewarding historically and phenomenologically. I have therefore selected one of the 

best established medical facts: the fbct that the so-called Wassermann reaction is related 

to syphilis" (p. d i ) .  In the following sections I will present how Fleck (1935) 

demonstrated that other thought styles provided alternative explanations for syphilis and 

the Wassermann reaction. 

syphilis 

Upon scrutinizing both vademecum and journal presentations of syphilis, Fleck 

(1935) wondered: "Where is the assiduous elaboration of the specific disease concept of 

syphilis?" @. 116). Rather than providing a carefbl consideration of the historical, 

philosophical, and sociological aspects of the "whole metamorphosis of the thought style 

from the fifteenth to the twentieth century" @. 16), the continuous transfornation of 

syphilis seemed to have been rendered invisible in these accounts. Although Fleck (1 935) 

ironically declared: "How simplified and crystal-clear is this history!" @. 1 16), he 

provided an unconventional historical analysis of the origins of the modern concept of the 

so-called diseuse entity - syphilis. He suggested that by 1935 syphilis had already 

progressed through at least three major, intatwining transformations: (1) mystical-ethical 

carnal scourge; (2) empirical-therapeutic disease entiw, and (3) experimental-pathological 

concept. Fleck (1935) admonished: 
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It is naive to think that, although its historical development has been 

tortuous and complicated, we can today arrive at the concept of the disease 

entity syphilis simply and safely merely by using current techniques of 

observation and experiment @. 2 1). 

In the following section, I will present Fleck's (1935) epistemological consolidation of 

these three intarelated thought styles. 

Mystical-Carnal Scouree and Em~irical-Theramtic Disease Entities 

Descriptions which' corresponded to contemporary notions of syphilis initially 

appeared in the late fifteenth century. This chronic and at times epidemic skin condition, 

fkquently concentrated in area of the genitals, was lost in a "primitive jumble of the 
. . 

most diverse diseases which crystallized dming the following centuries into various 

entities" (Fleck, 1935, p. 1) including chancres, gonorrhea, gout, leprosy, scabies, small 

pox, tubercuIosis, as well as many other skin conditions. 

Fleck (1 935) suggested that over the centuries, "two points of view developed side 

by side, together, often at odds with each other: ( I )  an ethical-mystical disease entity of 

carnal scourge, and (2) an empirical-therapeutic disease entity" @. 5). Early on, mystical 

explanations emerged from astrological and religious belief systems in which fate and sin 

converged into the stigma of carnal scourge. At the same time, the use of mercurial 

ointments, a popular pharmaceutical remedy for skin conditions, was widespread. 

Treatment outcomes were very inconsistent, however, as mercury was used 

indiscriminately on so many undifferentiated poxes. Consequently, practical, emotive, 

and mystical explanations continued to overshadow more theoretically and empirically 

based pharmaceutical treatments. Fleck (1935) noted that over the centuries, however, 
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these two contradictory elements - syphilis (the carnal scourge) a d  merany (the 

pharmaceutical treatment) - formed into a curious amalgam. 

The combination of scourge and treatment was inextricably linked with humoral 

notions. Syphilis was blamed for a range of symptoms in a plethora of diseases and 

the search for a common factor and specific feature, attention was focused on befouled 

blood" @. 12). Fleck (1935) suggested that this fostered the emergence of a "dogma of 

syphilitic blood" in which ''with amazing and unprecedented persistence, all possible 

methods were tried to confirm and to realize the traditional concept of syphilitic blood" 

@. 14). Ultimately, the carnal scourge, mercury, and foul blood became inextricably 

united as syphilis. 

Exberimental-Patholonical Conamts 

During the late nineteenth and early twentieth centuries, however, a third element 

- experimental-pathological concepts - was added to the amalgamation. With this 

emerging thought style, natural science, pathogenesis, and exmentat ion appeared to 

displace the former mystical explanations and there was a proliferaton of refined 

attempts to "divide the great pox into several disease entities" (Fleck, 1935, p. 7). Before 

too long, within this emerging thought style, syphilis was distinguished as a distinct 

disease entity with a specific etiology - Spirocaeta pallida. 

Traditionally, etiology is defined as the study of causes, origins or reasons - for a 

disease. However, Fleck (1935) redefined the etiological boundaries of syphilis by both 

eschewing and elaborating the modem definition of syphilis. He declared 'St therefore 

cannot be claimed that syphilis is definable epistemologically solely on the basis of 

Spirochaeta pallida" (Fleck, 1935, p. 19). Instead, he claimed that "the concept of 
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syphilis is unattainable except through a study of its history" @. 21). Fleck (1935) 

demonstrated that "it is fwible to introduce completely different classifications of 

diseasesy' @. 21) and according to his historical analyses, syphilis had gone through - and 

would continue to go through - continuous transformations. Already, Fleck (1935) 

convincingly demonstrated that "in the course of time, the character of the concept has 

changed b r n  the mystical, through the empirical and generally pathogenetical, to the 

mainly etiological" @. 19). 

Fleck (1935) clearly challenged the modern definition of syphilis by suggesting 

that it had emerged fbm a 'chaotic mixture of ideas developed over many epochs.' 

Constantly changing as newly emerging fields of knowledge generated new problems and 

solutions, definition(s) of syphilis were papdually transmuting. Anticipating subsequent 

developments in epidemiology, microbiology, and pathology, Fleck (1 935) highlighted 

that %e development of the concept of syphilis as a specific disease is thus incomplete in 

principle'' @. 19). He developed this point M e r ,  by presenting the invention of a 

serological test for syphilis. Fleck (1935) demonstrated how once carnal scourge, 

pharmaceutical treatment, and the ''dogma of syphilitic blood" became "scientifically 

embodied in the Wassermann reaction" @. 23), defhition(s) of syphilis continued to 

shift. 

The Wassermann Reaction 

After problematizing the classic etiological definition of syphilis, Fleck (1935) 

demonstrated how another biological fact - the Wassermann serological test for syphilis - 

was not only dependent upon prevailing thought style(s), but constitutive of new ones as 

well. Fleck (1935) contextualized the development of the Wassermann reaction as an 
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important social event and highlighted that "the attention, importance, and power of 

development that this research gained &om the special moral emphasis on syphilis cannot 

be overestimated" @. 77). For example, relative to tuberculin research throughout the 

world at the same time, Fleck (1 935) considered both Wassamann's serological reaction 

and Ehrlich's Salvarsan to represent much more than a blood test or a phatmaceutiicsl 

treatment for an etiologically distinct disease entity. With regards to the Wassermann 

discovery, Fleck (1 935) wrote: 

This in turn is the Starting point for new lines everywhere developing and 

again joining up with o h .  Nor do the old lines m a i n  unchanged. 

New junctions are produd time and again and old ones displace one 

another. This network in continuous fluctuation is called reality or truth 

(p. 79). 

In excavating "the avalanche that the Wassermatm reaction set in motion" @. 81), 

Fleck (1935) uncovered previously unseen layers historically hidden beneath the 

ostensibly stable d a c e  of another well-established biological artifact. He characterized 

the invention of the Wassermann reaction as epoch making. Beyond spawning several 

new lines of research, this serological test "created and developed a discipline of its own: 

serology as a science in its own right" @. 14). Fleck (1935) claimed that Wassermann 

and his contemporaries had finally 'Wfilled the ancient wish of the collective: the 

demonstration of syphilitic blood" (p. 70). 

Fleck (1 93 5) provided historical details of Wassermann's so-called discovery. At 

the tum of the twentieth century Wassermann was conducting tuberculin research. 

However, due to a national rivalry between syphilis researchers in Gamany and France7 a 
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government official requested that Wassermann redirect his research focus. By 1906, 

Wassermann, Neisser, and Bruck had published a paper entitled "A Serodiagnostic 

Reaction with Syphilis." In this inaccurate and poorly received article, they erzoneously 

claimed to have found an antigen for the syphilitic spirochaete. However, rather then 

finding a substance that would stimulate the production of an anh'body for syphilis, they 

had unwittingly discovered the actual antibody. 

Heck (1935) conceded that it was a '8lessing" that "the assumption fiom which 

Wassermann proceeded was false" and "a discovery of great practical importance was 

made by accident" @. 75). He suggested that this initial discovery, although inaccurate, 

was generally perceived as the most important turning point Within the more traditional 

epistemology, the "theory of the reaction as well the historical and psychological 

circumstances surrounding its conception [wae] of less practical importance" @. 72). 

However, because the initial test results were accurate in less than twenty percent of 

confirmed cases of syphilis, Fleck (1935) suggested that, achdy, the Wassennaan 

reaction was of limited practical utility. But, over time, through the combined efforts of 

many anonymous researchers functioning within the recently developing thought style of 

the serological thought collective, the accuracy of the test was increased to between 70 

and 90 percent. Fleck (1935) claimed "this turning point represented the actual invention 

of the Wassermann reaction as a useful test" @. 72). 

Although the Wassermann reaction was soon used daily in thousands of medical 

establishments, Fleck (1935) pointed out that the serological test was infmous for 

obtaining both false positive and false negative results. In other words, in some instances 

nomyphilitics were determined to be syphilitics and syphilitics were deemed to be 
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nonsyphilitics. By no means a simple test, the Wassermann reaction required researchers 

to develop the right serological touch. Nonetheless, Fleck (1935) suggested that "if the 

relation of the Wassermann reaction to syphilis is a fact, it became a fact only because of 

its extreme utility owing to the high probability of success in concrete cases" @. 72). 

Utilizing his sociological method of comparative epistemologies, fleck (1935) 

attempted to clarify the "problem of how a true finding can arise from false assumptions, 

vague first experiments, as well as many errors and detours" @. 78). Fleck (1 93 5) noted: 

History records an abundance of experiments and obsewatiom about 

inoculations, reinoculations, and immunity relations. But it would be 

wrong to think that experiments, no matter how clearly conceived, always 

produced the correct results @. 7). 

At the same time, however, he acknowledged that they became the ''starting points for 

new methods" (p. 7). 

Typically fiamed as a progressive series of well established facts, Fleck (1935) 

challenged that the invention of the Wassermann reaction generally conformed to a more 

traditional paradigm of discoveries. In his alternative reading of the completely empirical 

discovery of the Wassermann test, Fleck (1935) characterized researchers as embarking 

on a meandering voyage -- "not straight sailing in a planned direction but an Odyssey 

with continual change of direction" (p. 69). In other words, '%om Mse assumptions and 

irreproducible initial experiments an important discovery.. .resulted after many errors and 

detours" (p. 76). To make this point more clear, Fleck (1935) demonstrated how 

Wassermann's recollections of the discovery of the serological test fifteen years after its 

discovery, had become rationalized and idealized. ''The meandering process of 



64 

development, in all stages of which he was certainly deeply involved, had become a 

Straight, goal-oriented path" (F1eck, 1935, p. 76). As an alternative, Heck (1935) 

contended that, ultimately, "an edifice of knowledge was erected that nobody had really 

foreseen or intended. Indeed, it stood in opposition to the anticipations and intentions of 

the individuals who had helped build it" (p. 69). 

By challenging %e description given by the 'originator' himseIf' @. 123), Fleck 

(1935) problematized the tendency to award sole authorship for a discovery. He 

contended that "the true creator of a new idea is not an individual but the thought 

collective" (p. 123). Constantly shifting Wasserman discoveries emerged h m  the 

research labors of teams of cooperating (and competing) individuals, simultaneously 

conducting many diffaent experimental trials. 

General Paralysis 

Fleck (1935) forecast that the modem concept of syphilis would continue to 

undergo transformation as new technologies and manifestations of syphilis research 

emerged fiom the earlier convergence of etiology and serology. As the Sirochuetea 

pallida and the Wassermann reaction were developed, they led to a "refined syphilis, 

mainly in the secondary and tertiary stage, and especially in the area of so-called 

rnetasyphilitic diseases, such as tabes dorsalis and progressive paralysis" @. 14). 

Although Fleck (1935) did not discuss general paresis in any detail, his ideas regarding 

syphilis and the Wassermann serological reaction seriously challenge a simple reading of 

the historical literature regarding general paresis and malaria fever therapy- 
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In the following chapter, a detailed examination is presented of how various 

manifestations of neurosyphilis, including general paresis, developed h m  syphilis. I will 

use Fleck's (1935) critical comparison of the disease entity syphilis and the "discovery - 

or the 'invention' - of the Wassermann reaction" @. 97), as a resource for my own 

analysis of general paresis. In the following chapters, my historical analysis of journal 

articles and textbooks (esoteric and exoteric scientific knowledge) wiIl demonstrate that 

many contradictory aspects of the development of the malarial treatment for general 

paresis have been over1ooked - both historically, and in contemporary histories. Fleck's 

(1935) Genesis and Develomnent of a Scientific Fact provides a h e w o r k  for an 

alternative reading of the fact that the so-called malaria theram treatment was related to 

general praiysis of the insone. 
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CHAPTER IV 

GENERAL PARESIS: THE PRE-MALARIA ERA 

In the previous chapter, I noted that Fleck (1935) ended his monograph by 

suggesting that the modem concept of syphilis and its treatment would continue to 

develop, ''especially in the area of so-called metasyphilitic diseases.. .such 

as.. .progressive paralysis" (p. 14). In this chapter I will pick up where Fleck (1 935) left 

off by providing an historical account of general paralysis. I will contextualize the notion 

of general paralysis by examining papers published by two researchers in the mid4 9 2 0 ' ~ ~  

in the pre-malaria era. I will start with Harry C. Solomon (1923% 19238 1923c), a 

prominent Harvard psychiatrist, and three of his research papers. He provided a 

comprehensive description of the etiological explanations, diagnostic criteria, and 

treatment protocols for the various forms of neurosyphilis. Although he focused on 

specific chemotherapeutic treatments, he mentioned a new non-specific remedy - feva 

therapy. Fevers were reported to increase the immunity response of patients and, like 

other mental hygiene strategies, provided a tonic effd. Next, I will analyze three 

publications by John Nerancy, a less well-known physician (Nerancy, 1926a; 1926b; 

Nerancy & Tucker, 1927). Initidy skeptical, Nerancy (1926b) cautioned that malaria 

should not eclipse more established drug therapies. However, within a year, he had 

adopted malaria therapy in the treatment of cases for which there was no other hope. 

Before examining Solomon's and Nerancy's work in more detail, I will briefly present 

ideas about general paresis in the late 1800's and early 1900's. 
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A Moral Discourse 

Fleck (1935) described how until the late 18OO's, syphilis was viewed 

predominantly as a moral scourge. Genera) paresis, the most severe form of syphilis, was 

firmly embedded in a moral discourse. In the absence of definite scientific explanations 

for this form of mental illness, degenerationist theories were imposed on lunatics 

(Valenstein, 1986). MacDonald (1877) considered a diagnosis of general paresis a 

"prophecy of death" claiming "as to prognosis, there seems to be no fair ground as yet for 

anticipating any ending but death" @. 470). Just as pessimistic, Broww (1875) wrote 

'?he duration of the decay has been variously estimated to be h m  three to thirty 

years .... whatever the history, that end appears to be inevitably death" @. 202). 

Because general paresis was considered to be a functional disorder, mental strain 

was attn'buted to the excesses of immorality and licentiousness (Valenstein, 1986). 

Browne (1875) ascribed this "species of d e g e n e  @. 176) to intemperance, luxury, 

excess, and moral or physical excitement of any kind. The major treatment efforts were 

prophylactic measures focusing on morality, education, maniage, and "the prevention of 

threatening attacks by regulation of the rest hours, diet, exercise ... sexual indulgence, and 

by relieving every source of mental anxiety" (p. 176). 

Medical treatments for general paresis were shrouded in skepticism. MacDonald 

(1877) wrote - "the few cures that have been from time to time reported are at best 

doubtrl" @. 470). Although a Pandora's box of treatments had been attempted - 
venesection, leeching, blistering, cautery, baths, plasters, purgatives, enemas, eldcity,  

mermry, potassium, ammonium, iron tonics, digitalis, quinine, and nitrate of silver - they 

all proved ineffdve in the treatment of established paresis (Lewis, Hubbad, & Dyar, 
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1924). The lack of an effective medical treatment for general paretics led to an explicitly 

nihilistic a d  moral discourse. Their fatal prognosis was viewed as a natural consequence 

of the transgressions of moral degenerates. 

At the turn of the century, however, a new optimism was fostered by scientific 

discoveries, in particular, the nwobiological etiology of general paresis. The emerging 

scientific discourse vanquished nihilistic attitudes regarding the hopeless prognosis of, 

and treatments for, general paresis. As the major focus shifted to the disease process, 

ostensibly, general paretics were exonerated fiom charges of immorality and sentences of 

death. By the 1920'9, with the development of specific arsenical drug treatments and 

nonspecific fever therapies, the work of Solomon and Nerancy illustrates how the 

discourse shifted. 

Harry C. Solomon 

A very prominent physician, Harry C. Solomon was chief of therapeutic research 

at the Boston Psychopathic Hospital, and, an instructor in psychiatry and neuropathology 

at Harvard Medical School. He was also a member of the powerful Cooperative Clinical 

GroupxV" throughout its existence. In my analysis of fever therapy articles that were 

published h m  the early 1920's into the early 195OYs, Harry C. Solomon was the one 

author who consistently published articles throughout the entire three decade period. In 

conjuncton with any number of colleagues, he published articles on innumerable aspects 

of the treatment of neurosyphilis. Solomon is critical to my thesis. S d  of his more 

controversial articles published later in his career have been analyzed in detail in 

subsequent sections of this thesis.-' In this chapter, I will focus on three of Solomon's 
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(1 923% 1923b, 1923 c) earlier, more straight-foxward articles regarding general paresis 

and its treatment. 

Each of Solomon's three articles were published in prestigious journals: (1) 

American Journal of Psychiatry (1923a), (2) The Boston Medical and Sweical Journal 

(1 923b), and (3) The Journal of the American Medical Association (1923~). Two of the 

papas were presented at major codefences: (1) "General Paresis: What It Is and Its 

Theoretical Possibilities" delivered in June 1922 at the 78& Annual Meeting of the 

American Psychiatric Association (1923a); and (2) "The Treatment of Neurosyphilis" 

presented in June 1923 to the Pbannafology & Therapeutics Section along with the 

Dermatology & Syphilology Section at the 74& Annual Session of the American Medical 

Association (1923~). These papers provide a foundation for the many articles that were 

subsequently published about the treatment of neurosyphilis by Solomon, his colleagues, 

and researchers throughout the world over the ensuing decades. 

Etiologies, Diagnoses, & Treatments for Syphilis, Neurosyp~, & Paresis 

In his 1923 articles, Solomon set the historical stage for the emergence of malaria 

therapy in North America during the 1920's. He provided a review of pre-malaria patient 

classification systems, disease etiologies, and treatments for the various manifestations of 

nemosyphilis. With regards to long tam prognosis and treatment possibilities for people 

developing syphilis, Solomon (1923~) loosely classified them into three categories. The 

first two categories included the majority of individuals infected with early f o m  of 

syphilis who failed to develop neurosyphilis - either with or without any form of 

treatment. In a third group, however, he captured the puzzling cases who developed 

neurosyphilis in spite of antisyphilitic treatments. He suggested they seemed "doomed 
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from the moment they.. .received their infection** (p. 1742). Although Solomon (1 9233 

admitted syphilis might be cured in the primary stages, with regards to the later stages of 

the disease, particularly general paresis* he believed the "safa policy for a l l  of us to adopt 

[is] not to expect anything quite so good as a definite cure" @. 646). 

Solomon (1923a) cautioned that '%hen one speaks of general paresis one does not 

thereby conjure up a simple, well-defined and always shnilar brain picture" @. 625). The 

various manifestations of neurosyphilis merged into one another. Nonetheless, according 

to the types of tissue infected, Solomon (1923~) roughly divided neurosyphilis into two 

major forms: (1) meningovascular neurosyphilis involved non-nervous structures which 

led to the inflammation of comective tissues and blood vessels; and (2) parenchymatous 

neurosyphilis compromised actual nave cells frequently leading to irreversible brain 

degeneration. Solomon (1923b) admitted that it was often impossible to diffefentiate 

between meningovascular and parenchymatous forms of neurosyphilis. Nevertheless, it 

was generally conceded that meningovascular neurosyphilis seemed to respond more 

favorably to antisyphilitic drug treatments than parenchymatous forms of the disease (i.e., 

general paresis). 

Drawing a distinction between theoretical and practical considerations in the 

diagnosis and treatment of general paresis, Solomon (1923a) claimed "theoretically there 

is nothing about the paretic process that excludes the possibility of therapeutic SUCWS** 

@. 633). From a practical standpoint he believed such diffenntation was unimportant 

since ultimately genera1 paresis, although not curable, could be theoretically arrested. He 

advocated that '%we owe the patient the possibility of recovery that may be obtained 

through anti-syphilitic treatment and not condemn him to no treatment on the basis that 
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the diagnosis of g m d  paresis precludes the possibility of therapeutic success7' @. 638). 

Nonetheless, any attempt to evaluate the efficacy of the various treatments was 

exacerbated by the divergence of opinions in the literature. Solomon (1 923a) commented 

that "the results reported by different clinicians vary so greatly that one is justified in 

wondering if the same disease has been under consideration" @. 623). 

Solomon (1923~) emphasized that the central nervous system was effectively 

separated off h m  the other systems of the body by the blood-brain barrier. Although a 

patient's blood stream could be bombarded with intensive concentrations of antisyphilitic 

drugs, only small quantities of these heavy metals penetrated the central nervous system. 

Therefore, despite the elimination of dermatological and v i s d  manifestations of 

syphilis, spinal fluid abnormalities and lesions in the central nervous system often 

persisted. 

More intensive forms of therapy were developed to overcome barriers to effective 

treatment. Several methods were developed to administer chemotherapy directIy into the 

central nervous system. The Swift-Ellis method was the first to be established. With this 

technique affpheaamized or mecurialized serum was infused into various central nervous 

system sites. Whereas serum was injected into the subarachnoid space for cerebrospinal 

neurosyphilis, with general paresis it was injected into the cerebral ventricles. Cistemal 

injections were also developed which allowed for the serum to placed directly in contact 

with the base of the brain. Spinal drainage was another controversial method designed to 

enhance the absorption of heavy metals directly into the central nervous system. These 

treatments were not without controversy. Solomon (1923~) noted that some researchers 

questioned the efficacy of the more intensive approaches. Furthermore, they opposed 
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their use because they did not believe that the treatment benefits justified the additional 

risks entailed. 

Solomon (1923a) outlined the therapeutic possibilities of general paresis in the 

pre-malaria era, by providing a description of a state-of-the-art treatment regime: 

We have lately adopted the procedure of combining the methods of 

intrathecal therapy and intravenous therapy and spinal drainage, and 

treated the patient somewhat as follows: semi-weekly injections of 

arsphenamin associated with spinal drainage, lumbar, c i s t d ,  and 

ventricular injections of serum given at intervds of three or four days, and 

repeated for a number of months. The results obtained by this procedure 

have been somewhat more satisfactory than when less vigorous treatment 

was given @. 642). 

Solomon (1923b) acknowledged that the development of arsphenamin, in 

combination with a number of other discoveries, had displaced nihilism with a renewed 

enthusiasm regarding the possibility of effectively treating syphilis. His articles 

concentrated on specific chemotherapeutic agents designed to attack the syphilitic 

spirochetes (e-g., mercurials, bismuth compounds, arsphenamins, and tryparsamid). He 

continued to have faith that as more effective methods were developed for penetrating the 

central nervous system with increasingly potent anti-syphilitic drugs superior results 

would be observed in cases of neurosyphilis. 

Solomon (1923a) acknowledged that general paresis was a partidaly difficult 

form of netamsyphilis to treat. As a dt, he suggested that "we must use methods at our 

command more intensively than is necessary in certain other forms of syphilis.. .If one is 
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to obtain results, the treatment must be pushed to the Limit of the patient's tolerance'' (p. 

642). He believed that if one type of treatment failed, another more intensive form of 

treatment might lead to success. Solomon (1923~) noted that, because no standardized 

treatment was available, the type and amount of intervention needed to be determined by 

trial. Despite these more intensive regimes many patients failed to respond to treatment. 

Ultimately dissatisfied with existing treatments for neurosyphilis, Solomon (1923~) 

declared: 

The chemist, the pharmacologist, the immunologist, the clinical 

syphiologist and the neurologist must all work together for the 

improvement of drugs and methods of administration and general care of 

the patient, in order that the hture may duplicate the advances of the 

recent past (p. 1747). 

Optimism, tempered with a degree of skepticism was apparent in the continued search for 

alternative remedies for general paresis. In his 1922 paper, "General Paresis: What It Is 

and Its Theoretical Possibilities," delivered to the American Psychiatric Association, 

Solomon (1923a) alluded to nonspecific feve remedies suggesting - "It would be logical 

to add.. .methods which apparently have had some therapeutic benefit by increasing the 

immunity reaction of the patient, such as the tubaculin or sodium nucleinate injecfio~s'' 

(p. 642). 

Specific Versus Non-specific Treatments 

In his articles, Solomon introduced the important distinction between specific and 

non-specific remedies for neurosyphilis. Each article contained admonishments that it 

was "necessary to strive constantly to improve the patient's general condition in the hopes 
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of increasing his bodily defense" (Solomon, 1923c, p. 1747). This was to be 

accomplished in two ways. First, by adopting general hygiene strategies (e.g., f k h  air, 

good nutrition, massage, hydrotherapy, and the elimination of physical and mental stress). 

Solomon (1 923c) suggested: 

The immunity of the patient plays a large role in the results obtained, and 

various procedures that may increase the immunity responses have a place 

in the treatment of neurosyphilis. Of great importance are all hygienic 

procedures that improve the general condition of the patient @. 1748). 

At the same time, Solomon (1923~) introduced a variety of '4so-called non- 

specific remedies" recently introduced in the German literature reporting "astoudinf 

results with the treatment of general paresis. According to this research, fevers and chills 

raised the resistance or induced the immunity of paretic patients. The non-specific 

proteins that had been used included tuberculin, typhoid vaccine, sodium nucleinate, 

relapsing fevas, and malariax1 Solomon (1 923b) recommended '%on-specific therapy, 

especially the inoculation of paretics with malaria, is reported in the German literatwe to 

give very satisfactory clinical results. It is necessary to keep an open mind at present on 

-the value of non-specific therapy and methods of increasing patient's immunity" (p. 639). 

Solomon (1923b) believed that '80th hrn  the reports in the literature and h m  

our own experience, that the paretic process may be arrested and syrnptomatology halted 

and the patients returned to social activities and productive work" @. 639). Although not 

cured, paretics could now be treated and reintegrated into society. As for patients 

experiencing incomplete remissions and remaining in institutional settings, Solomon 

(1923b) suggested something was accomplished. "It is a rather common experience in 
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any group of institutional paretics who receive treatment that thae is less excitement and 

abnormal conduct than in untreated paretics" (p. 640). 

Regardless what fonn of treatment was used, Solomon (1923a) challenged %ere 

must be little doubt but that a great many cases diagnosed as general paresis have made 

thorough and longstanding remissions following treatment" (p. 636). Furthermore, 

Solomon (1923a) admonished "there is no reason to suppose that without treatment the 

course would have been other than that of a progressive disorder leading to death" (p. 

637). Finally, malaria therapy was 'keported to be not at all dangerous to the life of the 

patient" (Solomon, 1923b, p. 637). 

Treatments of the past (mental hygiene), present (chemotherapy), and firm 

(febrile treatments) were about to converge in North American institutions. And yet, no 

clear lines could be drawn between different patients, diagnoses, forms of treatments, and 

the experts attempting to, if not cure, then at least treat the various forms of neurosyphilis. 

As the non-specific fever therapies began their encroachment upon the more established, 

specific drug treatments, Solomon (1923b) speculated 'Sf firture investigation confirms 

them, there can be no question but that this method will open a new chapta in the history 

of the treatment of general paresis" (Solomon, 1923b, p. 637). As my thesis UllfoIds, it 

will become apparent that Solomon's speculations came to hition. Before exploring 

those chapters, however, I will conclude Chapter IV with a fable. 

Nerancy9s Fable 

In my literature review, it appears that the adoption of feva therapies as an 

adjunct to the more established drug treatments for neurosyphilis was welcomed by the 

majority of researchas. However, in this section I will present a degree of initial 
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dissension expressed by a more obscure physician published in a less prestigious journal. 

In one year, John Nerancy from the Jacksonville State Hospital published three articles in 

the Illinois Medical Jowal  (Nerancy, 1926% 1926b; Nerancy & Tucker, 1927). His 

shifting views regarding the use of drugs and malaria inoculation in the treatment of 

neurosyphiiis provide an interesting contrast to Solomon. 

Nerancy's (1926a) first article emphasized, until recent pharmacological 

breakthroughs, a " r e m m l e  parallelism exist[ed] between neurosyphilis and can& @. 

500). The treatment of both groups of patients had been a "thankless job" imbued with a 

''spirit of discouragement'' @. 505). Furthennore, 'St was not very long ago that 

neurosyphilitics with mental trouble were treated by imprisonment; behind the iron bars 

they were looked at like wild animals and they were lucky if they died as soon as 

possible" (p. 505). But radical new drug treatments had revolutionized the treatment of 

neurosyphilis. Although he acknowledged Wagner-Jauregg's research, Nerancy (1 926a) 

questioned the enthusiastic reports and declared "in this hospital we are inclined to be 

critical and conservative" @. 507) regarding this new field. 

Neraocy's (1926b) second paper began by addressing why psychiatry had been 

excluded from medicine's "wonderfid achievements in bacteriology, surgery, 

endocrinology, radiology, internal medicine, preventive medicine, hygiene' etc." (p. 330). 

He believed this "peculiar separation of medicine and psychiahy" was damaging to both 

'%ranches of the healing arts" @. 330). By declaring his reservations about fbm therapy, 

a major purpose for his paper was to use malaria therapy to demonstrate "the unIimited 

possibilities of purely medical accomplishment in the psychiatric field" @. 330). He 

declared: "There is an enormous amount of purely medical material - more than tweaty 
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thousand in the Wtutions of the State of Illinois - a great deal available for scientific 

research work if medicine and psychiatry could be brought to closer cooperation" @. 

330). 

Nerancy (1926b) fhmed his discussion of the treatment of neurosyphilis with 

drugs and malaria by asking: 

Who does not remember the fable in which a dog with a piece of meat 

went over a bridge aml down in the water appeared the image of a bigger 

piece? While he tried to get hold of the most desirable piece, he dropped 

the piece he had h m  his mouth.. .We want to stay on solid ground. We 

don't want to abolish our drugs; therefore, we cannot agree with those who 

are willing to stake all on the malaria treatment alone (p. 332). 

Nerancy was unwilling to supplant more established drug treatments with malaria 

therapy. He suggested that the reported successes with malaria thaapy by other 

researchers were too optimistic in uaselected cases of paretics housed in state institutions 

given their typically far advanced, moribund condition. Although patients treated with 

malaria apparently lived longer in a more comfortable state and were more easily 

managed, Nerancy (1926b) cautioned "to depend on a merely empirical phenomenon 

which has as yet not been explained in a convincing, scientific way would be an injustice 

to the sick" (p. 332). 

Although he had no doubts that malaria therapy represented a step forward, 

Nerancy (192th) viewed it as an "enrichment of older methods" @. 335). Unlike drug 

treatmentsy "malaria is not a specific remedy, but it opens new ways and has come to stay 

as long as no betta way bas been found" (p. 335). Inoculation malaria was characterized 
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as "capricious" and "not altogether without danger" particularly in more advanced cases 

with syphilis-related heart complications. Furthermore, it had not been long enough to 

draw any firm conclusions about the efficacy of malaria therapy. Nerancy (1926b) 

believed malaria inoculation should only be used as an adjunctive therapy "if no hope can 

be offaed' (p. 334). Perhaps malaria therapy had replaced the hydrotherapeutic 

departments that were no longer ''crowded day and night with excited patients" @. 339, 

but it could not replace more established drug treatments. 

Despite his trepidation, Nerancy (1926b) compared malaria therapy to "a new 

method of cancer treatment - a method which within a short time does away with the 

tumor in a way you cannot comprehend, would you not hesitate to stake your patient's 

welfare on this new method?" (p. 335). Nerancy (1 926b) ambivalently wrote: 

Anyone who has witnessed the condition of large numbers of paretics, for 

instance in State Hospitals, before and after treatment was induced, cannot 

but become an enthusiastic follower of modern treatment of neuro- 

syphilis. You used to find those dortunates crowding the untidy wards 

in a most pitiful shape, shaken by convulsions, demented to a level that 

would defy description. They dragged along month after month until 

death came as a blessing @. 3 3 5). 

In 1927, Nerancy & Tucker published: "Malaria Treatment of 'Institution' Paresis: 

Report of 59 Cases))' conceding "within the bounds of the paresis diagnosis there seem 

few contraindications to malarial treatment" @. 54). Ultimately, because treated cases 

demonstrated remissions far more frequently than untreated cases, any combination of 

intensive treatments - drugs and fever - could be justified if it promised hope 
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Published investigations of malarial treatments began to proliferate in 1924 and 

peaked by 1929 - two yeam after Wagner-Jauregg's Nobel Prize (Bradow, 1997). Within 

ten years of the introduction of malaria therapy it had been adopted worldwide by the 

scientific community. For the majority of researchers, the hopeless prognosis of general 

paretics overshadowed reservations espoused by physicians such as Nerancy. In 

retrospect, the final sentence in Solomon's (1923~) last article appears to have been a 

harbinger of the new direction of neurosyphilis treatments: "The hope for the b e  ns*i 

either in the method of inducing greater immunity on the part of the patient or in 

developing drugs with greater power of penneation into the newous tissue" @. 1748). 

Moore's 1933 monograph, The Modem Treatment of Swhilis, will now be used to 

examine the next major chapter in the treatment of syphilis - the combined drug and fever 

treatments for neurosyphilis. 
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CaAPTER V 

THE VADEMECUM: MOORE'S MODERN TREATMENT OF SYPHILIS 

Although the first journal articles regarding the use of malaria therapy in North 

American institutions tentatively appeared in 1923 (e.g., Solomon, 1923% 1923b, 1923~)~  

by the time Wagner-Jauregg received his 1927 Nobel Prize, the non-specific feva therapy 

literature had p ro l i f~ed .  Investigators presented a range of statistics regarding their 

experimentation with various patients and temperature m e s .  With remarkable 

consistency7 celebratory publications heralded the efficacy of malaria therapy in arresting 

the clinical symptoms of general paresis. Due to the former hopelessness of these 

patients, the relatively high morbidity and mortality rates concomitant with this severe 

form of treatment received perfbnctory discussion. In less than a decade, Wagner- 

Jauregg's malarial inoculation for general paresis had become a well-established form of 

treatment. This is apparent in Joseph Earle Moore's 1933 monograph The Modem 

Treatment of Swhilis. 

Rather than attempting to create a vadernecwn from my own analysis of the 

journal articles published during this period, I have relied on Moore's (1933) monograph 

summarizing the status of syphilis, neurosyphilis, and fever therapy research in the early 

1930's. His text provided a classic example of Fleck's (1935) vademecum science 

intended to provide a simplified version of the more complex knowledge for nonexperts 

and general practitioners. In his introduction, Moore (1933) stated explicitly that by 

condensing the volumes of controversial articles published in English periodicals by 

many diffbrent syphilology experts, he had produced his monograph, in as simple tams 

as possible, for general practitioners. 
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Moore's (1933) distillation of published articles into the early 1930's emphasized 

the many constellations of syphilis and the different treatment regimens used to combat 

them. He situated the malarial treatment for general paresis into a much broader 

peqective in which long tam, intensive pharmacological therapy was the treatment of 

choice for all forms of syphilis, including general paresis. Moore (1933) believed only a 

small percentage of patients d i g  h m  severe treatment-resistant forms of 

neurosyphilis should receive the treatment of last resort - d a r i a l  inoculation. 

The following sections of this chapter outline developments in syphilis, 

neurosyphilis, and fever therapy. In the final analysis, patients with general paresis were 

subject to many of the same disciplinary repercussions as other syphilis patients. 

However, it will become apparent that general paretics also constituted a special class of 

patients. In the following section, I will briefly describe Joseph Earle Moore's career 

before presenting a more detailed analysis of his 1933 textbook. 

Joseph Earle Moore 

Moore was a high profile member of the American syphilis research comunity 

for more than two decades. Jones (1981) characterized him as a "distinguished 

syphiologist and member of the famed Cooperative Clinical Group [and] a leading 

member of the f d t y  at Johns Hopkins University School of medicine'' @. 93). He was 

responsible for a large outpatient clinic in Baltimore that provided syphilis treatments to a 

predominantly Man-American population of patients.= After publishing his 1933 

monograph The Modem Treatment of S ~ h i l i s ~  Moore acted as chief editor of 

American Joumal of Swhilis. Gonorrhea. and Venereal Diseases h m  the mid-1930's 

into the 1950's."' In addition to his roles as clinician, researcher, and editor, Moore 
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participated in any number of other high profile projects. For exampk, Moore served a 

term as chairman of the Subcommittee on V e n d  Diseases of the National Research 

Council in thel940's (Brandt, 1985). 

Although Moore (1933) drew heavily on the experience of his own clinic anci the 

research of the Cooperative Clinical Group in compiling his monograph, he also 

integrated the many articles published by other experts. He divided experts into three 

classes according to their beliefs regarding the nnrent status of syphilotherapy. At one 

extreme wae experts who held that the treatment of syphilis was in "a complete state of 

flux" @. 3). At the other extreme were experts who advocated that the treatment of 

syphilis had advanced to a point where it could be " s t a n W e d "  (p. 3). Situating 

himself in the middle, Moore (1933) recognized that "although present methods are in 

many respects unsatisfactory, new developments constantly occurring, and new methods 

being introduced, it is nevertheless worth while to describe the best methods of treatment 

now in use and to relate the attainable results'' @. 3). Moore's (1933) monograph 

addressed a broad range of topics, however, for the purposes of this review, I will 

concentrate on his discussions regarding the incidence, prognosis, and treatment of both 

syphilis and neurosyphilis focusing especially on the malarial treatment of general 

paresis. 

S Y P W  

Along with cancer, tuberculosis, and pneumonia, Moore (1933) ranked syphilis as 

one of the great four killing diseases. Although it attacked virtually every system in the 

body, Moore (1933) emphasized that syphilis, in either the cardiovascular or central 

nervous systems, caused the majority of deaths attniuted to the disease. However, he 
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noted that "the mortality rate h m  syphilis is now and has been h r n  time immemorial 

hidden under a cloud of inaccuracies, which make its actual determination difficult if not 

impossible" (Moore, 1933, p. 18). Not only did the various manifestations of syphilis 

"mas~uerade as many other diseases" @. 18), Moore (1 933) suggested that a confusion of 

medical and moral notions influenced doctors to circumvent the diagnosis - syphilis. 

As the disease entity, syphilis, became more diagnosable and treatable, Moore 

(1933) suggested it was transformed into primarily a medical problem that could be more 

effectively managed. He was optimistic that epidemiological and social control of the 

disease could be achieved though serological investigations and clinical research 

conducted by experts at large, centralized clinics. Beyond providing care for patients, 

expert clinics came to hction as sites of constant surveillance: 

On admission each patient, no matter what his complaint, is subjected to a 

complete history and physical examination; and his subsequent status, as 

a f f d  by treatment or its lack, determined by periodic re-examination. 

Thus, in the space of its existence, the clinic has accumulated a wealth of 

clinical material for study as to the results of treatment, thoroughly 

examined by available clinical aad laboratory methods (Moore, 1933, p.. 

4)- 

As the treatment of syphilis became hstitutionalIy established, he suggested that "every 

syphilitic patient must resign himself to periodic medical supervision for the rest of his 

life; no patient can ever be completely and W l y  discharged from Mer observation as 

cured" (Moore, 1933, p. 18). Moore (1933) did not provide the final word on the status 
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of modem treatments for syphilis. Instead, he suggested an "opinion as to its value is a 

matter of many years of study in thousands of treated individualsyy (p. 47). 

Like Fleck (1935), Moore (1933) suggested that the modem treatment of syphilis 

emerged at the turn of the century as a result of three major scientific developments: (1) 

the identification of the syphilitic spirochete; (2) the discovery of the serologic. test(s); 

and (3) the introduction of new pharmacological treatments (i.e., salvarsan). The catalytic 

convergence of these three developments increased hope that syphilis could be cured with 

a specific drug therapy. 

Moore (1933) cautioned, however, that the idea of cure was open to at least three 

different interpretations: (1) biologic cure pertained to the complete eradication of 

syphilitic spirochetes from the body; (2) serologic cure r e f d  to the elimination of 

abnormalities in the blood and spinal fluid; and (3) symptomatic cure involved the 

absence of behavioral manifestations of syphilis. For example, in an early form of 

syphilis, biologic, serologic, and symptomatic cure@) might be obtained. However, in a 

later form of syphilis, such as general paresis, the probability of a symptomatic arrest was 

marginal, a serologic cure unlikely, and a biologic cure impossible. As Table 2 

illustrates, whatever patient outcomes physicians might have predicted, they were caught 

in an expanding matrix of type(s) and stage@) of syphilis M e r  complicated by the 

growing array of possible treatments. Relative to other forms of syphilis, Table 2 

demonstrates the poor predicted outcomes for general paretics treated with 

pharmacological agents: biologic (O%), serologic (0-lo?%), and symptomatic (1 5-30%). 



Table 2 

The Probability of Biologic, Symptomatic, and Serologic Cure 
in Various Types of Early and Late Syphilis with Adequate Treatment 

(Moore, 1933, p. 28)-' 

Specific Chemotherapies 

For Moore (1933), the modem treatment of syphilis clearly corresponded to the 

introduction of specific chemical compounds designed to destroy the infecting 

microorganism (Treponema palJidum). Prior to Ehrlich's 1 906 discovery and then 1 9 10 

introduction of Sdvarsan, an arsenic based chemothaapy for syphilis, only two other 

specific drug treatments (quinine for malaria and mercury for syphilis) had hem 

identified. Moore (1933) suggested that Ehrlich's "success, and his methods of 

research. ..provided a stimulus for other workers the world over, in the search for 

Types of Syphilis 

% 
100 

80-90 
80-95 
70-80 
70-80 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

40-60 
0 

, Early 

Latent 

Benign Late 

Cardiovascular 

, Nervous System 

Congenital 

Seronegative I 
Smpositive I 
Early 11 
Recurrent II 
Early 
Late 
Skin or Mucosae 
Bones and Joints 
Otherorgans 
Simple Aortitis 
Aortic hs&Eciency 
Aneurysm 
Asymptomatic 
D i h e  Late 
Tabes 
Paresis 
Early 
Late 

Probability of Cure 
BiologicSymptomaticSemlogic 

% 
100 

92-98 
92-98 
70-80 
92-98 
90-95 
90-95 
80-90 
60-80 
70-80 

0 
0 

60-70 
40-60 
20-3 5 
15-30 
40-60 
0-80 

Yo 
100 

85-95 
85-95 
70-80 
80-90 
30-35 
30-40 
10-25 
30-40 
30-40 
30-40 
30-40 
85-95 
30-40 
60-70 
0110 

40-60 
10-20 
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chemical substances capable of conquering bactaial as well as protozoal diseases" @. 

44). As Fleck (1935) predicted, this new and expanding branch of medicine - specific 
pharmac0Iogical treatments - converged with serological and bacteriological thought 

styles precipitating the "enormously t i m e - c o d g  and expensive coodnated research 

of chemist, pharmacologist, experimental therapist, and clinician" (p. 44). By 1933, 

Moore noted the literature on drug therapy research had "reached proportions so vast as to 

defy review" @. 49). 

A pharmacopoeia of drugs purported to provide greater therapeutic efficacy, ease 

of administration, and reductions in toxic side effects proliferated. Moore (1933) 

provided over one hundred pages of discussion regarding various aspects of the different 

chemical agents designed to treat the many forms of syphilis. He emphasized that 

complicated combinations of the' different drug treatments were used in individuaIized 

therapeutic attacks against syphilis. The chemical compounds used in the treatment of 

syphilis were divided into four major groups: (1) m d a l s ;  (2) arsenicals; (3) bismuth; 

and (4) iodides. In contrast to mercurials which had been used to treat surface lesions for 

centuries, the newly developed arsenicals had a fat greater treponemicidal effect. Besides 

rapidly healing lesions, arsenicals resulted in serological improvements. Moore (1933) 

divided the various arsenical derivatives into two subgroups: trivalents (e.g., 

arsphenamine, nneoarsphenamine, silver arsphenamine, sulphafsphenamine, etc.) ad, 

more recently developed, pentavalents (e.g. tryparsamide, bismarsen). Bismuth 

compounds, introduced in 1921, had soon eclipsed memaials as the adjmctive form of 

treatment used with the arsenicals. As for iodides, they were simply used to provide 

nonspecific tonic effects. 
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Moore (1933) noted that although many of the different drug treatments were 

highly lauded at first, they were subsequently abandoned after extended trial. In this 

regard, Moore (1933) presented the core standards that had been established to safeguard 

against "careless investigators" adopting questionable drug therapies promoted by 

Venally minded pharmaceutical houses" @. 45). In addition, Moore (1933) admonished 

doctors to ensure that any drug they used in the treatment of patients had been subjected 

to a standardized set of regulatory research criteria including: animal research, toxicity 

tests, histopa&ological studies, tests of therapeutic efficacy, clinical trials, and approval 

by a federal regulatory board. In contrast, fever therapy research was not controlled with 

such formal standards. 

Unfortunately, with regard to syphilis of the central nervous system, particularly 

tabes and paresis, Moore (1933) observed '?he hematoencephalic barrier does not 

effectively exclude the treponerne h m  the nervous system, though it does largely 

exclude the various antisyphilitic drugs" @. 344). Neurosyphilis posed an exceptional 

problem relative to the majority of the other forms of syphilis for which new 

chemotherapies promised the hope of cure. 

Neurosyphilis 

In the preface to his s e v d  chapters discussing neurosyphilis, Moore (1933) 

advised that "success in therapy in this type of syphilis implies some tbings which no text 

can supply, namely, a basic knowledge of neurology, psychiatry, and internal medicine, a 

working acquaintanceship with the art, as well with the science, of medicine, and 

experience" @. 333). And, once again, Moore (1933) echoed his caveat: 'The 

bibliography of the subject is so vast that a critical review of it would fill a volume of its 
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own" @. 333). In the context of neurosyphilis, he continued "certain points are still so 

unsettled or so controversial that a detailed consideration of them would serve but to 

c o d b e  the general practitioner" @. 333). Moore (1933) presented information on the 

incidence, prophylaxis, prognosis, and treatment of neurosyphilis. The discussion was 

organized according to the three major fonns of syphilis of the central nervous system: 

(1) asymptomatic, (2) meningovascula~~ and (3) parenchymatous. General paresis and its 

treatment with malaria therapy was clearly distinguished fiom the other forms of, and 

treatments for, neurosyphilis. 

Moore (1933) reported that in the premphenaInine era, approximately 25 pacent 

of people who contracted primary syphilis, with or without treatment, would eventually 

develop some form of neurosyphilis (i.e., 15 percent meningovascular, 5 percent tabetic, 

and 5 percent paretic). Although he conceded it was too early to determiney with any 

certainty, the impact of the modem era drug treatments on the incidence of neurosyphilis, 

apparently, it held great promise for most forms of syphilis. However, Mwre (1933) 

noted that "even very prolonged and intensive treatment (excluding feva therapy) does 

not eliminate abnormal fluids, which persist in about 5 percent of all patients infected" @. 

335). Unfortunately, of this five percent, despite aggressive treatment, an estimated 1-3 

percent of then would develop either a paretic or tabetic form of neurosyphilis. 

Among recognized syphilitics, the 25 percent e x q c y  of its 

development in untreated patients may be reduced, by means of routine 

spinal fluid study, appropriate intensification of treatment in those patients 

with abnormal fluids (in either early or late syphilis), and the use of fever 



89 - 

therapy in patients whose serology is resistant to other measures, to a 

probable 5 percent or less @. 336). 

Moore (1933) espoused W e  adage that an ounce of prevention is worth a pound 

of curey' @. 336). Uniting fever therapy -With prophylaxis, he cautioned that "the infected 

but unrecognized syphilitic is the huge and nearly untouchable reservoir of neurasyphilis" 

@. 337). Once identified through routine Wassermann tests of the blood, potentid 

neurosyphilitic patients could be dealt with. 'The hope of their ehnhtion lies in their 

pre-clinical recognition by means of routine lumbar puncture and on the results of the 

addition to routine treatment of fever therapy" (Moore, 1 933, p. 336). 

The Modern Treatment of N e t u o s y p ~  
. - 

Moore (1933) provided a detailed discussion of fever therapy in his chapter "The 

Technical Aspects of the Treatment of Neurosyphilis." He opened this section with the 

declaration that 'Wagner-Jauregg deserves fbll credit for the introduction of a new and 

effective method in syphilotherapy" (p. 345). However, as with his introductions to 

syphilis and neurosyphilis, once again, he provided the disclaimer that "an enormous 

literature has grown up around the subject, too vast for complete review" (p. 345). Moore 

(1933) highlighted that the favorable results of malaria therapy had encouraged 

researchers to branch off in two new directions. First, experhentation with malaria 

therapy had spread from general paresis to other forms of newosyphilis (and to syphilis 

more generally). Second, researchers were exploring other modalities for producing f- 

"which might be equally efficacious and less troublesome or dangerous than malaria" @. 

345). 
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Moore (1933) suggested that "extended obsewations throughout the world" @. 

346) demonstrated that malaria therapy was superior to artificially induced fevas. He 

admonished that the enthusiastic adoption of these other experimental forms of feva 

therapy should be tempered- With regard to the recently introduced technologies of 

diathermy and radiothermy, Mwre (1933) cautioned that %ese two methods of physical 

therapy can at present be regarded only as substitutes for malaria, to be used only for 

experimental purposes or when induced malaria is not available" @. 406). Furthermore, 

he rehted their hypothesis that heat alone directly destroyed the treponemes. Instead, he 

defended the retidwndothelial hypothesis which suggested malaria therapy, by causing 

the blood-brain barria to become more permeable, facilitated the passage of antisyphilitic 

drugs into the central nervous system. 

Moore (1 933) recommended 'Tor the pnsent.. .the practitioner's attitude should 

be that when fever therapy is indicated, malaria is the method of choice; other methods 

are less satisfactory or at least as yet not established substitutes" (p. 346-347). In fact, 

with regard to paresis and taboparesis, Moore (1933) went so far as to suggest "the results 

are so much better than with any other form of treatment that to postpone malaria in favor 

of a trial of other methods is to invite progressive deterioration and death" @. 347). 

On the other hand, in all other fonns of neurosyphilis (and syphilis) that did not 

involve paresis, Moore (1933) was absolutely clear that malaria therapy should not be 

used indiscriminateIy. Like general paresis, malaria therapy was extraordinary. 

In general, since fever therapy of any sort carries with it more of a risk to 

life than afsphenamines, tryp-de, and the heavy metals, it is our 

custom to reserve it until lack of clinical improvement or prolonged 
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serologic resistance indicates its desirability. I .  the average patient 

(excepting paretics), this means at least a year of preliminary treatment, 

employing first the arsphenamhes and heavy metals, then t r y p d d e ,  

before malaria is advised @. 347). 

Due to the complex and diverse nature of the various forms of nezuosyphilis, 

Moore (1933) advocated that an individualized "system of trial and emor" (p. 376) was 

required to determine the best treatment regime for each patient. He presented a 

gradation of six potential systems of treatment for neurosyphilitic patients ranking them 

according to risk: (1) routine antisyphilitic treatment (i.e., a r s p h d e s ,  heavy metals, 

iodides); (2) mild routine treatment; (3) intensified routine treatment; (4) subdural 

treatments (i.e., intraspinal, intracisternal, intraventricular); (5) tryparsimide; and (6) feve 

therapy (i.e., malaria). Because fever therapy was deemed to "involve the greatest risk to 

vital hctions or even to life" (p. 376) (particularly in the hands of non-experts) Moore 

(1933) suggested that its use should be reserved "until trial has demonstrated the 

inefficiency of the less dangerous arsphenamines and heavy metals" (p. 376). He 

recommended in any attempt at serological reversal, at least a six month trial of each 

system should be attempted before researchers graduated to a more severe form of 

treatment. For Moore (1933), malaria therapy was the treatment of last resort. In a 

comparison of paretics receiving either no treatment, chemotherapy, or fever therapy, 

Moore (1933) summarized expected treatment outcomes in Table 3. With regard to the 

"uniformly grave prognosis of general paresis" expected with routine drug treatments, 

Moore (1933) noted that "with fever therapy (malaria) the picture is completely altaed" 

(p. 340). 



Table 3 

The Ultimate Clinical Outcome in Paresis According to Form of Treatment 
(Moore, 1933, p. 340)-ji 

DWerent Forms of Neurosyphik 

Althou* initial reports descriiing experimentation with the malaria treatment of 

asymptomatic neurosyphilis (and other visceral forms of syphilis) were highly favorable, 

Moore (1933) noted they were subsequently abandoned due to fkquent relapses. He 

advocated that in such cases "the probability of satisfactory results fiom less strenuous 

measures is too high, and the risk of malaria too great to justify its g d  application" 

(p. 382). The use of malaria therapy was reserved for the most severe forms of 

n e w s  yphilis. 

Moore (1933) acknowledged that occasionally, some forms of non- 

Treatment 

Untreated 
Arsphenamine & Mercury 
Fever Therapy 

parenchymatous neumsyphilis required more radical treatment. Therefore, he subdivided 

asymptomatic neurosyphilitic patients according to the degree of their spinal fluid 

abnonnalites and recommended three possible treatment regimes. Type I cases with 

minimal abnormalities received routine drug treatments until their spinal fluid had bem 

normal for one year. Type I1 patients with moderate abnormalities received 2-3 years of 

intensified mutine treatment only rarely requiring fever therapy if their spinal fluid 

remained resistant. Type III cases showing the 'paretic formula," however, d v e d  more 

Percent of Paretic Patients Developing 
Complete 

Remissions 
% 
3-5 
3-5 

30-40 

Incomplete 
Remissions 

% 
5-15 
15-25 
30-40 

Death Within 4 
Yeais 

% 
80 

60-70 
5-10 A 
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intensive treatment because the "ultimate prognosis in such patients is so much graver 

than where fluid changes are less intense that more drastic treatment measures should be 

resorted to fiom the start" @. 38 1). As the following quote demonstrates, Moore (1 933) 

continued to be very c o m a t i v e  in his prescription of malaria therapy 

Its use is limited, in our clinic, to patients with group IU fluids and to those 

of other pups in whom at least 18 months of other forms of treatment 

has failed to effect serological reversal. Even in patients with group III 

fluids, malaria should not be employed, if the infection is recent, until the 

patient has had at least 6 months' treatment with the a r s p h d e s  and 

heavy metals, given for treponemicidal e f fd '  @. 382). 

As Table 4 illustrates, Moore (1933) reported a considerable degree of success in 

ameliorating both clinical and ser01ogical symptoms in early and late forms of 

asymptomatic neumsyphilis with his prophylactic regime which resenred fever therapy 

for the most severe cases. 

Table 4 

Treatment Results in Early & Late Asymptomatic Neurosyphilis as per Spinal Fluid Type 
(Moore, 1933, p. 381)""iv 

In Moore's (1933) treatment protocol, the administration of malaria therapy in cases of 

asymptomatic neurosyphilis was clearly adjunctive to drug treatments. The treatment of 

Type Clinical Arrest 

% 

100 
95- 100 
60-90 

Group 

I 
II 
m 

Change 

Minimal 
Intermediate 

Maximal 

Serological 
Arrest 

YO 

95- 100  
90-95 
40-60 

Combined Cure 

YO 

95-100 
90-95 
30-50 
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meningovdar neurosypbilis forms of sypbilis was subjected to the same rigorous 

standards. Xn this class of patients, malaria therapy was only adopted as a treatment of 

last resort because less severe drug treatments involving less risk were perceived as being 

highly efficacious. 

Although malaria therapy was the treatment of final choice in all other forms of 

neurosyphilis, it was %e ideal method at present available for the treatment of pansis, 

and in this condition it should be employed as the first feature of treatment" @. 376). The 

ineffectiveness of standard treatments for parenchymatous forms of syphilis7 coupled with 

the fimct that "untreated, paresis is always fatal," helped Moore (1933) justify "the 

acceptance of the risks of drastic treatment inadvisable in less serious forms of 

neuosyphilis" (p. 400). 

Declaring "desperate situations usually justify desperate risks" (p. Wl), Moore 

(1933) was adamant that once a diagnosis of general paresis was established, malaria 

therapy should be administered, without delay, by an expert. "In the hands of the expert, 

and with proper selection of patients, the risk of feva therapy is ~ ~ ~ h h a l ,  but there is a 

risk which in the hands of the inexperienced physician is magnified many fold" @. 376). 

If patients were to be restored to their normal levels of function, it was imperative to 

avoid the risk of %reparable destruction of the brain parenchyma" because "treatment of 

any nature cannot be expected to revivify dead brain cells" @. 404). Moore (1933) 

recommended that even physically deteriorated paretics should receive feves thaapy 

immediately noting "it is surprising how well malaria is tolerated even by patients in poor 

condition" @. 401). 
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The administration of p ~ a c o l o g i c a l  antisyphilitic treatment foUowing fever 

therapy was considered to be an imperative by Moore (1933) who noted: 

The earlier patients treated with malaria were given no after-treatment It 

shortly became apparent, however, that &a-treatment was desirable for 

three reasons: it increased the probability of complete remission, it 

guarded against paretic relapse, and it prevented the W e r  progress of 

syphilitic processes elsewhere in the body than the brain @. 404). 

In the final analysis, specific drug therapies were the primary treatment for all forms of 

syphilis - even' more severe cases of neurosyphilis such as general paresis. 

Unequivocally, malaria therapy, a nonspecific remedy, was an adjunct to pharmacological 

interventions. 

Serological Versus Clinical ~a~Westations 

It is undeniable that seroIogy played a central role in detemhhg the treatment 

regimens to which patients were subjected. However, Moore (1933) ambivalently 

conceded that the use of serological tests to determine neurosyphilitic patients' prognoses 

were of dubious value. For example, the utility of the blood Wassermann test was 

restricted to patients receiving treatment for early neurosyphilis. In late neurosyphilis, 

Moore (1933) suggested the blood Wassermann was of "little or no value as a treatment 

guide" @. 407). Nevertheless, serological factors were crucial in calculating the paretic 

formula which determined whether a patient would receive malaria therapy. Ultimately, 

lumbar punctures provided the foremost evidence as to whether or not spinal fluid 

abnormalities persisted. In Table 5, Moore (1933) estimated the probability of obtaining 



normal spinal fluids in four diffent forms of neurosyphilis treated with four diffaeat 

treatment regimes. 

Table 5 

Spinal Fluid Serological Results in Various Types of Neurosyphilis 
(Moore7 1933, p. 409)- 

Although nonspecific malaria therapy only provided a 5060 percent probability of 

permanent spiaal fluid normality7 in contrast to the other treatments7 it promised the 

greatest serological improvement in paresis (and tabes). 

Serologic evidence failed to provide an absolute measure of disease etiology or 

treatment efficacy. As Moore (1933) recognized, clinical cure also had to be considered. 

Persistent clinical aad pathologic activity and progression of the disease 

may occur in the face of persistently negative serologic tests of blood and 

spinal fluid. On the other hand, many patients, treated or untreated, go 

peacefully through life with no other evidence of infection except a 

positive serologic test of the blood. In many patients with late 

syphilis ... no amount of antisyphilitic treatment will be successll in 

reversing a positive Wassermann to negative; the patients are 

Wassetmann-fast (p. 22). 

Type of Neurosyphilis 

, Early Meningeal 
Late MeniDgovascular 
Tabes 
Paresis 

Probability of Permanent Spinal Fluid Normality 
Arsphemmhe 

% 
80-90 
50-60 
40-60 
0-2 

Subdural 
% 

80-90 
50-60 

70 
0-5 

Tryparsamide 
% 

80-90 
60-70 

60 
25-3 0 

Fever 
% 

80-90 
70-80 
60-80 
50-60 
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Although clinical and serological improvements were positively correlated in 

meningovascular neurosyphilis, in the parenchymatous forms, there were wide variations. 

In o h  words, at times, general paresis progressed in patients despite normal serological 

fluids. At other times, although clinical d t s  were favorable spinal fluid remained 

abnormal. Mwre (1933) commented that the literature failed to adequately address the 

lack of parallelism between clinical and serological results. With regard to this apparent 

dilemma Mwre (1 933) resolved: 

With various forms of central nervous system syphilis, persistently 

positive spinal nuid abnormalities do not indicate the certainty of 

subsequent progkssion or relapse, provided the patient has been subjected 
- .  . .  

to intensive, prolonged and continuous treatment for a minimum period of 

2-3 years, provided this treatment has brought about symptomatic 

improvement or relief, and especially provided malaria has been included 

in the treatment plan (p. 414). 

In the combined context of serology, general paresis and malaria therapy, Mwre 

(1933) identified another uncertainty. Whereas specific drug treatments caused an 

immediate serologic improvement, changes due to nonspecific fever therapy were 

"usually delayed for at least 18 months after the completion of malaria" @. 410). 

Significant serological reversals generally did not occur until for four to five years after 

fever treatment (even when follow-up drug therapies were administered). In other words, 

in the short tam, rather than representing a serological cure for general paresis, malaria 

therapy provided a form of insurance against this anomalous form of neurosypbilis. 
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The Psychiatric Aspects of Paresis 

Moore (1933) emphasized the importance of accurately classifying the forms of 

neurosyphilis patients suffered from if they were to receive optimum treatment. In cases 

of suspected general paresis, Moore (1933) stressed that detailed physical, neurological, 

and clinical tests were also requid. 'The diagnosis of paresis is permissible only on the 

ground of psychiatric and neurologic examination; it cannot be made on serologic 

grounds alone" (Moore, 1933, p. 400). Furthermore, he highligated that "since the 

outcome of treatment in paresis is measured more largely in the psychiatric than in the 

physical field, a different terminology h m  that in use in other forms of neurosyphilis is 

required'' @. 402). Beyond serological evidence, researchers needed to consider the 

clinical, or, the behavioral aspests of general paresis. 

Moore (1933) categorized paretic patiats into five groups according to the 

psychiatric outcomes of treatment. In Table 6 he presented the probable outcomes for 

each of these groups following malaria therapy. 

Table 6 

The Probable Psychiatric Outcomes of Malaria Therapy in Paresis 
(Moore, 1933, p. 405)'"" 

Selected 
% 
35 
28 
25 
10 
2 

Treatment Outcome 

Complete Remission 
Incomplete Remission, Able to Work 
Incomplete Remission, Permanently Institutionalized 
Unimproved 

; Death During Treatment or Shortly Afier 

Urnelected 
Yo 
25 
20 
25 
20 
10 
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Treatment Outcomes 

A complete remission recuvered his normal level of physical health, regained 

insight into his former abnormal condition, and was ''able to resume his usual occupation 

and his place in society with his former efficiency" @. 403). In contrast, an incomplete 

remission (able to work) was physically heaIthy but lacked insight into his residuat 

mental defeas and wdd only engage in a useful occupation in a diminished capacity or 

institutionalized setting. In any case, an incomplete remission was of '%mefit from an 

institutional standpoint in transforming bed-ridden wrecks to relatively usefbl hospital 

inmates" (p. 34 I), even if a patient was transformed into a dull and morose individual. 

Moore (1933) considered the remaining three categories to be unsatisfactory. He 

characterized an incomplete remission (permanently institutionalized) as "the worst of all 

possible outcomes for the patient and his family. He remains so ill mentally as to 

necessitate his confinement in an institution, but improves so much physically that he 

may live for years" (p. 403). Apparently, patients in the final two categories, who either 

died in spite of treatment - or as a result of it, represented a more satisfactory outcome 

than patients who survived with permanent brain damage. 

In 1927, in discussions published following a paper, Moore had already espoused 

these ideas articulating them with a little less finesse: 

Regarding incomplete remission, we have come to feel that this is a result 

poorer than no remission at all, or death. We have had several instances in 

which the patient has made a complete physical recovery from a rapidly 

advancing general paralysis, but has remained stationary or become worse 

mentally. Two or three such patients have shown no signs of dying for 
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two or three years, and h m  the standpoint of the patient and his family 

this result is much more tragic than death (Moore in discussion, O'Leary, 

1927, p. 100). 

Selected versus Unselected 

Mwre (1933) also divided psychiatric treatment outcomes for patients receiving 

malaria therapy into two additional groups: selected and unselected. The selected group 

was comprised of approximately 500 patients who had recently received fever therapy in 

his clinic. He noted "the risks of treatment can be minimized by the care11 selection of 

patients, the proportion of remissions rises and the death rate h m  treatment falls" @. 

404). The selected group provided a significantly more favorable outcome, in contrast, to 

Moore's (1933) meta-analysis of more than 5,000 unselected patients who had received 

malaria therapy since its initial adoptioa Accentuating the superior outcomes obtained 

with selected patients, Moore (1933) stressed: 

The introduction of malaria therapy was followed by its application, in 

psychiatric hospitals all over the world, to paretic patients of all types, 

early and far advanced, of all degrees of mental deterioration, and largely 

without regard to physical condition @. 404). 

Presumably, the new standards Moore (1933) outlined for the selection patients and 

treatment regimes were designed to insure against such an indisaiminate adoption of 

malaria therapy. However, as will be demonstrated in the following chapters, this was 

not necessarily the case. Nonetheless, Moore (1933) managed to advance a more positive 

interpretation of the less favorable application of fever therapy (in the past) to unselected 

patients: 
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Even with such an unpromising clinical material as this, and although the 

death rate from treatment was high, the incidence of complete remissions 

was much better than from any previous fonn of treatxnent @. 404). 

A Dmerent Class of Patient 

Moore (1933) seems to have considered general paretics to be a separate class of 

patients Beyond recommending that paretics be classified and treated diffaenty fkom 

otha syphilitic patients, Moore (1933) advocated several other exceptions in the way they 

were to be handled. He advised against infoming a patient that he had been diagnosed 

with paresis. Instead, by simply telling the patient he had neurosyphilis, a reactive 

depression could be avoided. He cautioned that even a "seemingly normal," "docile," or 

"cooperative" patient might "suddenly become a suicidal or homicidal maniac" @. 401). 

On the other hand, "no matter how little mental deterioration may be apparent 

before treatment, and no matter how much the patient may object to disclosure of the fact 

that he has syphilis, it is essential to Worm a responsible member of the family of his 

diagnosis" (Moore, 1933, p. 401). This was required so that permission for commitment 

muld be obtained &m a responsible relative in case the febrile paroxysms caused 

delerium or exacerbated existing symptoms. Although feva treatment often ameliorated 

mental abnormalities within a couple of weeks, in some instances, the ' ' t ransfodon of 

personality" @. 402) could take weeks or months. Furthermore, Moore (1933) 

advocated: 

It is essential also, pending the outcome of treatment, to remove the patient 

from the control of his affairs, which should be placed in the hands of a 

responsible relative. This may sometimes be accomplished unobtrusively 
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and without difficulty, or it may be necessary to resort to legal methods @. 

401). 

Although caught in the same disciplinary matrix as other individuals infected with 

syphilis, general paretics, in several reqects, constituted a unique class of patient. 

Viewed strictly as a medical problem, cases manifesting the biological and serological 

symptoms of syphilis were managed with prophylaxis and a growing armamentarium of 

specific phamracological treatments. Although the outcomes for some forms of 

neurosyphilis had improved significantly under this treatment regime, the prognosis for 

general paresis remained unfavorable. However, if malaria therapy was used 

discriminately, as an adjunct to chemotherapy, then the prognosis for paretic patients 

could be improved significaatly. Unfortunately, for g e n d  paretics, clinical symptoms 

compromised their prognosis even firher. Although they might recover physically, an 

incomplete social recovery was deemed to be a fate worse than death. Consequently, 

paretics had to withstand an intensive system of trial and error. However, the risk was 

deemed worthwhile for this extreme class of patients. 

Moore's (1933) Modem Treatment for Svahilis provided a thorough m a r y  of 

the state-of-the-art treatments for syphilis that had been developed by the early 1930's. 

However, as he articulated, his monograph simplified many of the controversies and more 

extreme ideas published in the journals. In the following three chapters, I will challenge 

Moore's (1 933) straight-forward presentation of the malarial treatment of g e n d  paresis. 

In Chapter W, I will examine the debate regarding the relative strengths and weaknesses 

of malarial inoculation and artificial feva therapy. Although Moore (1933) 

unequivocally favored malaria over artificial fevers, other researchers opposed the 
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superiority of malaria therapy. In Chapters W and Vm, I will illustrate that, despite 

Moore's (1933) admonitions, ffeva therapy was not always used as a treatment of last 

resort for severe cases of general paresis. As Moore (1933) speculated, over time, the 

methods he championed were deemed unsatisfactory and were overshadowed by a 

constant evolution of new disciplinary developments. 



CHAPTERVI 

ARTIF'ICAL FEVER THERAPIES VERSUS MALARIA T H E W Y  

As presented in the previous chapter, Moore's 1933 text established that the 

hegemonic treatment regimen for the various forms of neurosyphilis, particularly general 

paresis, involved the combined application of two forms of treatment: (1) specific 

chemotherapy and (2) non-specific malarial therapy. The combination of these two 

treatments supported the theory that by activating the reticuloendothelial system, malarial 

fwas hcilitated the penetration of the blood-brain barrier by treponemocidal drugs. 

However, in the early 1 9 3 0 ' ~ ~  this hegemony was seriously challenged by a new treatment 

- artificial feve therapy - that posed an alternative hypothesis: If fever per se destroyed 

syphilitic spirochetes, rather than i n f i g  patients with pathological agents such as 

malaria, mechanical technologies could be used to induce fevers thereby curing syphilis. 

In this chapter I will present an analysis of journal articles, published between 

193 1 and 1941 discussing malarial inoculations and artificial fevers. Ultimately, in their 

competing attempts to advance one treatment at the expense of the other, rather than 

establishing either form of fever therapy as an indisputable scientific fact, researchers' 

publications were riddled with contradictions. The research of Neymam and his 

colleagues who first developed artificial fever therapy opens the chapter. Not only did 

Neymam present his own research (Neymann, 1936; Neymam & K d g ,  193 1; 

Neymam & Osbome, 193 I), he also provided a critical review of artificial fever therapy 

(Neymann, 1938). Along the same line, I will pres&t another critical review by Bennett 

(1938) who was also the founder of a well established feva therapy department- Their 
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biased promotion of artificial fevers will be contrasted with several other researchers' 

presentations of the relative strengths and weaknesses of both forms of fever therapy. 

Providing their own skewed evaluation of artificial feva therapy, Freanan, Fong, 

and Rosenberg (1933) advocated that malaria therapy was the superior form of treatment. 

In a less extreme manner, Epstein, Solomon, and Kopp also espoused a general 

pnfefence for malaria in 1936. However, by 1941, Solomon, Kopp, and Rose (1941) 

were conducting expe!riments with a radically empirical new form of artificial feva 

therapy - hypohyperthermia. Providing a more neutral evaluation of malaria and artificial 

fever therapy, O'Leary (1937) tinnly anchored both forms of nonspecific fevers to 

specific drug treatments. In 1940, O'Leery coauthored the definitive evaluation of the 

efficacy of malaria and artificial fever treatment of general paresis in conjunction with the 

Cooperative Clinical Group (CCG, 1940). This seminal document demonstrates the 

equivocal and contradictory nature of fever therapy@). Finally, I wi l l  punctuate the 

chapter with Worthing's (1933) observation that the patient suffering caused by these 

treatments seems to have been neglected. 

Neymann's Diathermy 

In 1931, Dr. Clarence A. Neymann, a faculty member of the Northwestern 

University Medical School's neuropsychiatry department and an affiliate of various 

psychopathic hospitals in Chicago, in ooopaation with his colleagues, developed an 

alternative to malaria therapy. Neymarm and Osbome (193 1) reported a form of artificial 

fever therapy which involved the treatment of dementia paralytics with hyperpyrexia 

produced by diathermy. In contrast to malarial inoculation, fevers w a e  produced 

mechanically by strapping external electrodes to patients' bodies and then insulating them 
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with rubber sheets and layers of wool blankets. Almost immediately, N-'s 

artificial fever treatment challenged the hegemony of malaria therapy. Within the decade' 

a range of artificial fever technologies had proliferated and each of them was used to treat 

not only patients with various fonns of syphilis, but a spectrum of other diseases as well. 

I .  the following section, I will discuss the evolution of arrificial fever therapy. 

First I will present Neymann's and his colleagues' 193 1 introduction of artificial feva 

therapy along with their criticisms of malarial inoculation. Next, a 1936 article published 

by Neymann will be used to present the long-tam outcome of diathexmy, the reiinement 

of a new electropyrexial technology, and fixher debates regarding the relative merits of 

artificial feva versus maleria Finally, Neymann's 1938 critical review of artificial fever 

therapy will be presented. 

The 1931 Introduction of Diathermy 

Neymann and his co11eagues published two papers in The Journal of the American 

Medical Association in 193 1. In the first, Neymann and Osbome (193 1) introduced the 

preliminary results of diathermy treatment; I .  the second, Neymann and Koenig (1931) 

compared diathermy with feva therapy produced by malaria In discussions following 

the second paper, three criteria for evaluating all forms of fever therapy were suggested: 

first, fevers should be prolonged and high, but controlled; second, patient safety must be 

ensured by selecting forms of fever with lower mortality rates; and third, patient comfort 

needed to be considered. These three criteria have been wed in the following discussion 

of the introduction of diathenny. 

Proloneed. High. and Controlled Fever Curves 
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Initially, Neymaan and Osbome (1931) imitated malaria feva curves. With 

continued experhentation, however, they standardized their own artificial feva therapy 

protocol. Patients were hospitalized and biweekly treatments were delivered ova three 

months. Ideally, fifteen fever treatments were administend in which a temperature above 

103.5 F was maintained for at least five hours. However, in practice, thae was a much 

wider range in individual treatment regimens. Neymann and Osbome (1 93 1) reported that 

the number of fevers administered varied from as fw as 6 to as many as 49, and 

temperatures, in some cases, were maintained for up to nine hours. Over time, the 

fkquency, height and duration of fevers crept higher and higher. For example, in 1938 

Neymann boldly reported: 

Not all the treponemes, especially those found in the lymph glands, are 

destroyed by heat. This is even true in cases in which temperatures of 42 

C (107.6 F) have been employed for several hours and is also true of 

temperatures of 41 C (105.8 F) employed during ten or fifteen hours @. 

11 1). 

Illustrating the potential for discrepant statistical d t s ,  Neymann's and 

Osbome's initial 1931 paper reported a 65 percent remission rate with diathermy. 

However, that same year, Neymam and Koenig (193 1) reported a remission rate of only 

24 per ant. In an attempt to reconcile their contradictory outcomes, Neymann and 

Koenig (193 1) attributed the precipitous drop in remission rates to fever curves of shorter 

duration and lower intensity in the latter study. They speculated that "it is probable that 

the remission rate with diathermy can be inmeased even with the average material found 

in a state hospital, provided more intensive treatment is given" @. 1 859). 
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Morbiditv & Mortalitv 

Neymann and his associates emphasized the advantages of diathermy by 

highlighting the contraindications of other modes of treatment. Based on earlier clinical 

experience with malaria and t r y p d d e ,  Neymann & Osbome (1931) determined that 

"dilapidated and deteriorated patients never recover when the deterioration has extended 

ova  a period of years" @. 9). Neymann and Koenig (1 93 1) drew a similar conclusion in 

their research comparing malaria, sodoku and diathermy. However, despite their claim 

that it was "quite dangerous to treat marasmic, old or debilitated patients" with protein 

therapies, they admitted to using diathermy to treat &aged patients having arteriosclaosis, 

diabetes and advanced organic heart disease" @. 1860). In contrast to other fonns of 

fever therapy, the researchers claimed "the complications of diathermy treatment are 

absolutely nil, provided the correct eleztmdes are used and the correct technic is applied" 

@. 1860). 

Patient Comfort 

Neymann and Osbome (193 1) -1y achowledged that most patients were 

generally very uncomfortable once their temperature reached 102 F. However, they 

warned "the great difficulty and danger of the treatment lies in bums" (p. 10). Because it 

took some time to perfect the diathermy electrodes, not an insignificant number of cases, 

particularIy uncooperative patients, experienced severe bums. Neymann and Koenig 

(1931) noted "if proper electrodes are not used, bums may result. Such burns are rather 

annoying but have never proved serious" (p. 1860). To ameliorate this problem, not only 

were the legs and arms of patients restmine& they were also sedated. With these 
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interventions physicians were able to successllly treat even 'the most violent types 

encountered in the psychopathic hospitals.' 

New Tcrhnolo@es - The Air Conditioned Electr~Mageetic Induction Cabinet 

By 1936, however, Neymm admitted "we believe that our original diathermic 

technique is now out-moded" @. 517). Instead, an air conditioned electro-magnetic 

induction cabinet had been developed which prevented burns and allowed patients greater 

degrees of fieedom. Before deciding on this new technology, Neymann and his 

colleagues had experimented with a variety of apparati to artificially produce fevers: 

Of all the methods for producing artificial fever, the hot bath seems to me 

to be the most dangerous. Sooner or later deaths are bound to occur when 

this modality is employed. Electric heating cabinets and electric blankets 

are also more or less exhausting since they are external heating devices. 

Air conditioning seems to make the treatment with external heat a little 

more bearable (Neymann in discussion, Neymann, 1936, p. 532). 

However, because ''every person will advocate his own apparatus" @. 532), N- 

(1936) believed it was rather futile to discuss apparati. ''Machines mean vay little. The 

emphasis should be placed on the skill of the physician who has learned the technique and 

has become accustomed to the apparatus of his choice" (Neymann, 1936, p. 532). 

Believing he and his colleagues had now mastered the techoology(s) of artificial 

fever therapy, Neymann (1936) claimed the effectiveness of elmpyrexia could no 

longer be questioned. Not only was the mortality rate negligible, '?he p a  objectiom to 

electropyrexia on the basis of bums and injuries to the patient no longer exist. The worst 

that can be said about the treatment is that the patient feels uncomfortable during the 
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actual febrile period" @. 521). The manufkture of more refined mechanical devices 

allowed for greater control. Patients could now receive, on average, 20 electropyrexial 

sessions of prolonged and high fevas. And to a certain degree, patients were less 

uncomfortable in the air-conditioned heating devices. 

Heated Discussions 

Informal discussions published following the presentation of some formal papers 

provides a more contentious and heated presentation of researchers' experiences with, 

and attitudes about, fever thefa~y(s). For instance, in discussions published following 

Neymann's and Osborne's 193 1 article introducing diathermy, Neymann disclosed earlier 

experimental failures within his institution. Not only did unrefined equipment and 
. - 

techniques initially result in more severe bums, treatment-related mortality was also 

higher in the earlier stages of the research. For instance, N e y m a ~  disclosed that a fatality 

had occurred in an earlier experiment generating fevers with hot baths. He franldy 

attributed this mishap to 4'ovenealousness and ignorance" (Neymam in discussion, 

Neymann & Osbome, 193 1, p. 13). Although another patient's temperature reportedly 

rose to 108.5 F due to negligence, he was saved by removing him h r n  the fever 

apparatus, immersing him in an ice bath, and then, packing him in ice. 

If the three criteria for evaluating fever research are considered, it is clear in the 

published discussions that patient safety and comfort were ihquently saaificed in the 

quest to generate more severe fevers. Physicians conducted highly empirical 

experiments. For example, Dr. Emmett F. Hoctor fbm Farmington State Hospital in 

Montana spoke of unpublished research he had conducted on 61 institutio~lalized patients 

who: 
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. . .were not selected as the most desirabIe patients to respond to treatment, 

in hct, in some instances because of age and poor physical condition 

treatment was contraindicated. They were poor physical risks for any kind 

of treatment (Hoctor in discussion, Neymann, 1936, p. 528). 

Nonetheless, they were subjected to intense artificial feva treatments. G e n d y ,  if a 

patient's temperature was maintained at 106.8 F for at least two hours, and at 103.6 F for 

at least five hours, a treatment session was considered to be successll. Hoctor reported 

that one patient was discharged as markedly improved after receiving 66 treatments at 

intervals of three to four days. He also provided the details of electropyrexia 

administered to a pregnant woman who received 29 treatments. With her treatment, 

fevas above 106 F were maintained for 71 hours and the highest temperature achieved 

was 107.6 F (Hoctor in discussion, Neymann, 1936, p. 529). Intrigued, Neymana replied 

"we have never treated a pregnant patient, and 1 am, therefore, vvay much interested in 

Dr. Hoctor's communication "(Neymam in discussion, Neymann, 1936, p. 532). 

As the discussion continued, Neymann's (1936) conversation with another 

physician, Bmetsch, was far less conciliatory. Although Bruetsch conceded that 

electropyrexia offered some benefit in the treatment of general paresis, he seriously 

doubted Neymann's claims and insisted that artificial fever was inferior to treatments 

with malaria or tryparsamide. He mentioned significant discrepancies in the literature 

with regard to the perceived efficacy of artificial fever therapy and admonished N e y m a ~  

and his colleagues that 'bunt i l  the real value of artificial feva treatment is established by 

critical work it would be wise to adhere to forms of treatment which have stood the test of 

time'' (Bmetsch in discussion, Neymam, 1936, p. 53 1). Although he contended there 
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was considerable conseasus regarding the results of malaria and t r y p d d e ,  "the 

efficiency or even superiority of the artificial fever treatment is catainly fia b r n  being 

settled" (Bruetsch in discussion, Neymann, 1936, p. 530). Furthemore, Bmetsch was 

highly skeptical that fever ahme could destroy the spirochetes of syphilis. 

In response to Bmetsch, Neymann (1936) reiterated a defense for artificial fmr 

therapy he had espoused earlier in his paper: 

If Dr. Bruetsch] would have taken the trouble to scrutinize the tabulation 

of the results obtained in the treatment of dementia paralytics with 

electmpyrexia, he would h o w  that these d t s  originate h m  

investigators all over the world, from England, Mexico, Fmce, Italy, 
. . 

Belgium and even h m  Australia. Now everybody, all over the world, 

cannot be wrong. Good clinical results are, therefore, obtainable by the 

use of fever, produced by physical agents (Neymann in discussion, 

Neymaan, 1936, p. 53 1). 

Drawing the discussion to a close Neymann (1936) suggested that if poor results were 

obtained, "It is the same old story.. .If one selects a group of deteriorated patients and 

gives them inadequate treatment, no favorable therapeutic results will be achieved" 

(Neymann in discussion, Neymann, 1936, p. 53 1). 

Bruestch's defeose of malaria therapy and chemotherapy clearly contradicted 

Neymann's (1936) biased claim that, according to his reading of the publish4 lit=- 

researchers, worldwide, had almost d o u s l y  embraced artificial fever therapy- And 

yet, according to Neymann, in his 1936 review of sixty published research reports, only 



one set of researchers, Freeman, Fong, & Rosenberg (1933), had not been impressed by 

artificial fever therapy. 

St. Elizabeth9s Criticisms of Diathermy 

In 1933, Freeman, Fong, and Rosenberg published their results with the diathermy 

treatment of dementia paralytics in The Joumal of the American Medical Association. 

Earlier that year, these three threehers h m  St Elizabeth's Hospital in Washington, 

D.C had presented their findings to the American Neurological Association. The first 

line in their report was an acknowledgment that "the disadvantages of  malaria in the 

treatment of dementia pdyt ica  are manifold" @. 1749). Beyond maintaining an active 

strain of malaria, controlling the fwa, and the inability to treat patients who were 

immune to malaria, the induced disease could cause serious complications or even death. 

Freeman, Fong, and Rosenberg (1 933) admitted: 

The prospect of being able to secure equal results with greater control and 

less danger is therefore engaging, and with this in mind, artificial fever 

provoked by diathermy has been introduced into a number of clinics, and 

almost universally favorable results have been reported @. 1749). 

However, in contrast to the favorable results reported by other clinics, St. 

Elizabeth's had been far from impressed with the diathermy treatment. They declared "the 

substitution of diathermy for malaria f i  treatment of dementia paralytic8 has, in our 

hands met with almost complete f~lure" @. 1750). As of 1933, they reported 20 percent 

of the recalcitrant cases they had treated were improved, 52 pacent were unimproved, 

and 28 per cent had died. This outcome was siguificantly less favorable than the 63 

percent improvement rate tabulated by Neymann (1 938). 
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Freeman, Fong, end Rosenberg (1933) qualified their negative findings with the 

claim that they could have provided more prolonged fevas and additional arsenical - 

therapy to these patients who were not of the best type. However, they also established 

'We feel justified in stating that diathermy is not an altogether innocuous treatment but is 

sometimes dangerous" (p. 1753). Not only bad shifting electrodes caused second degree 

bums in two cases, patients were uncomfortable and restless while their temperatures 

rose. The researchers noted that although at higher temperatures patients became quiet, 

they fresuently experienced musdar  twitching and less hquently, convulsive seizures. 

Finally, treatment was followed by significant prostration, listlessness, confusion, and a 

lack of cooperation. 

Because the diathermy treatment was more difficult to administer, only four 

patients could be treated with diathermy during a three week period. In contrast, 

promoting the comparatively straight-forward nature of malaria therapy, Freeman, Fong, 

and Rosenberg (1933) wrote: "we have kquently seen a ten bed ward filled to capacity 

with patients, all of them in the acme of fever, quiet, with one nurse and an attendant able 

to care for the lot" @. 1749). 

Looking beyond the actual treatment phase, Freeman, Fong, & Rosenberg (1933) 

also observed differences in how patients tended to die following diathermy versus 

malaria therapy. Patients treated with diathermy tended to die in a manner similar, but 

less severe, to untreated paretics (i.e., cerebral disease, epilepsy, and pneumonia). In 

contrast, unlike untreated paretics, approximately half of the patients treated with malarial 

inoculation generally died from intercurrent diseases involving the liver, blood or 

infections. In other words, they did not die like paretics. 
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In their final analysis, diathermy was abandoned due to the poor clinical results 

not simply because of limitations with the equipment or technique. Freeman, Fong, and 

Rosenberg (1933) cautioned that a longer period of clinical and histological verification 

was required before the efficacy of artificial fever therapy could be established. A similar 

m a t i o n  was levied against "the widely heralded use of radiothemy" (p. 1750). Just 

as Freeman's, Fong's, & Rosenberg's criticisms of artificial fever therapy in 1933 were 

dismissed by Neymann in his 1936 article, Bmetsch's 1936 comments were absent h m  

Neymann's 193 8 critical review of artificid fever therapy. 

Neymann9s Critical Review of Artificial Fevers 
i' 

Neymam completed "A Critical Review: The Treatment of Syphilis with 

Artificial Feva" in 1938. Not only was the paper published in The American Joumal of 

Syhilis. Gonorrhea. & Venereal Diseases, it had also been presented at the First 

International Fever Conference in 1937. According to Neymann (1938). the introduction 

of malaria therapy in 1918 -ted a great step forward in the treatment of 

neurosyphilis. Although other agents including sodoku, sodium nucleinate, sulphur, 

sterile milk, tuberculin and typhoid were experimented with, malaria continued to be the 

most popular means to generate fevers. However, Neymann (1 938) proclaimed: 

The practice of subjecting the patient to the ravages of one disease or to 

the action of an organic or inorganic compound totally foreign to body 

fbction in order to overcame another malady has always iaspired a 

certain justified skepticism (p. 95). 
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Neymann's (1938) skepticism became the impetus behind his search for an 

alternative to malaria therapy: "It was precisely because I believed in the value of fwer 

pa se that I began my experiments with diathermy for producing fever in 1927. The 

treatment of general paresis without inoculation was the inteat and outcome of my plan" 

@. 96). Neymam (1938) highlighted the disparity of opinions regarding the posited 

theoretical mechanisms responsible for the apparent efficacy of the various forms of fever 

treatment. In 193 1, Neymm and Osbome had ventured that "the production of fever 

without the introduction of foreign proteins should ... settle this controveq?' (p. 7). In 

1938, stil l championing artificial fever therapy, Neymann explicitly criticized the 

continued hegemony of malaria therapy: 

Indeed, many physicians, and especially psychiatrists and 

neuropathologists, still cling to the belief that we are dealing with 

something mysterious when a patient is infected with a febrile disease, or 

when injections of fever-producing substances are given. Many fail to 

recognize the fact that fever alone is the important common factor of all 

such therapeutic measures. I have heard of the mythical, unproved, and 

much extolled magical action of the plasmodium of malaria in the 

treatment of general paresis until I have come to believe we are dealing 

with a fetish or taboo in the minds of its most ardent advocates @. 96). 

Acknowledging the "almost irreconcilable difference when the reports of some of 

the individual research workers are compared" (p. 98), Neymam (1938) gathered 

reported results fkom more than thuty published articles and compiled statistics on 975 

cases of dementia paralytics treated with hyperpyrexia He calculated, on average, 
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artificial fever therapy led to complete remission or sigdicant improvement in 63 

percent of the cases treated. Alternatively, he reported the rate for malaria therapy was 

only 43 percent. 

Neymam (1938) emphasized the significantly greater degree of morbidity end 

mortality associated with malaria therapy and the other foreign protein therapies. 

Emphasizing an extremely low two percent treatment-related rnorbdity for electropyrexia 

in unselected cases, Neymann (1938) reported that treatment-related death rates as a 

result of malaria therapy ranged between 10 and 30 per cent. Although a more carefbl 

selection of patients might significantly decrease the high mortality rates, he challenged 

that "such a discretional choice of patients for treatment does very little toward solving 

the essence of the problem of paresis" @. 96). If more severe cases - such as the average 

material found in a state hospital - were excluded h m  receiving feva treatments, they 

would be denied the opportunity for remission. According to Neymarm (1938), unlike 

malaria therapy, electropyrexia could overcome this shortcoming. 

Not only did Neymann (1938) deem electropyrexia to be "one of the most 

valuable modem aids in the treatment of dementia paralyticas' @. 99), he also declared 

that clinical results had amply confirmed his theory that hyperpyrexia was the most 

important factor in attaining remissions. Nevertheless, as early as 1936 Neymm had 

advocated strongly that a combined treatment of mercurials and arsenicals should follow 

any course of pyretotherapy. By 1938, Neymann emphasized that h-yrexia only 

partially m t e d  the progress of syphilis, declaring quite emphatically "Artificial fever 

therapy will not eradicate the syphilitic virus or cure the disease at temperatures not fatal 
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to the patient" @. 108). However, electropyrexia was still considexed to represent an 

important part of the treatment regimen for neurosyphilis. 

Absolute Fever Control - Pushing the Limits 

The continued evolution of artificial fever technologies paralleled an expansion of 

empirical experimentation on a wider range of patients. Researchers pushed the limits of 

therapy in their hopes of achieving absolute control over fevers and different 

manifestations of syphilis. Take for example, the following novel application of 

electmpyrexia Neymann (1938) cautiously included in his critical review: 

A glass headpiece was fitted to the end of the cabinet in such a manner 

that the subject was bathed in hot air h m  toe to pate. Besides this, 

diathermic electrodes were adjusted to his back and chest. Thus, it was 

. possible to apply varying amounts of external and penetrating heat at will. 

Furthermore, skin temperatures were recorded by means of 

thermocouples placed inside small needles which were inserted under the 

skin of the chest, face, and scalp. Thus it was possible to maintain at will 

a definite measured temperature throughout the patient's body. Needless 

to say, this complicated procedure was attended with many technical 

difficulties, but we believed that the possible accomplishment of our goal, 

the cure of syphilis in its earliest stages, justified our efforts (Neymaun, 

1938, p. 100). 

It is important to note that the patient who was infkted with early syphilis (i.e. not 

neurosyphilis), was subjected to this elaborate technology. Neymann (1938) continued: 



I do not fecommend this technique to any one. It is highly experimental. 

The external temperatme of the air the patient breathes is approximately 

54.4 C (130 F) with about 65 per cent humidity. Under these conditions a 

violent delirium always d t s  after the skin temperature of the entire 

body has been maintained above 41 C (105.8 F) for an hour or even less. 

Nevertheless, it was just barely possible to maintain skin and rectal, that is 

to say, external and intaaal, temperatures at this level or slightly above it 

for two hours during each treatment. In other words, the syphilitic 

infection progressed in spite of now theoretically adequate heat treatment 

(p. 100-101). 

Apparently, N~eymano's (1938) certainty regarding the safety and efficacy of 

artificial feva therapy for the treatment of more severe forms of neumsyphilis seems to 

have emboldened him into loosening his selection criteria for patients in an attempt to 

treat milder forms of syphilis. At any rate, in his experimentation, Neymann (1938) 

certainly seemed to disregard Moore's (1933) strict gradation of treatment options which 

situated fever therapy as a treatment of last resort. However, Neymann (1938) was not 

alone. In the following section, I will present the research of Bennett (1938). Following 

a similar path to Neymana, a f k  establishing a fever therapy department and 

implementing a new artificial fever technology, Bennett (1938) experimentation 

expanded to an even wider range of patients. 
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Bemett9s Hyperthem 

In 1934, Dr. A. E. Bennett founded the Department of Fever Thaapy Research at 

the University of Nebraska College of Medicine in cooperation with the Kettaing 

Institute for Medical Research and the Miami Valley Hospital in Dayton, Ohio. In 1938, 

Bennett published an "Evaluation of Artificial Fever Therapy for Neuropsychiatric 

Disorders" in the Archives of Neumionv and Psychiatry (an article based on his 

membership thesis for the American NeuroIogical Association). Like Neymann (1938), 

Bennett's positive evaluation of artificial feva therapy was built upon his criticisms of 

malaria therapy. 

Bennett's 1938 Critical Review of M c i d  Fever Therapy 

Bennett (1938) began his evaluation of artificial feva therapy with the following 

homage - 'Modern interest in fever therapy began with the monumental contn'bution of 

Wagner von Jauregg in 191 7, proving the curative value of malarial therapy in cases of 

dementia paralytics" (p. 1141). Bennett (1938) clearly anchored the ensuing decades of 

experimentation with infectious, biological, chemical and mechanical modes of fever 

generation to Wagner-Jauregg's groundbreaking work. At the same time, Bennett (1938) 

also expressed serious reservations regarding the so-called nonspecific foreign protein 

shock treatments: 

After ten years of experience with malarial fever in treatment of paralytic 

dementia, in spite of the excellent results often reported, my personal 

results have been far h m  satisfactoryry The inherent dangers of engrafting 

one serious disease on mother, with the inescapable mortality and 

morbidity of malarial fever, lead me to believe that the use of this method 
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is empiric and that it is not a permanently sound therapeutic procedure. A 

carem, open-minded study of other forms of fever therapy convinced me 

that malarial inoculation will gradually be replaced by safa ,  more readily 

controlled and efficient forms of artificial f ~ r e r  therapy @. 1 141). 

After experimenting with a variety of physical methods (e.g., hot baths, electric 

blankets, hot air, radiothemy, diathermy, inha-red and carbon filament light cabinets), 

Bennett (1938) claimed that he chose to use the air conditioned Kettering hypexthm 

because it was the safest and the most simple method. (Not to mention the Kettering 

Institute for Medical Research was a major backer of Bennett's Department of Fever 

Therapy Research.) 
. . 

Bennett (1938) claimed that in his research experience "at least half the patients 

would have been unable to withstand malarial therapy" @. 1146). Alternatively, he 

recommended that a combination of artificial fever therapy and chemotherapy was 

significantly safer than malarial inoculation for more severe cases. He advocated that 

elderly, debilitated, and burnt out patients, even those with serious cardiovascular 

problems, could be treated with artificial fevers because the Ketteting hyperthem 

provided greater control over the height and duration of temperature administration. 

Bennett (1938) was unable to provide a clear explanation of the role fever played 

in arresting the symptoms of neurosyphilis. In contrast to '& ardent enthusiasts' who 

hypothesized that the activation of the reticuloendothelial system transformed malerial 

inoculation into a specific treatment, Bennett's (1938) experience with artificial fevers led 

him to claim that malaria was a nonspecific method - "essentially a foreigu protein shock 

febrile reaction" @. 1 141). Ultimately, however, he suggested that "the cumulative 
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weight o f  evidence indicates that fever alow is the beneficial agent. Future investigations 

will finally determine whether the method of choice for the induction of fever is biologic, 

infectious, or physical" @. 1 154). 

Bennett (1938) claimed, relative to malaria therapy, combined artificial fwer and 

chemotherapy provided higher rates of remission in both resistant asymptomatic and 

more severe forms of neurosyphilis such as general paresis. He only provided statistical 

data for the general paretic patients as presented in Table 7. Combined treatment with 

hyperthemy and t r y p d d e  led to complete remissions in 46 percent of the cases. The 

outcome of malaria and trypmamide was significantly lower at 22 percent. 

Table 7 
. . 

Ceca l  Results in Paretics Treated with Hypertherm & T r y p d d e  or Malaria 

Bennett (1938) concluded: "After three years of clinical trial of artificial fever treatment 

combined with chemotherapy, we believe that both the prevention and the cure of 

neurosyphilis were more effective" than following malaria therapy (p. 1 145). By 1938, 

all paretic patients in Nebraska State Hospitals (as well as individuals receiving local and 

private care), who had failed to obtain a complete remission with malarial inoculation, 

were subsequently subjected to combined chemotherapy and artificial fixer ~ P Y .  

Clinical Results 

Complete Arrest 
Incomplete Arrest 
No Improvement 

, Death During Treatment 
Death After Treatment 

- 
Hypertherm & 
Tryparsamide 

Malaria & Hyperthe- 

# 
23 
14 
7 
2 
4 

# 
11 
19 
13 
2 
5 

Yo 

46 
28 
14 
4 
8 

% 
22 
38 
26 
4 
10 
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In 1941, Bennett, Cash and Hoekstra (1 941) published an article in Psvchiatric 

Ouarterly reviewing the use of electroencephalography in the artificial fever therapy of 

g e n d  paresis. Bennett and his colleagues firmly restated their conviction that a 

combination of artificial feva and chemotherapy provided superior results to malarial 

inoculation recomtnending '?hat any patient, particularly one with the mild or 

intermediate type of g e n d  paresis, who fails to obtain a full remission h m  malaria 

should have an adequate course of artificial fwa therapy plus chemotherapy" @. 755). 

The researchers emphasized the superiority of artificial fwer therapy because it was 

"absolutely without the hazards and economic loss caused by malaria" @. 755). 

To support their position further, Bennett, Cash, and Hoekstra (1941) quoted a 
. . 

G m m  paper published by Wagner-Jauregg in1939: 

The best treatment of dementia paralytics is prophylactic energetic 

treatment of the latently positive spinal fluid cases found three to 15 yeam 

after infection. Ifunresponsive to chemotherapy then the patient should be 

treated by malaria or artificial feverchemotherapy method, the 

comparative value of which is still a matter of discussion @. 752). 

However, Bennett, Cash, and Hoekstra (1941) claimed to have received a personal 

communication from Wagner-Jauregg (just prior to his death) regarding the relative 

merits of malaria and artificial fever therapy in which '%e admitted. ..the superiority of 

[artificial] fever therapy" (p. 75 1). 
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A Reghe of Prophylaxis 

Bennett and Lewis (1938) promoted the use of artificial feva therapy in 

asymptomatic syphilis. Not only could a combined treatment of nonspecific artificial 

fever and specific chemotherapy now be used to cure advanced cases of neur~syphilis~ 

more importantlyy they advocated it was critical in the prevention of severe fonns of 

neurosyphilis. The point of view that feva therapy could be used in the prophylactic 

treatment of asymptomatic neurosyphilis to protect against the complications of late 

neurosyphilis, marked a critical shift in feva therapy b r n  cure to prevention - fiom 

general paresis to asymptomatic neucosyphilis. 

Like Moore (1933), Bennett and Lewis (1938) recommended that all patients 

should receive intensive chemotherapy for early syphilis and have their cerebrospinal 

fluid analyzed. "If, in spite of intensive chemotherapy, the spinal fIuid remains resistant, 

or shows progression toward the paretic type," fever therapy should be administered @. 

594). Practically, they recognized that neurologists would continue to be codbnted with 

thousands of cases of more advanced neurosyphilis. Nonethelessy they were hopefbl that 

their regime of prophylaxis would m e  to hition. 

Bennett and his colleagues (1941) now drew a clear distinction between mild or 

intermediate patients versus more severe cases. They contrasted earlier experiences with 

chronic institutionalized cases with the more recent treatment of mainly private patients at 

university research centers. Retrospectively, they questioned the wisdom of their earlia 

decision to treat all chronically institutionalized patients with artificial fwer therapy. 

Bennett, Cash, and Hoekstra (1941) conceded their outcomes with patients who were 
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considered grave treatment risks or had previously been treated ~ c c e s s ~ y  with 

malaria, were relatively imfavorable. 

By m means did Bennett (1938) or Neymam (1938) provide the final judgement 

on the relative strengths and weaknesses of artificial fever therapies and malarial 

inoculation. In 1938 Bennett and Lewis suggested "the evaluation of various types of 

fever therapy will finally be made comprehensive in studies such as that which the United 

States Public Health Service and Cooperative Clinical Group are carrying out, in which 

our cases are included" @. 605). Before providing a detailed discussion regarding the 

Cooperative Clinical Group's (1940) finding, I will present the work of another set of 

researchers who p r e f d  malaria therapy to artificial fevas. 

Solomon's Hypohyperthermia - The Swing Method 

In 1935, the d t s  of the treatment of dementia paralytics with diathermy fever at 

the Boston Psychopathic Hospital were read before the Fifth Annual Fever Therapy 

Conference and the Boston Society of Psychiatry and Neurology. By 1936 the results had 

been published in The Journal of the American Medical Association. Epstein, Solomon, 

and Kopp (1936) attempted to clarify the malaria-artificial fevers debate. They expressed 

skepticism regarding Neymann's (1936) representation of artificial fevers suggesting "it 

is fair to assume that emotion clouds the judgment, in some cases at least, as the 

enthusiasm of using a new procedure is likely to add to wishful thinking'' @. 1527). The 

researchers also questioned Freeman, Fong and Rosenberg's (1933) biased presentation 

against artificial fevers stating "them3 is reason to believe that in at least one instance of 

reported poor results the desire to defend the superiority of malaria has clouded the 

judgment" (Epstein, Solomon, & Kopp, 1936, p. 1527). 
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The Hazards of Diathermy 

Although Epstein, Solomon, and Kom, (1936) clearly favored malaria therapy, 

they began their diathermy article: 'Within recent years many reports have accumulated 

from all over the world on the use of malaria in the treatment of dementia paralytics, and 

almost without exception these reports have been fbvorable" (p. 1527). They noted, 

however, that ova  the past half decade various mechanical methods had been devised to 

settle the controversy regarding the theoretical mechanism responsible for the success of 

febrile treatments. Although the results reported with hypexpyrexia were, for the most 

part, predominantly favorable, Epstein, Solomon, and Kopp (1936) declared that malarial 

and trypammide treatments produced a higher percentage of improved cases than 

artificial feva therapy. 

The conclusions drawn by Solomon and his colleagues provide an interesting 

contrast to Neymann's (1936, 1938) findings. With regard to clinical outcomes, the 

Boston group reported that rates of remission for hyperpyrexia were only 27 percent in 

contrast to 42 per cent for tryparsamide and 45 per cent for malaria Epstein, Solomon, 

and Kopp (1936) extended their criticisms of hypeqyrexia beyond these outcome 

statistics: 

On the practical side there is considerable hazard in the diathermy method; 

the patients are extremely uncomfortable and require constant supervision 

during the treatment, and the expense is much greater than with the 

malaria method. The only advantage of diathermy treatment is that it can 

be used in some cases in which malaria cannot be given, and in other cases 

it can be used in addition to malaria We are not convinced that diathermy 
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is an advantageous substitute for malaria, either h m  the review of the 

literature or h m  our own experience (p. 1532). 

Epstein, Solomon, and Kopp (1936) were troubled by inconsistent evidence 

regarding the outcomes of diffeent temperature curves produced by either form of fever 

therapy. In their experience, artificial fevas of shorter and lower duration seemed to 

produce better outcomes than higher and longer bouts of fever. They did note, however, 

that '%hose patients who did receive a large number of diathamy treatments at high and 

prolonged temperatures were those who were not responding well to treatment and 

therefore represent relatively recalcitrant cases" @. 1530). With regard to malaria 

therapy, Solomon and his colleagues found little correlation between the duration and 

intensity of fevas and the clinical results. They suggested "it still remains an open 

question as to what is the optimum condition for the most effective malarial and 

diathermy fever therapy" @. 1530). 

The Swing Method 

Five years later, Solomon, Kopp, and Rose (1941) had apparently vacillated and 

were conducting radically innovative and empirical experiments using artificial feva 

therapy to explore a so-called intriguing problem they had contrived. In their preliminary 

report, they disclosed the results of treating eight patients with hypohyperthermia. With 

this treatment the patient's body temperature was first lowered to 90 F, then a fever 

cabinet was used to rapidly increase the patient's temperature to 105 F. Although it had 

been established that high and prolonged fevers benefited general paretics, it had o h  

to Solomon and his colleagues that spirochetes would also be unable to withstand low 

temperatures. They believed "relatively wide swings of tanpaature might be effective in 
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stailking the human brain of the spirochetal invaders7* @. 96). Solomon, Kopp, aad 

Rose (1 94 1) summarked their technique as follows: 

The patient is prepared by a cleansing enema on the evening before and by 

the omission of brddast, He is placed in the fever cabinet with the cover 

open, and the constantly recording rectal thennometer is inserted. After a 

period of ten or fifteen minutes for stabilization of the temperatwe, the 

anesthetic is injected slowly to ... produce satisfactory anesthesia. 

Approximately one hundred pounds of finely-cracked or shaved ice are 

placed about the patient from the axillae to below the knees, excluding the 

back One arm is kept exposed for blood pressure readings and 

subsequent venipunctures. More pentothal is injected from time to time in 

decreasing doses to maintain the anesthesia When the temperature f d s  to 

the desired level* the ice is removed, the body d a c e  is dried, warm 

blankets applied, and the cabinet cover is lowered and the heat turned on. 

After the patient's temperature begins to rise, the inductothenn is turned 

on and cabinet temperature maintained at 102 to 1 05 F until the patient's 

rectal temperature reaches the desired level above normal. The cabinet is 

then opened, and the body temperature allowed to return to normal @. 98). 

The researchers "preferred to have the patient awake and cooperative during the 

application of heat" @. 97). However, a short-acting intravenous anesthetic was used 

during the oooling phase. More important than their obsavation that without anesthesia 

patients were extremely uncomfortable, "shivering and other mechanisms of preserving 

body temperature are effective in holding the temperature almost constant beyond the 
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period of tolerance of the cold" (Solomon, Kopp, & Rose, 1941, p. 97). However, if 

anesthesia was administered to dull the cerebral centers, the patient would fail to shiver 

and temperature reduction would be expediated. 

The anesthetic not only produces generalized muscular relaxation but also 

probably paralyzes the heat-regulating mechanism in the hypothalamus. In 

this way the body is temporarily converted into a condition similar to that 

found in the cold-blooded aaimal (Solomon, Kopp, & Rose, 1941, p. 99). 

Another fortunate effect that soon became apparent was "that the discomfort ordinarily 

felt by a patient when his temperature is raised above nonnal by physical methods is 

considerably less after the cooling process than when one starts an upward rise in 

temperature h m  the normal level" (Solomon, Kopp, & Rose, 1941, p. 102). 

Solomon, Kopp and Rose (1941) noted that patients were not disturbed by the 

treatment. Reportedly, within hours of receiving hypohmyrexia, patients were up and 

about and displayed no symptoms of discomfort. Although dulled and drowsy while their 

temperatures were lower than 91 F, after that, the patients were responsive and 

cooperative. "They did not complain of being cold, even though they were shivering and 

appeared uncomfortable" (p. 102). Another side effect of the anesthetic was amnesia, 

therefore, "patients had no unpleasant recollection of the period of low temperature and 

none of them objected to a second treatment'' @. 102). In fbct, two patients received 

spinal anaesthesia to experimentally determine whether the amnesia was due to the 

decreased temperature or to the anesthetic per se. In one case, the temperature of a M y  

conscious patient was reduced to 88 F for forty minutes. He experienced no amnesia and 

stated '%e would not object to a -tion of the treatment" (Solomon, Kopp, & Rose, 
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1941, p. 102). Solomon, Kopp and Rose (1941) recommended that a larger group of 

patients would need to be obswed over a longer paid of time Wore  any definite 

therapeutic conclusions could be justified regankg how the swing method compared 

with ordinary fever treatment. 

As presented in Chapter IV, in 1923. Solomon had promoted so-called 

nonspecific remedies as a therapeutic method to increase the immuuity reaction of the 

patient. In conjunction with general hygiene strategies that would eliminate physical and 

mental stress, feva therapies were supposed to allow physicians to "strive constantly to 

improve the patient's general condition in hopes of increasing his bodily defense' 

(Solomon, 1923c, p. 1747). However, over the following two decades, it would seem 

that Solomon's7 Kopp's, and Rose's (1941) hypohyperthermia treatment reflected 

Solomon's (1923a) admonishments regarding specific chemotherapeutic treatments for 

severe cases of neurosyphilis. 'We must use methods at our command more 

intensively.. .if one is to obtain results, the treatment must be pushed to the limit of the 

patient's tolerance" @. 642). 

Within this chapter, the graphic descriptions of different treatment regimes 

patients were subjected to provide disturbing examples of the extremes to which 

empirical experimentation was taken. Malaria and artificia fever therapy, originally 

justified as extra-odhary treatments for a limited number of hopeless g e n d  p d * ,  

had became ordinary. Not all presentations of malaria and artificial fever therapy were as 

provocative. For example, in his 1937 article, O'Leary provided a more conservative 

review of the current state of fever therapy. 
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09Leary's Combined Fever .ad Chemotherapy 

In his Chaiman's Address, read before the Section on Dermatology end 

Syphilology, at the 88& Annual Session of the American Medical Association's 1938 

wnference, Dr. Paul A. O'Leary, of the Mayo Clinic in Rochester, provided a succinct 

summary of the "Present-Day Status of the Treatment of Neurosyphilis." His address was 

subsequently published in The Journal of the American Medical Association. Although 

O'Leary (1937) acknowledged the treatment of neurosyphilis was at an early point in its 

evolution, he claimed: 'We have passed through the trial era of specific treatment and 

have now had sufficient experience with nonspecific measures to crystallize our concepts 

of their therapeutic value'' @. 1163). For the most part, the following review by O'Leary 

(1937) resonates with Moore's (1933) textbook description of the treatment of 

neurosyphilis presented in the preceding chapter. 

The treatment a patient d v e d  - specific, nonspecific, or a combination - was 

dictated by the stage of his syphilis. O'Leary (1937) loosely divided syphilis into thra 

major stages: (1) early syphilis; (2) asymptomatic nezuosyphilis; and (3) severe 

neurosyphilis. He reported standard chemotherapy (i.e., imphenatnine combined with 

bismuth or mercury) would prevent neurosyphilis from developing in 94 per cent of the 

cases of early syphilis. Furthermore, in early neurosyphilis, routine chemotherapy should 

pexmanently reverse the cerebrospinal fluid in most patients 75 pa cent of the time. In 

the following example of routine treatment, it is apparent that a combination of both 

specific drugs and nonspecific fevas were united in the aggressive treatment of syphilis: 
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Routine treatment was given either intermittently or continuously, with 

compounds of bismuth or mermry admhistered simultaneously with, or in 

the intervals between, the courses of arsphenamine. htraspinal therapy is 

carried out by drawing 50 cc. of blood &om the patient half an horn after 

he receives an injection of one of the preparations of arsphenamine. The 

saum thus obtained is inactivated at 37 C. and injected into the spinal 

canal after withdrawal of an equal amount of spinal fluid. Tryparsamide 

therapy consists of ten injections to a course, given concurrently with 

injections of a bismuth compound. A rest period of two months is 

pexmitted between courses. In malaria therapy fkom twelve to fourteen 

bouts of fever were origmally allowed each patient, while now eight or 

nine such febrile reactions ate considered dEcient. Combined treatment 

comprises the foregoing methods of treatment, used either successively or 

concurrently (O'Leary, 1937, p. 1 163). 

O'Leary (1937) recommended that "the treatment of the patient who has syphilis 

of the nervous system must be individualized" (p. 1166). He suggested that patients 

should only receive nonspecific fever therapy after two unsuccessful courses of specific 

chemotherapy or if they showed early symptoms of dementia paralytics. In deciding upon 

a nonspecific treatment, O'Leery (1937) indicated several factors needed to be 

considered: the duration of the syphilis, the type and degree of neurological symptoms, 

and the patient's age and general condition. Of course, more favorable d t s  could be 

expected the sooner the syphilis was diagnosed and treated. According to O'Leary 

(1937), chemotherapy "was practically valueless in the treatment of patients who gave 
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evidence of well established dementia paralytica" (p. 1166). Favorable d t s  should not 

be expected when there was a significant degree of parenchymatous and vascular 

involvement. 

Maintaining his focus on chemotherapy, O'Leary (1937) admonished that fever 

therapy, ''imqxdive of the type used, must be given in conjuncton with, or it must be 

followed by, chemotherapy" @. 1 166). Although the best results were obtained prior to 

the manifestation of clinical symptoms of general paresis, O'Leary (1937) focused his 

discussion on the treatment of severe neurosyphilis to "shock therapy, of which 

chemotherapy is an essential part" (p. 1164). He insisted that chemotherapy needed to be 

started immediately following any form of feva therapy. Of the many chemotherapeutic 

agents available, O'Leary (1937) advocated tryparsamide. When used in conjunction 

with fever therapy, the best clinical and serological remission rates were obtained. 

O'Leary (1937) credited Wagner-Jauregg with discovering the first method to 

c~ntrol neurosyphilis and claimed malarial inoculation had "weathered the trial of time 

and experience in thousands of cases" @. 1166). On the other hand, he believed malarial 

inoculation was mcre effective with asymptomatic neurosyphilis stating 'hdarial thgapy 

is of more value in the prevention of dementia paralytica than it is in the treatment of it" 

(O'Leary, 1937, p. 1 164). For the most part, O'Leary (1 93 7) did not distinguish between 

malarial inoculation and mechanical forms of artificial fever therapy. He mentioned that 

artificial fever therapy produced by radiothem, hypertherm, and a variety of mechanical 

and other less effective methods (e.g., typhoid, b a d e )  had been developed to provide 

a simpler alternative to malaria therapy for producing fevns in patients. He contended, 

however, that because the thermal death point of spirocheta pallida was 114 F, an 
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unknown biological phenomenon (not temperatme p a  se) was responsible for treatmeat 

success. In more malignant forms of neurosyphilis, he suggested that more strenuous 

fevers were required. Ultimately O'Leary (1937) concluded: "Fever therapy in the 

treatment of neurosyphilis, although used empirically, should be administered in 

conjunction with, or immediately followed by, chemotherapy" @. 1 166). 

In 1940, 0'- was the first author of a paper prepared by the powerful 

Cooperative Clinical Group evaluating the relative efficacy of malarial inoculation and 

artificial fever in the treatment of neumsyphilis. A detailed discussion of the Cooperative 

Clinical h u p  and the paper they produced is provided in the following section. 

Cooperative Clinical Group - Malaria Versus -ciaI Fever Therapy 

In No Manic - Bullet: A Social Historv of Venereal Disease in the United States 

Since 1880, Man M. Brandt (1985) only mentioned malaria therapy in a footoote in the 

context of the 'chaotic' state of syphilography in 1925. At this point in history, the 

relative efficacy of a wide range of treatments for the various forms of neurosyphilis was 

impossible to determine due to unreliable and 'piece-meal' data. Juxtaposed along side 

the many variations of specific pharmacological remedies, Brandt wrote: 

Some physicians treating syphilis in mental institutions during the 1920s 

and 1930s employed 'fever therapy.' Patients were deliberately infected 

with malaria, which, it was hoped would kill off the infecting spirochete. 

The efficacy of this treatment wis never conclusively verified @. 226). 

Immediately following this section, Brandt (1985) introduced the Cooperative Clinical 

Group. 
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The Cooperative CUoied Group 

The Committee for Research in Syphilis was established in 1928 by a group of 

philanthn,pists in cooperation with the Public Health Service and the American Social 

Hygiene Association. Together they hoped to infuse h d s  into the much neglected and 

stigmatized area of syphilis research. The CRS believed by providing generous grants to 

distinguished researchers, clinical and laboratory research with greater scientific integrity 

would be produced. To llfill this mandate, the Cooperative Clinical Group (CCG) was 

formed in 1929 bringing togetha numerous directors (and their material) from the most 

prestigious syphilis clinics in the United States. Over the next two decades, the CCG 

published more than a dozen definitive papers regarding the development of technical 

innovations and treatment regimens for a whole spectrum of syphilis related issues. 

Particular emphasis was placed on syphilis in pregnancy, cardiovascular syphilis, and 

neufosyphilis. Brandt (1985) suggested the Cooperative Clinical Group 'karked the first 

such cooperative venture in the history of American medical research, and the success of 

the group set a valuable precedent for future joint ventures in American clinical medicine, 

laying the basis for the now orthodox cooperative clinical trial" (p. 130). 

In 1940 the Cooperative Clinical Group, in conjutlction with the U.S. Public 

Health Sewice, published a thorough review regarding the efficacy of "Malaria and 

Artificial Fever in the Treatment of Paresis" in The Journal of the American Medical 

Association (O'Leary, Bmetsch, Ebaugh, Simpson, Solomon, Warren, Vondalehr. 

Usiltoa, & Sollk, 1940). Using a rigorously defined classification system, both clinical 

and serologic results for paretics were evaluated in 1,100 c a s a  of malarial inoculation 

and 320 cases of artificial fever therapy. Their involved classification systems for both 
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forms of treatment included: (1) degree of initial involvement (mild, intermediate, 

severe); (2) clinical results (remission, improved, unimproved, progressed, death); and (3) 

serologic d t s  (unknown, negative, mildly positive, moderately positive, strongly 

positive). A detailed description for each of these factors is provided in Appendix A. 

The CCG (1940) generated an elaborate statistical report adjudicating the efficacy 

of malarial inoculation and artificial feva therapy. In the following section, although I 

have provided the CCG's overall results in Table 8, I will concentrate my discussion on 

Remission Rates in Table 9 and Mortality Rates in Table 10. These discussions are 

followed by CCG's (1940) pronouncements on the optimal intensity and duration of 

fevers are presented in Table 1 1. 

Clinical Results 

In Table 8, the CCG's (1940) overall clinical results for patients three years post- 

treatment are presented in a matrix of probable outcomes: Type of Fever Therapy 

(malaria, artificial fever) by Degree of Initial Involvement (mild, intermediate, severe) by 

Clinical Outcome (remission, improved, unimproved, progressed, death). 



Table 8 

O v d  Clinical Results for General Paretics Three Years Post-Treatment 

MaIaria Thera~y 

Artificial Fever Thera~y 

This complex array of factors illustrates how a simplified notion of the malarial treatment 

of general paresis represents a highly problematic conflation of many possible outcomes 

for a range of individual patients. The confusion is compounded fbrther by the variability 

of how diverse researchers at different institutions conducting disparate experiments 

operationalized each of these fadors. To echo Epstein, Solomon, and Kopp (1936): "As 

previously noted in the reports on malarial treatment there are hardly two groups of cases 

in the iiterature that are comparable with each other, as many variants enter into 

consideration" @. 1527). In an attempt to demonstrate the consequences of this 

canflation of factors, I will start by examining remission rates in the followhg section. 

Remission Rates 

Remission was defined as " d c i e n t  clinical recovery to pennit the patient to 

return to his former socio-eonomic status" (CCG, 1940, p. 677). As Table 9 illustrates, 



- 138 

overall remission rates for malaria were 22.8 percent and 30.3 percent for artificial fever. 

The CCG (1940) found that earlier treatment led to better clinical results and the milder 

the degree of initial involvement, the sooner clinical remission occumd. Although less 

than five per cent of patients who experienced a remission relapsed, severe paretics 

relapsed most kquently. 

Table 9 

Rates of Remission for G e n d  Paretics Three Years Post-Treatment 

. .  . 

As the Table 9 indicates, approximately 50 per cent of the mild cases and 25-30 

per cent of intermediate cases experienced 111 remission with either form of treatment. 

Form of Fever 
I 

Malaria 
Artificial Fever 

For severe paretics, remission rates dropped to only 11.3 pacent for artificial fever, and 

Intermediate 
Yo 

25.1 
30.9 

Mild 
Yo 

52.3 
52.8 

to only 1.0 percent for malarial inoculation. Other than in severe paresis, there was not a 

significant difference between malaria and artificial fever remission rates. However, with 

Severe 
./. 
1.0 
113 

these statistics it becomes absolutely clear that depending upon which category of general 

paresis a patient fell into, radically different treatment possibilities existed. This was also 

Total 
% 

22.8 
30.3 

true of treatment-related mortality rates. 

Treatment-Related Mortalitv Rates 

I .  contrast to the majority of researchers, the CCG (1940) were very conservative 

in their estimates of the crude death rates attributed to both forms of fever treatment. In 

addition to cases who actually died during treatment, patients who died, of any cause, 
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within three months of receiving feva therapy were also included in the treatment-related 

mortality statistics. The breakdown is presented in Table 10. 

Table 10 

Mortality Rates for General Paretics Treated with Malaria Versus Artificial Fever 

Overall, the total treatment-related mortality for malaria was 13.4 percent, 

whereas it was only 8.1 percent for artificial fever. With both forms of treatment, the 

more severe the involvement prior to treatment, the greater the treatment-related 

mortality. Rates of mortality due to artificial fever therapy were consistently exceeded by 

malarial inoculation. Whereas 25.8 percent of severe paretics died, only 9.4 percent of 

the intermediate, and 4.2 percent of the mild cases died when inoculated with malaria 

-(CCG, 1940, p. 678). 

The generally accepted outcome statistics reported for malaria therapy were 

fkquently reported to be: 30 percent remissioa, 30 percent improvement, 30 percent IIO 

improvement, and 10 percent mortality. When the efficacy of the malarial treatment for 

general paresis is reinterpreted to take into consideration the class of patient, the d t s  

appear to be far less favorable for certain categories of patients. 
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The repemussions of malarial inoculation for severe paretics must be considered 

independent b m  categories of patients manifesting intermediate or mild d e m  of 

initial involvement. According to the CCG's (1940) report, malaria thaapy could 

promise only a 1 percent chance of remission. When this possible benefit is weighed 

against the risk of a 26 percent treatment-related mortality, clearly doctors' and patients' 

hopes for a cure were truly desperate. Even when the clinical treatment outcomes for 

remissions and improved cases are combined (i.e., 0.8% + 16.1 % = 16.9%) and compared 

with incomplete, progressed and dead cases (i.e., 35.3% + 13.3% + 34.5% = 83.1%), the 

results for malarial inoculation did not p v i d e  much hope for the swae patients. 

Perhaps this explains the shift from viewing malarial inoculation as a cure for severe 

paretics to a prophylactic measure for asymptomatic neulosyphilis. 

Serological Results 

The serological results in the CCG's (1940) report are difficult to follow and 

appear to be less reliable than the clinical data due to missing and incomplete data 

(particularly in the malaria treated cases). Serological status was compared to clinical 

results three years post-therapy. The CCG (1940) researchers noted that reversals of the 

cerebrospinal fluid and blood, h m  positive to negative' were twice as great when either 

form of fever treatment was combined with chemotherapy. Alternatively, almost half of 

the patients who obtained a serological reversal without receiving chemotherapy 

expezienced relapses. Although clinical success appeared to be independent of a reversal 

in spinal or blood serology in 52 per cent of the cases, researchers claimed "reversals of 

both blood and spinal fluid were associated more than twice as fkquently with clinical 

success as with clinical failure'' (CCG, 1940, p. 68 1). Furthermore, they suggested spinal 
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fluid was a more important indicator then blood serology. In the final analysis, the 

CCG's (1940) report failed to diminish the confusion in the literature regarding the 

questionable relationship of serology to clinical outcome. However, the CCG's (1940) 

discussion regding the optimal intensity and duration of feva was more clear. 

Fever Duration and Intensity 

As presented in Table 1 1, the CCG (1 940) classified patients into four groups 

according to the duration and intensity of fwa they received. 

Table I1 

Duration and Intensity of Fever Administered to General Paretic Patients 

Based upon these groupings, the CCG (1940) found the best results were obtained in 

groups C and D. In other words, treatment of moderate duration combined with higher 

temperatures appeared to be the most efficacious. However, the authors declared: 

No clinical advantages were gained by submitting patients to temperahues 

of 106.5 F or above. This observation is particularly important since we 

are of the opinion that temperatures between 106.5 and 106.7 F are 

D 

Moderate 
5.5 

8.0 hours 
44 hours 

1 

Maximum 
106.0-106.9 

C 

Moderate 
7.8 

7.0 horn 
56 hours 

High 
106.0-106.9 

DURATION: 
Avg # of Sessions 

, Hours per Session 
AvgDuration> 101 F 

INTENS- 
Maximum Temperature (F) 
% of Total Fever Hours 

A 

Minimum 
12.8 

2.5 hours 
30.5 hours 

Minimum 
104.0-104.9 

B 
. . 

Maximum 
10.3 

6.5 hours 
69 hours 

Moderate 
105.0405.9 

41% 26% 57% 
107 F> 
8% 

38% 
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apparently the highest safe temperatures that can be used in clinical 

practice, and then only when sumunded by safeguards (p. 680). 

The CCG (1940) concluded the production of fwas greater than 106.7 F were 

mecessary and hazardous. 

Although the CCG (1940) compiled these outcome statistics and established new 

standards for research, not all investigators subscribed to them. In the following section I 

wiU present such a paper published by Carson in 1943. Although he referenced the 

CCGYs 1940 critical paper, Carson (1943) provides only one example contained in the 

feva therapy literature which illustrates how patients continued to be subjected to 

extreme treatment(s) . 

Patient Comfort and Snffering 

I will draw this chapter examining feva therapy@) - malaria and artificial fever - 

to a close by revisiting the three evaluative criteria established earlier in the Neymann 

section of this chapter: (1) high, prolonged, and controlled fatas; (2) decreased mortality 

rates; and (3) patient comfort. Although the CCG (1940) report addressed the first two 

criteria, the third, patient comfort, seems to have been overshadowed in the debate 

regarding the efficacy of malarial inoculation and artificial fevers. 

Carson 

In his use of artificially induced fever. Carson (1943) generally attempted to 

provide a total of 70 hours of fever of which at least 30 per a n t  was over 106 F. Carson 

(1943) also reported that he generally limited his sessions to five hours. At the same time. 

he admitted to subjecting one patient who faiIed to respond to the usual course of 

treatment to over 400 hours of fever therapy. Althou& the patient survived the 
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treatment, his condition did not improve. He also reported that he had subjected two 

cases to single sessions of 30 consecutive hours of f e v a P ~  One of these patients was a 

37 year old man with paresis, and chronic myocaditis. Despite treatment with 

tryparsamide and two sessions of fever therapy, Carson (1943) reported the patient's rapid 

physical and mental deterioration. He descni i  the patient and his treatment as follows: 

He was incontinent of urine and feces, disturbed, disoriented, resistive, 

assaultive, hallucinated and grandiose. Because he was evidently going 

down hill with ordinary therapy, he received a 30 hour session of fever 

with 25 hours at or over 106 F. He stood the treatment very well. 

Following this, he showed a definite improvementt He was quiq 

agreeable, partially oriented, no longer grandiose and no longer 

incontinent (pt 6 14). 

The patient died three months later. The CCG's 1940 review article was cited in the body 

of Carson's 1943 paper. Obviously Carson chose to disregard their comments regarding 

optimal (and less than optimal) temperature curves. However, Carson (1943) did 

explicitly challenge the CCG's reported 13 per cent aude treatment-related death rate, 

noting his own 7 per cent treatment-related mortality rate. Carson (1943) was not alone. 

For example, in 1940 Fong spoke of "a yet unpublished study of considerable i n t d '  in 

which Solomon (one of the authors of the CCG (1940) paper) mentioned the treatment of 

"several paretic patients by one prolonged fever of approximately eighteen hours at 106.7 

F' (p. 136). 

worth in^ - Actual Suffering 
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In 1933, Dr. Harry J. Worthing published an article in Pwchiatric m e r l v  

comparing his experiences with the malarial and diathermic treatments of general pansis 

at St. Lawrence State Hospital in New Y o k  Aiter paying tribute to Wagner-Jaurea for 

stimulating a renewed interest in treating general paresis, Worthing (1933) discussed his 

own expaiences with various fever producing methods. In his initial exposure to 

diathexmy Worhhg, conducted a "considerable amount of experimentation with nothing 

but negative results" @. 245). For example, he unsuccessfidly attempted to produce a 

localized increase in brain temperature "by applying the electrode of a diathermy machine 

to the head" (p. 245). However, Worthing (1933) achieved more satisfactory d t s  

when Neymann's and Osborne's (1931) diathermia technology was applied, instead, to 
. - 

the trunk of the body. 

In contrast to most authors, Worthing (1933) not& 

[A] feature with our cases that the writer has failed to find stressed in the 

literature; namely, the extreme discomfort of patients after the temperature 

rises above 102 degrees Fahrenheit. All become restless, beg that the 

treatment be discontinued; their facial expression indicates actual dering 

(p. 251). 

Worthing (1933) sited a discussion he held with an "appreciative and intelligent 

recovered patient" @. 251) who had received first malarial inoculation and then 

diathermy treatment. The patient was emphatic that he would prefer an entire course of 

malarial inoculation to a single diathermy treatment. Although Worthing (1933) 

suggested the merits of either form of treatment would be determined by the 

circumstances of each individual case, his conviction was "there is more actual suffering 
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with diathermy than with malaria" @. 253). Beyond the mere technological aspects of 

treatment, Worthing (1 93 3) suggested "the expressed feelings of our patients.. .surely 

should cause one to pay partidar attention to these subjective complaints before fonning 

a final opinion as to the relative merits of diathermy and malaria" @. 251). 

A New Range of Possibilities 

The Cooperative Clinical Group's (1940) comprehensive report demonstrated the 

range of possible interpretations the feva treatment of general paresis could represent. 

Pahaps, to a degree, the riddle of contradictions reported in the diffaent pubIications 

were ameliorated by the CCG's (1940) attempt to produce: (1) a definitive set of 

statistics to validate the efficacy (or lack of efficacy) of both malaria and artificial fever 

therapy; and (2) a standardized classification, treatment, and reporting system. With 

regard to the success of artificial fever therapy, Brandt (1985) concluded "the efficacy of 

this treatment was never conclusively verified" @. 226). As for establishing standards, 

the published literature continued to demonstrate a wide range of empirical 

experimentation which appeared to disregard the CCG's recommendations. Even 

researchers who were participating mernbers in the CCG research pushed fever therapy to 

new extremes. For example, in the following chapters, I will present the research of both 

Bennett (1938) and Solomon, Rose, and Amot (1948) who pushed fever thempies into 

entirely new domains. 



CEAP'I'ERVII 

EXPANDING FEVER THERAPY BOUNDARIES: 

OTHER DISEASES & SOMATIC REMEDIES 

The previous chapter demonstrated that during the 1930's an increasing array of 

patients were subjected to various forms of fever therapy for any number of syphilis- 

related diseases. However, throughout the 1930's and 1940 '~~  the domain of feva 

therapy continued to expand beyond syphilis. In this chapter I will examine a range of 

disorders treated with malaria and artificial fever therapies, in conjuncton with other 

somatic remedies. 

The chapter begins with an examination of the second half of Bennett's 1938 

evaluation of artificial fever therapy that was already discussed in Chapter VI. In his 

review he also discussed the we  of artificial fevas to treat a number of disorders other 

than syphilis. Next, I will explore a collection of published abstracts fbm the First 

International Fever Therapy Conference in 1937. The Honorary Chaumsn, Wagner- 

Jauregg (1937), provided commmtary on the evolving status of fever therapy. Although 

the conference abstracts were separated into a dozen different sections, I will focus on 

three papers subsequently published h m  one section - fever therapy of gonococcic 

infections (Kmsen, Randall, & Stuhler, 1938; Schnabel & Fetter, 1938; Trautman, 

Stroupe, & Devlin, D.J., 1938). Without psychological sequel* and a fatal prognosis, 

fever treatment for the sexually transmitted disease gonorrhea, provides a critical contrast 

to syphilis and general paresis. Ducoste's (1937) cerebral malarial inoculation therapy, 

one of the few c o d i c e  abstracts which focused on the malarial treatment of general 

paresis, closes this section of the first half of this chapter. 
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In the second half of the chapter, another aspect of fever therapy that is apparent 

in the published literature is examined - the treatment of different psychiatric patients 

with combinations of fever therapy and shock therapies. An analysis is provided of 

investigators who treated general paretic patients with metrazd (Kenyon, Lozott; & 

Rapaport, 1941; Kenyon & Rapaport, 1941; Zeifert, 1941) and electroshock (Berkwitz, 

1942; Heilbnm & Feldman, 1943; Landau, Kopp, Rose, & Solomon, 1949; Solomon, 

Rose, & Amot, 1948). 

Ben11ett9s Experimentation with Other Neuropsychiatric Disorders 

In the first half of his "Evaluation of Artificial Fever Therapy for Neuropsychiatric 

Disorders,'' Bennett (1938) reported that over a three year period he and his colleagues 

had "carried out extensive hdarnental and clinical investigations on a large number of 

diseases, in an attempt to evaluate the proper place of artificial fever therapy (p. 1143). 

In total, 766 patients diagnosed with a broad range of disorders had received more than 

3,500 sessions o f  artificial fever therapy. Only 45 percent of the experimentation was 

conducted on cases of asymptomatic neurosyphilis, meningovascular nmsyphilis, 

dementia pdytica, and tabes dorsalis. Other neuropsychiatric disorders Bennett's 

institution treated with fever included: multiple sclerosis, neuritis, chronic meningococcic 

infecfioas, acute infectious chorea, toxic-infectious psychoses, and miscellaneous 

disorders (i.e., fuactional psychoses, lobar sclerosis, epidemic encephalitis, and cerebral 

arteriosclerosis). Although this range of experimentation led to varying degrees of success 

(and failure), Bennett (1938) declared that artificial fever therapy had been granted "a 

permanent place in medical therapeutics" (p. 1 14 1). 
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The treatment of some diseases with artificial fevas led to poor results. For 

example, with multiple sclerosis, Bennett (1938) determined "there seems to be little 

justification for continuing experiments with fwer treatment of this disorder" (p. 1148- 

1149). In retrospect, he questioned whether infection played m y  role in multiple 

sclerosis. With other disorders Bennett (1938) expressed fewa reservations. For 

instance, Bennett (1938) described artiEdal feva experimentation he conducted on five 

delirious patients whose manic and schizophrenic features were attriiiuted to toxic- 

iafectiow psychoses. Although Bennett (1938) recognized that g e n d y ,  the long t a m  

prognosis for such conditions was favorable even without treatment, he noted that the 

length of hospitalization could be significantly shortened when fever therapy was utilized. 

Bennett (1938) provided a detailed case history descn'bing the treatment of a '"vacuous, 

mute, incontinent, untidy, and uncooperative" (p. (p. 153) 54 year old man admitted for 

problems with memory, day-to-day functioning, and drinking: 

Six weeks after admission the patient had shown no appreciable 

improvement in mental status, although the dental infection and tonsils 

had been removed and radical operative procedures on the sinuses and 

nose had been carried out to nmove all possible foci of infection"'". 

1 153). 

Bennett (1938) reported that after two five hour fever treatments, the patient's behavior 

improved on the ward and he became "alert and interested and showed normal sensorial 

reactions, with 111 insight" (p. 1 153-1 154). 
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Bennett (1938) disclosed more disappointing results he had obtained with patients 

diagnosed with fuuctiod psychoses (i.e., psychoses assumed to have no biological 

basis). These cases had been used, empirically, as the control p u p  for the organic toxic 

infectious pup. Bennett (1938) drew the conclusion: 'We do not believe that feva 

therapy altered the course. At times temporary benefits were observed, probably to be 

explained by psychic shock" @. 1 154). 

In the following section, a discussion of the 1937 First International Confefeace 

on Fever Therapy makes it apparent that Bennett (1938) was not alone in his 

experimentation with fever on a wider range of disorders besides neurosyphilis. As 

Bennett (1938) obsewed, artificial fevers had '%become a valuable aid in the cure of many 

previously hopeless conditions" @. 1 154). 

The 1937 First International Conference on Fever Therapy 

Perhaps the ultimate illustration of the ubiquitous influence of fever therapy is the 

publication of Fever Theranv: Abstracts and Discussion of P a m  Presented at the First 

htemational Conference on Fever Therapy (Simpson, Bierman, Carpenter, Doan, 

Hartman, Hinsie, h e n ,  Neymann, & Warren, 1937) (i.e., IFC, 1937). The First 

International Conference emerged fiom six previous annual confaences on fever therapy 

held in American cities since 193 1. Because the publication of the complete papers 

would have required several volumes, only the 57 abstracts were published (in English, 

German and French) along with a dozen brief discussions regadins physiology and 

pathology; feva therapy with syphilis; feva therapy of gonococcic infections; and feva 

therapy in psychiatry, neurology, ophthemology, and other miscellaneous diseases (e.g., 

cardiovascular, rheumatic fever, chorea, arthritis, multiple sclerosis, pediatric diseases, 
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and so on). Obviously, the malarial treatment of nanosyphilis repmated only a firacton 

of the fever therapy research being presented h m  around the world. 

No Boundaries 

As testimony to the significance of this codefence, the publication was prefaced 

with a letter h m  President Roosevelt commending the researchers for achieving "one 

more long step forward in our warfare against disease" (IFC, 1937, p. 1). In his letter, 

Roosevelt extolled: 

I trust that the meetings of this important Conference may be of interest 

and benefit to those who are privileged to attend them and that as a result 

of the forthcoming deliberations there will be even greater cooperation 

among all who participate in the common task of lightening the burdens of 

our fellowmen through the alleviation of human suffering @. 1). 

Official delegates from various levels of government were represented at the 

confkrence including: the New York City Department of Hospitals, the New York City 

Department of Health, the United States Public Health Service, the United States Army, 

and the United States Navy. Beyond the United States, national committees for the 

conference were struck in 24 countries including: Austria, Belgium, Brazil, 

Czechoslovakia, Denmark, England, France, Germany, Greece, Holland, Hungary, Italy, 

North a c a ,  Norway, Poland, Portugal, Roumania, Spain, Sweden, Switzerland, Turkey, 

U.S.S.R., U.S.A., and Yugoslavia Representatives h m  Ministries of Health from 13 

countries included: Australia, Austria, Belgium, Camda, Colombia, Denmark, England, 

France, Greece, Mexico, Nicaragua, Salvador, and Yugoslavia Physicians h m  sixteen 
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countries attended the conference. In their prefefence to the publication, the Amtican 

Committee claimed: 

The enormous strides which have been made in the field of fever therapy 

have been due to a large extent to the constant exchange of experiences by 

research workers in many countries. The success of the First International 

Conference demonstrates anew the fact that medical research knows no 

international boundaries (IFC, 193 7, p. xiv). 

Honoruy Cblirrmn - WagnerJawegg 

The publication was dedicated to Nobel Laureate, Professor Julius Wagner- 

Jauregg, of Vienna, the "Honorary Chairman of the First Intematiod Conference on 

Fever Therapy, with the Admiration and Respect of the Participants in the Coderence, on 

the Occasion of His Eightieth Birthday" @. v). In his message to the conference 

participants, Wagner-Jauregg situated his original malaria therapy in the context of the 

present-day fever therapy research represented at the Fitst International Fever Therapy 

Conference. Wagner-Jauregg (PC, 1937) noted that ''hdamental change did not come 

until a real infectious disease? viz. artificial malaria, was used for the treatment of general 

p d y s i s  of the insane'' @. 2-3). He also specified "malarial inoculation to be the starting 

point of the artificial fever methods" @. 4). 

Wagner-Jauregg (IFC, 1937) acknowledged the constaut evolution of new 

mechanical methods to produce fevas - hot baths, diathermy, radi~thermy~ KettRing 

Hypertherm - however, he simply stated that his lack of personal experience with the 

technologies prevented him &om evaluating the relative efficacy of the various methods. 
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He concluded: "It makes no difference that the theoretical foundation of a thempeutic 

method is wrong, providing th-tic success is senned" (IFC, 1937, p. 3). 

With regard to the theoretical mechanism of fever therapy, Wagner-Jauregg 

refuted the notion that the process was based exclusively on high tempaatures. The 

ultimate goal of any fever therapy - malaria or artificial - was to "improve the resistance 

of the organs and tissues against the pathogenic agent" (IFC, 1937, p. 4). It was not 

intended to simply destroy the pathogenic organism. Furthermore, recognizing the 

refinement of drug therapies for syphilis, Wagner-Jauregg stated that '%om the 

beginning ... I have always combined the malarial treatment of general paralysis of the 

insane with a specific treatment" (IFC, 1937, p. 4). Although Wagner-Jauregg conceded 
. . 

that no mahod had managed to consistently eradicate the syphilis spirochete from the 

human body, varying degrees of success had been achieved in the treatment of 

neurosyphilis. 

In the final andpis, Wagner-Jauregg (IFC, 1937) suggested that the research 

presented at the Annual Fever Therapy Confetences over the past several years provided 

ample evidence that "general paralysis, though it was the first indication for feva 

treatment, has almost been pushed into the background as compared with the many other 

diseases'' (p. 4). In the next sections of this thesis, I will examine some of the new 

directions in which fever therapy developed. 

Research of some of the authors who presented at the 1937 First International 

Fever Therapy Confetence has been discussed in the previous chapter (e.g., Bennett, 

Neymann, Solomon). Although I am unable to conduct a complete analysis of all the 
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abstracts published from the 1 93 7 First International Fever Therapy Conference, the work 

of several contriiuting authors will be presented in the following two sectiom. 

In the first section, I will present three papers reporting on the treatment of 

another sexually transmitted disease, gonorrhea (Trautman, Stroupe, & Devlin, 1938; 

Schnabel & Fetter, 1938; Krusen, Randall, & Stuhler, 1938). These papers provide 

examples of innovative fever therapy research conducted by more obscure researchers on 

another sexually transmitted disease. In the second section, I will discuss Ducoste's 

(1937) "Cenbral Malaria Inoculation in the Treatment of General Padysis." Not only 

was this one of the few 1937 abstracts to focus on the malarial treatment of general 

paresis, it also united specific, intracerebral, chemotherapeutic technology with 
- .  . 

nonspecific fwer therapy. 

The Fever Treatment of Gonorrhea 

The f w a  treatment of gonorrhea demonstrates how, in just five years, artificial 

fwer therapy had evolved h m  a highly experimental form of treatment to a widely 

accepted regimen that could be applied to a wider range of disorders. Once Carpenter, 

Boak, and Warren (1938) uncovered that many strains of gonococcus could be destroyed 

if they were exposed to tempera- greater than 106 F for six to 25 hours, experiments 

with the fever treatment of gonorrhea proliferated. In the published proceedings of the 

First International Conference on Fever Therapy an entire section was devoted to the use 

of fever therapy to treat gonococcic infections (TFC, 1937) By 1938, at least thee of 

these abstracts had been published in The American Journal of Sphilis. Gonorrhea and 

Venereal Diseases: (1) Trautmm, Stroupe, and Devlin; (2) Schnabel and F e y  and (3) 

Krusen, Randall, and Stuhler. 



Trautman. Stmube. and Devlin 

From the Departments of Fever Therapy and Urology at the U.S. Marine Hospital 

in New Orleans, in conjunction with the U.S. Public Health Service, Trautam, S t r o p ,  

end Dwlin (1938) published their straight-forward article "Fever Therapy in Gonococcal 

Infections.." Between 1934 and 1937, of the 430 patients receiving 2'597 artificial fever 

treatments in the Kettering Hypertherm, 279 patients diagnosed with some form of 

gonorrhea were treated (only two women). On average, patients were given six fevers 

between 106 F and 107 F for five to six hours. One patient died as a direct d t  of 

treatment and 53 othas did not complete treatment. Of the remaining patients 225 

completing their courses of fever therapy, 80 per cent were apparently cured. The papers 

published regarding the fever treatment of gonoccocal infecfions were less benign. 

Schnabel and Fetter 

In certain respects, Schnabel's and Fetter's (1938) article was similar to 

Trautman's, Stroupe's and Devlin's (1938). A typical session of fever therapy in the 

Kettering Hyperthem involved six consecutive hours of fever between 106 F to 107 F at 

two to three day intervals with the number of fevers determined according to the type of 

gonorrhea being treated. In other respects, however, Schnabel's and Fetter's (1938) 

article seemed less straight-forwd. For example, Schnabel and Fetter (1938) cautioned 

"the hazards of fever therapy, particularly at the high temperature levels needed for 

treating patients with gonococcal infections, should, however, be reemphasized in all 

articles dealing with this subject" @. 40). They admitted that artificial feva therapy 

would have an "irreducible slight mortality" (p. 40). However, according to the 
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researchers, the safety of the treatment depended on the skill and experience of the 

researchers rather than on the type of fever producing technology used. 

Schnabel and Fetter (1938) were surprised that only 22 patients refused to 

cooperate with fever therapy "considering the great discomfort incident to any fever 

treatment, and the fact that most of our patients came from underprivileged and ignorant 

groups" @. 41). The cases treated by Schnabel and Fetter (1938) included fanales and 

children. Although they chose not to treat any children younger than eight years of age, 

fifteen of the participants were girls between the ages of 8 and 15 years of age being 

treated for gonorrheal vaginitis. They noted: 

In fact, we were extremely f a  of the outcome in the first few of these 

patients treated. Increasing experience has taught us to lose our fear.. .So 

far we have had no more trouble with these girls than we have had with 

adults, and we have found them, surprisingly enough, to be quite docile 

and cooperative (Schnabel & Fetter, 1938, p. 42). 

In their report, KNsen, Randall, and Stuhler (1938) provided even more provocative 

information regarding their cases and the treatments to which they were subjected. 

Krusen. Randall. and Stuhler 

Krusen, Randall, and Stuhler (1938) of the prestigious Mayo Clinic in Rochester 

published "Fever Therapy Plus Additional Local Heating in the Treatment of Gonorrhea." 

The researchers used the Kettering Hyper&herm to administer more tban 2,600 fever 

treatments to over 600 patients. The article focused on 361 cases of gonorrhea who had 

received 1,698 artificial fever treatments between 1933 and 1937. Although 68 per cent 

obtained negative cultures, 74 per cent showed improvement. Krusen, Randall, and 



156 

Stuhler (1938) fine tuned their statistics W e r  by excluding 95 of the 361 cases from the 

analysis (but not the treatment). OM hundred percent of the patients who completed 

treatment showed improvement and 92.5 per cent obtained negative cultures. Certain 

cases had been excluded fiom the analysis for any number of masons: medical 

complications; patients 'lacked courage to complete a series of treatments;" and, 

"although they had a definite history of gonorrhea, there were no positive cultures or 

smears to prove its presence" @. 195). Courage aside, it was unclear why patients who 

showed no symptoms of gonorrhea received any treatments. 

Originally, on average, patients received five fever sessions in which temperatures 

were maintained at 106.7 F for six to ten hours. Later in the research, in an attempt to 

reduce the number of sessions, patients received a single fever session of 10 to 12 hours. 

Krusen, Randall, and Stuhler (1938) admonished that the single treatment method should 

not be taken lightly. However, they suggested "a single session of feva therapy properly 

administered for ten hours is probably safer than 6 sessions each of five or six hours' 

duration" (p. 19 1). In addition, 'St also encourages that patient greatly if he bows that he 

has a fair chance of getting the rather disagreeable business of the fever treatment over 

with at one session" (P. 19 1). In their attempts to provide single treatments of prolonged 

fever, the researchers encouutered some difficulties. To overcome kquent failures of the 

peripheral circulation during these initial treatments, a milder, preliminary fever was 

induced prior to the more prolonged treatment. One day before their major treatment, 

patients received a combination of mild ultraviolet irradiation, a 30 minute hot bath, and 

were wrapped in blankets for 90 minutes. 
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Given social, economic, and physical costs of gonorrhea, h e n ,  Randall, and 

Stuhler (1938) advocated that '?he slight hazard of fever treatment seems entirely 

justified" @. 186). The researchers suggested that 25 per cent of women who did not 

receive feva therapy would require a major pelvic operation that involved a significantly 

greater degree of risk. In an attempt to ameliorate the risks, they "attempted a number of 

innovations in the hope of making the treatments safer and more effectivey' (p. 186). 

First, Krusen, Randall, and Stuhler (1938) experimented with the use of oxygen during 

treatment. They found with higher fevers, the addition of an oxygen tent slightly 

improved treatment outcomes. However, they were unsure whether additional technical 

difficulties and somewhat increased patient discodort were justified. Second, they also 

experimented with the local application of heat with diathermy in 40 cases of refkctory 

pelvic inflammatory disease. On average, patients received six fever sessions in which 

rectal temperatures were brought to between 109 F and 112 F. In six of these cases, 

patients received 12 hours of fever in a Kettering Hyperthem with temperatures reaching 

106.7 F plus two hours of local pelvic heating with diathermy. In one instance, a patient 

who "did not obtain a negative culture after 2 ten-hour sessions of feva therapy, but the 

culture finally did become negative when high fever was induced for twelve hours and 

vaginal diathermy was administered for two hours7' (Krusen, RmdaIl, & Stuhler, 1938, p. 

193). 

In the 1937 International Fever Therapy Conference abstracts and subsequently 

published articles, it becomes clear that the boundaries of fever therapy had expanded, 

quite dramatically, beyond Wagner-Jauregg's original 1927 Nobel Prize winning malarial 

inoculation for general paresis. Not only had the technologies to produce fevers 
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proliferated, so too had the diseases treated. Just as patients with milder forms of syphilis 

were treated with fevas, individuals suffering with gonorrhea were also subjected to 

radical febrile technologies. At times, the treatment seemed to be more severe than the 

sexually transmitted diseases. Fever thaapies, originally justified as providing treatment 

for, or prophylaxis against, the hopeless and fatal prognosis of general paresis had been 

adopted as treatment for nonfktal, sexually transmitted diseases. 

Ducoste's Cerebrrrl Malarial Inoculation 

Dr. Maurice Ducoste, physician-in-chief, at the Villejuif Psychiatric Hospital in 

France, described cerebral malarial inoculation, or cerebral impaludation, as a short and 

simple technique for treating general paralysis. After boring through the skull with an 

electric trephine, an equal combination of malaria inoculated blood and antitoxin was 

injected directly into either one or both of the hntal lobes. Apparently, afkr some 

earlier trials, it was determined that injections into the other lobes were not as effective. 

Eighty-one percent of the 435 paralytics treated with cerebral impaludation over a ten 

year period were reportedly cured. Thirteen percent failed to recover and six percent died 

(several months after treatment). Ducoste (1937) claimed that with his treatment, relapse 

was even more rare than with ordinary malaria inoculation. Ducoste (1937) also claimed 

that "the harmlessness of the cerebral injection is absolute" @. 148) and "the repetition of 

injections of virulent blood, therapeutic serums or antitoxias into the brain of paralytics 

brings no disastrous reactions" (p. 149). Ducoste (1937) concluded: 

In spite of many unknown factors this intracerebral therapy, because of its 

i~ocuousness, its easy application and the very good result which it has 
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given in general paralysis deserves a consideration which it will probably 

be accorded when better known @. 150). 

Although Ducoste's (1937) cerebral impdudation never gained wide acclaim, 

perhaps, it presented a harbinger for another somatic mnedy - the lobotomy - that was 

being introduced into psychiatry arouud this time. In his history of lobotomy, Valenstein 

(1986) suggested Ducoste's research may have provided the original impetus for Moniz's 

epiphany to surgically ameliorate mental illness. In 1932, not only had Ducoste's 

presentation of cerebral impaludation immediately premxied Moniz's report on arterial 

angiography, their papers were subsequently published one after the other in the same 

issue of the Bulletin de 1'Academie de Medecine. Valenstin (1986) suggested that 
. . 

Ducoste's research "was a direct extension of Wagner-Jamgg's fever therapy" @. 1 18). 

He also noted that 'Tor several years [Ducsote] had been injecting malarial blood end 

other substances into the frontal lobes of schizophrenic and manic patients with 

'encouraging results"' @. 118). 

In the following section, I will analyze journal articles that demonstrate how the 

treatment of the psychiatric aspects of general paresis were transmuted over time. As has 

been demonstrated, patients diagnosed with disorders other than general paresis, such 

gonorrhea, were subjected to fever therapies. With Ducoste's cerebral impaludation, 

schizophrenic and manic depressive individuals had malarial iafected blood i dhed  into 

their frontal lobes. At the same time, somatic remedies intended, at least theoretically, to 

treat other psychiatric disorders were used on general paretics. As discussed in the 

following section, metraz01 and electroshock &empies provide unequivocal examples of 

this evolution. 
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Shock Treatmen@ and Fever Therapy 

The constantly expanding borders of fever therapy converged with a proliferaton 

of innovative psychiatric somatic remedies developed for various mental illnesses in the 

1930's and 1940's. In this section of the chapter, I will present the integration of shock 

therapies - metrazol and electmconVU1sive - with established fever treatment regimens. I 

will start by demonstrating the parallels between fever treatments and shock therapies by 

presenting metmzol research conducted by Zeifert (1941) on non-paretic patients. 

Purportedly, the first attempt to treat general paralysis with metrazol was made by 

Kenyon and her colleagues (Kenyon & Rapaport, 1941; Kenyon, Lozoff, & Rapaport, 

1941). Their research also illustrates how the different somatic remedies, fevers and 

shock, were combined with psychodynamic attempts to understand g e n d  paresis. 

Although they adopted the newer technology of electroshock, throughout the 1940's, 

Solomon, his colleagues, and other researchers, continued to generate shock treatments 

which they buttressed with psychological theories of g e n d  paresis (Berlcwitz, 1942; 

Heilbrun & Feldman, 1943; Landau, Kopp, Rose, & Solomon, 1949; Solomon, Rose, & 

Amot, 1948). 

Zelfert9s Metrazol Treatments 

Bennett's, Cash's, and Hoekstra's 1941 artificial fever therapy article in 

Psvchiatric Ouarterly was followed by Dr. M. Zeifert's prelimhary report of "Results 

Obtained h m  the Administration of 12,000 Doses of Metrazol to Mental Patients" at 

Bmoklyn State Hospital. As will be seen in the following section, the discourse in 

Zeifert's (1941) metrazol article is strangely reminiscent of much of the feva therapy 

literature regarding the treatment of general paretics. It was not too long after metrazol 
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treatments were introduced before they were factored empirically into shock treatment 

regimes for general p h c s .  

Between 1937 and 1941 more than 12,000 metrazol treatments were administered 

to a range of psychiatric patients at Brooklyn State Hospital (Zeifert, 1941). Although 

some initial experimentation was required to overcome several of the treatment-related 

complications (e.g*, bone decalcification, pulmonary infiuctioas, hctures or dislocations 

of the vatebrae, axms, legs, jaw and scapula), o v a  time, treatment regimes were refined. 

For example, mouth gags and more effective forms of restraint were developed to control 

patients and help reduce injuries. Despite the fact that patients experienced over 11,000 

grand ma1 seizures, only four deaths were reported. In particular, one patient diagnosed 

with paranoid dementia pnlecox died after his twenty-fifth metrazol injection when his 

temperature exceeded 109 F because his thenno-regdatory and vasomotor systems 

collapsed. 

Zeifert (1941) highlighted that the outcome of metrazol treatments at the Brooklyn 

State Hospital were more hopefbl than those reported by other institutions. Treatment 

efficacy was determined according to the patients' ability to be paroled successfblly back 

into community life. Zeifert (1941) found a high correlation between treatment outcome 

and duration of illness. Remission rates were reported as follows: (1) 84.3 per cent for 

acute cases of six months or less duration; (2) 47.2 per cent for intermediate cases of 

seven to 24 months duration; and (3) 22.3 per cent for chronic cases of 25 months to 30 

years duration. 
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In contrast to other institutions, Zeifat (1941) reported that Brooklyn State 

Hospital provided lengthier treatment regimes. On average, patients received 12 to 20 

treatments at a rate of three injections pa week. However, "the physicians found 

themselves obliged to carry the therapy to the point of confusion rather than to adhere to 

any fixed number of treatments" (p. 777). Although Zeifert (1941) emphasized the 

critical need for each case to be treated individually, he noted that "in in cases, treatment 

was continued until the patient gave evidence of codhion which, it is the opinion ofthe 

Brooklyn State Hospital, is highly important and should constitute the end-point" (Zeifat, 

1941, p. 777). Once remission occurred, Zeifert (1941) suggested that several additional 

treatments were required to guard against a transient confusion which could lead to 

relapse. 

Zeifnt (1941) provided the example of a patient with catatonic dementia praecox 

who failed to show any improvement until he had received 38 metnwl injections. The 

patient did not obtain a fbll remission until after he had received 46 treatments. Zeifert 

(1 94 1 ) concluded: 

There is, of course, no fixed guide to the number of treatments n e c e s q ,  

and at times it becomes a matter of fine clinical judgment to determine 

whether it is worth while continuing beyond a certain number of 

convulsions. The more delicate the clinical sense of the physician, the 

higher is the percentage of p o l e s  @. 777). 

Patients were to be maintained in the institution for observation for several weeks 

after their treatments were completed. The success of the Brooklyn State Hospital's 

patients was attributed to "the fact that they had an opportunity to adjust in the mwly- 
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regulated environment of the hospital. Those who failed to do so were not paroled" 

(Zeifert, 1941, p. 778). As with fwer therapy in the 1930's and lobotomies in the 19507s, 

an additional utility was attriiuted to this newest somatic remedy for patients who failed 

to be discharged: 

Among the patients who received treatment but failed to reach a stage that 

permitted discharge, were noted a considerable number who improved in 

conduct Many who soiled and wet themselves began to take care of their 

own hygienic needs. A number who were violent and destructive prior to 

treatment improved in conduct, notwithstanding the fact that they w e d  

their delusional trends (Zeifert, 1941, p. 772-773). 

Zeifert (1941) concluded: "the results here obtained warrant M e r  therapeutic 

use of this modality" @. 778). Although this new modality of treatment briefly 

flourished, it was not too long before it was supplanted by a new generation of shock 

therapies. Nonetheless, as you will see in the next section, metrazol experimentation was 

conducted on general paretics. 

Kenyon's, et al. Metrazol Treatment for General Paresis 

In 1941, Kenyon and Rapaport introduced the "first known metrazol treatment of 

the psychosis of general paresis" @. 158). Vivian Bishop ICenyonu* was a psychiatrist 

at the State Hospital in Osawatomie, Kansas; David Rapaport, a staff psychologist at the 

famous Menninger Clinic in Topeka, Kansas. Whereas Kenyon provided the theoretical 

foundation and the psychiatric intapetations in the article, Rapaport presented the 

objective psychological testing information. In their Journal of Nervous and Mental 

Disease article, Kenyon and Rapaport (1941) discussed the etiology of the psychosis of 
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dementia paralytics. They deliherated whether psychosis in general paresis was due to 

specific pathological infection and organic changes or whether it should be attn'butted to 

unstable personality structures. The researchers concluded %the m to be no doubt 

that an adequate psychotherapy is indicated in conjunction with specific treatmmt of the 

somatic disorder" (p. 149). 

In cases where specific remedies were ineffeve in the treatment of general 

paresis, Kenyon and Rapaport (1941) suggested using either metrazol or insulin shock 

therapies because they had proven successfid in reversing hctional psychoses. 

Furthermore, if shock treatments were efficacious, perhaps this would support the notion 

that psychotic symptoms frequently seen in general paretics could not be atttibuted solely 

to a specific biological etiology. Instead, they might share the psychodymmic etioIogy of 

hctional psychoses. 

Although Kenyon was unable to find any reports in the literature describing the 

treatment of general paresis with metrazol, she selected a case to test her hypothesis on. 

Acknowledging the "possible serious sequelae of inducing convulsions in a case of 

irreversible organic brain disease" (Kenyon & Rapaport, 1941, p. 150), she chose a 

relatively healthy paretic male to minimize the risk of complications. The patient was a 

25 year old male who was showing psychotic and depressive symptoms one year after 

receiving treatment for a compound hcture. to the right mands'ble. In addition, the 

patient's laboratory findings had indicated he was d e r i n g  h m  syphilitic 

meningoencephalitis or general paresis. 
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In March 1939 the patient was inoculated with malaria which led to 38 hours of 

feva ova  103 F before he expzienced a spontaneous remission. He then received a 

course of tryparsamide and bismuth. In May 1939,46 hours of ftva over 103 F were 

delivered in five fever cabinet sessions. Bismuth and mercury treatments were continued 

until August 1939. The patient remained depressed, untidy, and uncooperative on the 

ward. To help the patient become more accessible for psychotherapy, all specific 

treatments for general paresis were terminated and metrazol therapy commenced. 

It was reported that by the fourth biweekly injection, the patient appeared less 

depressed and showed i n d  insight. However, on the tenth treatment, the patient 

became very fearful and resisted treatment. The patient's behavioral symptoms were 
. .  . 

reevaluated according to a new series of psychological and serological tests. 'Tatient's 

resistiveness to fiuther treatment and disturbance as a d t  of these tests seemed to 

indicate W e r  need of convulsive treatment and he was given three more injections 

which further stabilized him into a good clinical improvement" (Kenyon & Rapaport, 

1941, p. 154). After his thirteenth and final metrazol injection the patient received 

another psychiatric evaluation end several more objective psychological tests. 

Psvchiatric Reevaluation 

Kenyon's psychiatric evaluation of the patient illustrates how the convergence of 

these diffmt paradigms - psychoanalysis, fever therapy, and metrazol shock - 

manifested (Kenyon & Rapaport, 1941). Besides great- friendliness and cooperation, the 

psychiatric reevaluation revealed the following changes following metrazol treatment: 



The development of insight regarding his previous personality difficulties 

and a feeling of well-being and gratitude for his recovery, an acceptance of 

his syphilitic infection, mure to secure any treatment because of fear of 

his father's rejection if he knew the truth. Especially illuminating was his 

realization that a great deal of his past fbilures to adjust had been due to 

ova-indulgence by his parents as a child, his fear of criticism and 

unwillingness to accept responsibility. He also spoke at length about his 

abnormal sexual drives h m  early years revealing excessive sexual 

phantasying associated with masturbation into adult years (p. 154). 

Kenyon and Rapaport (1941) continued: 
. . 

From these post-m-01 intemiews M e r  iaformation was given to 

substantiate the original contention that this patient's type of psychosis 

evolved out of his previous personality difficulties, i.e., a weak ego 

foundation with exaggerated instinctual drives, especially an over- 

exaggerated adolescent sex need which was repressed and found outlet in 

masturbatory activities and sexual phantasying. His accident and physical 

deterioration due to syphilitic infection undermined this weak ego 

structure. His guilt, built up through the above narcissistic activities, was 

projected outward resulting in a fear of threat h m  the outside world. This 

led to an acceptance of the threat, feelings of unworthiness, depression, 

and a desire to escape punishment through a wish to die. Psychotherapy 

was directed toward making the patient realize that his mental illness 

resulted from a number of fiictors, psychogenic as well as organic @. 155). 



Obiective Psychological Tests 

The psychological tests included Rorschach tests, Stanford-Binet tests, a Babcock 

Mental Deterioration test, and Szondi Genotests. According to Kenyon and Rapaport 

(1941) afta metrazol treatment, the patient's Rorschach findings became more n o d  

relative to typical Rorschach findings for paretics. The Stanford-Binet and Babcock tests 

indicated that although the patient was of good average intelligence his mental age was 

that of an adolescent. Perhaps the Szondi Genotests -- "a new test which allows an 

insight into the patient's instinct dynamism" (p. 155) - provided the clearest example of 

Kenyon's and Rapaport's (1941) use of psychological testing to suppor& their position 

regarding the etiology and treatment of general paresis. According to the researchers: 

[The Genotest was a valuable means] to.. .determine the main instinct 

tendencies and their distribution as to latency or manifest appearance. It 

proves especially valuable in our present paretic research, The test reveals 

in paretics a rather childish psychosexual development, very strong 

aggressive sadistic tendencies, which are found to be latent but 

overcharged and accepted by the super-ego and thus ready for 

manifestation.. .In this respect the test proved to be consistent for our 

paretic research group of thirty patients @. 157). 

Kenyon and Rapaport (1941) hoped that existing concepts regarding the nature of 

the etiology of paretic psychosis would be altered by their research. They hypothesized: 

Paretic psychosis.. .was not due to simple organic damage but is a 

regressive psychosis as are the hctional psychoses, and as such result 

more from faulty psychic development of the patient than from specific 
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organic lesions. On such a basis this type of psychosis should respond to 

treatments e M v e  in the fhctional psychoses @. 159). 

Kenyon and Rapaport promised to support their innovative ideas with M e r  research 

being conducted at the Osawatomie State Hospital. 

Kenvon. Rmawrt. & Lozoff 

In a second 1941 article, Kenyon, Lozoff; and Rapaport elaborated on their 

research with metmzol convulsions in the treatment of the psychosis of dementia 

paralytics. They discussed both the practical and theoretical implications of metnuol 

treatments in this second paper published in the Archives of Neurolow and Psychiatry. 

Encouraged by the favorable results obtained in the earlier case treated with m e k a ~ ~ l ,  

Kenyon decided to extend metrazol treatment to a number of general paretics who 

continued to display psychotic features despite serological improvement. Of the sixteen 

patients treated with metrazol, twelve had maintained psychotic fiatmes despite previous 

treatment with chemotherapy and hypexpyrexia. The remaining four patients received 

chemotherapy and h m y r e x i a  following metrazol treatment. The researchers did not 

feel justified in withholding antisyphilitic treatment, however, they felt it was critical to 

"demonstrate whether metrazol therapy alone could influence the psychosis of dementia 

padytica" (Kenyon, Loz~ff, & Rapaport, 1941, p. 884). 

Emulating their earlier research, Kenyon, Lozoff, and Rapaport (1941) 

acknowledged that the treatment of severe general paresis with metrazol shock treatment 

involved a significant degree of risk in contrast to its use in otha b c t i o d  psychoses: 
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Despite the justified fear that the artificial production of convulsions in a 

condition such as dementia paralytics, with its organic damage and known 

tendency to produce in itself convulsive seizures, would be likely to result 

in M e r  damage to the brain, no exacerbations of the neurologic signs 

followed the treatment in this series of cases @. 885). 

Once again, psychological testing was used to support the claims that metrazol treatment 

caused no damaging side effec*r. 

Once again, Kenyon, Lozoff, and Rapaport (1941) provided case details to support 

their research findings. Although penicillin treatments eliminated spinal fluid symptoms 

of general paresis, clinical symptoms remained. As a result, diffkrent combinations of 
. .  . 

hyperpyrexia and metrazol were used to treat general paresis - or undesirable psychotic 

behaviors. In some cases patients who obtained only slight improvement following 

hyperpyrexia were able to be discharged once they received metrazol. In other cases, 

although initial metrazol treatments led to improvement, extended use of metrazol 

ultimately resulted in further psychological deterioration. Each case presentation 

provided evidence regarding how untidy, unoooperative institutionalized patients lacking 

insight were transformed into tidy, cooperative, insightful patients who could often be 

discharged. These reports are reminiscent ofthe case studies presented in the 1920's and 

1930's which buttressed the efficacy of malaria and artificial feva therapies with similar 

claims regarding the control of behavioral symptoms w h e ~  conhated with inconclusive 

serological outcomes. 
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The f icacy of treatment was measured according to behavioral criteria of 

cooperation and insight For example, the following patient d v e d  hyperpyrexia after 

metrazol in an explicit attempt to control her behavior: 

Atter induction of malaria she became tidy and cooperative, but continued 

to be seclusive and disoriented as to time and to have auditory 

hallucinations. A well fixed delusional system developed. Administration 

of metrazol was always resisted and resulted at first in transitory 

improvement in accessibility and insight. Later, the patient became very 

shlbbom, antagonistic and uncooperative. After repeated hyperpyrexia, 

she again improved (Kenyon, Lozotf; & Rapaport, 1941, p. 892-893). 

Theoretically, Kmyoa, Lozoff, and Rapaport (1941) questioned "what is the 

nature ofthe psychosis of dementia paralytica?,, @. 895). The outcome of their research 

supported other investigators' work which maintained "that the psychosis of dementia 

paralytica is not a simple consequence of the organic damage usually present in cases of 

the disease, but is a psychologic response to the syphilitic damage, corruptive to the self 

esteem" @. 895). Although general p d c s  responded to metrazol treatment in a manner 

similar to cases of hctional  psychoses, the researchers did not support the notion that 

the two forms of psychoses existed concomitantly. Instead, they hypothesized that "the 

neurosyphilitic damage appears to bring to the surface and to exaggerate personality 

maladjustments previously present" @. 895). In other words, '%e psychoses of dementia 

paralytica in which the psychosis is a response of the psyche to the organic damage'' @. 

896). 
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Kenyon, Lozo& and Rapaport (1941) suggested fiuther research was required to 

determine the ultimate place of metrazol in the treatment of general paresis. However, 

ultimately, in cases where hyperpyrexia Wed to alleviate psychotic symptoms, they 

suggested that metrazol therapy was warranted. Their research did inspire other 

researchers to explore the use of shock therapies to treat general paresis. Emulating the 

"thoughtful paper" of Kenyon, Rapaport and Lazoff (1941), Solomon, Rose, and Amot 

(1948) recognized that the 'kponse of the psychosis in general paresis to shock therapy 

opens the door to the consideration of general paresis along the lines of standard 

psychodynamics" @. 38 1). 

Solomon's Electric Shock Therapy in Generd Paresis 

In 1948, "Electric Shock Therapy in General Paresis" appeared in the Journaf of 

Nervous and Mental Disease. Solomon, Rose, and Arwt (1948) reported the addition of 

a new adjunct - electric shock - to their routine treatment of general paresis with 

penicillin and malaria Once cerebral inflammation had been briefly treated with 

penicillin, shock therapy was administered. The researchers reported that occasionally 

"electric shock was apparently life-saving" @. 379) in extremely overactive patients with 

organic brain diseases such as advanced general paresis. Before discussing the research 

of Solomon and his colleagues in more detail, however, I will present the earlier work of 

three less prestigious researchers who experimented with shock therapies and g e n d  

paresis. 

H e i l b m  and Feldman 
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In 1943, Heilbnmn and Feldman published a short paper in The American Journal 

of Psychiatry discussing the use of shock therapy in the treatment of general paretics who 

failed to experience remissions with chemotherapy and hyperpyrexia treatments. 

Although a few researchers had experimented with insulin and metrazol, by 1943 

Heilbnmn and Feldman decided to experiment with electric shock. However, in 

Heilbrunn's and Feldman's (1943) research four of five paretic patients treated with 

elcctrocunvulsive shock therapy experienced severe respiratory aad cardiovascular 

complications. As a result, the researchers discontinued this form of treatment and 

concluded "e1ectric shock therapy proved to be a perilous procedure in patients diagnosed 

psychosis with syphilitic meningo-encephalitis" @. 705). Besides observing little clinical 

improvement, H e i l b m  and Feldman (1943) posited that "one must assume that the 

syphilitic brain constitutes a locus minoris resistentae prone to succumb rather readily to 

an exogenous force such as an electrically induced convulsion" @. 704). In their 

presentation of case material, the dangers of shock therapy are apparent. Take for 

example, the experience of the first patient to receive electroshock therapy: 

Respiration ceased on application of the current, and the patient rapidly 

bearme extremely cyanotic, giving no indication that respiration would be 

spontaneousIy resumed. Artificial respiration finally succeeded in 

restoring active breathing. The patient gradually returned to 

consciousness, and presented a complete amnesia for the entire episode. 

That evening the change in the patient's mental condition was most 

impressive.. .The patient's unfavorable physical response to the initial 

treatment however, prompted discontinuance of fbther therapy. The 
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striking improvement, nevertheless, challenged continuance of shock 

h p y .  Treatment was instituted again with the utmost care, five days 

after the foregoing incident @. 702). 

Because the patient handled the next few treatments without serious complications, the 

intensity of the electric shocks were systematically i n d  with subsequent sessions, 

until the patient failed to recover fbm a grand ma1 seizure and ceased breathing. 

"Cyanosis m e  most profound, and the patient appeared to be in a terminal state" @. 

702). After the patient emerged &om his m a ,  he developed grandiose delusions. 

The second and third patients to reaive shock therapy followed similar courses to 

the first. After experiencing a grand ma1 seizure "respiration ceased. Pulse became 

extremely poor and the patient appeared terminal. Artificial respiration was immediately 

instituted and normal breathing was reestablished, but afta several minutes" (Heilbrunn 

& FelQnan, 1943, p. 702). Treatment was discontinued because of these serious 

complications; Furthe~llore, no clinical improvements were noted. 

Berkwitz's Faradic Shock Thenmy 

Berkwitz (1942) published a review of non-convulsive (faradic) shock therapy of 

psychoses in The American Journal of Psychiatry. Included in the more than 500 patients 

who received over 2,600 non-convulsive shock treatments over a three year period, were 

54 alcoholics, 13 drug abusas, and 5 general paretics. One of the five paretic patients 

obtained a complete remission. The treatment also eliminated acute delerious reactions in 

four otha paretics. However, BerLwitz (1942) noted that malaria therapy received 

subsequent to the f d c  therapy 'Tailed to produce tinther striking clinical or serologic 

improvement'' @. 373). 
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In general, patients received daily nonconwlsive shock treatments until insight 

and cooperation were regained. Bedcwitz (1942) reasoned that the elimination of 

complications with non-convulsive electric shock negates the patient's objections to 

shock treatment. "Fractures and dislocations, prolonged amnesia and recurring 

symptomatic epilepsy indicating definite brain damage, are obviated and no death has 

occurred with the non-convulsive electric shock method" @. 372). 

Berlcwitz (1942) noted that 6'toxicorganic psychoses have for many years been 

treated empirically with diffaent forms of shock" (p. 371). Citing Wagner- Jauregg's 

work with malaria and Kenyon's, Lozoff s, and Rapaport's (1941) research with 

metrazol, Berkwitz (1942) suggested that their research united psyche and soma, thereby 

providing '%ope of altering the course of toxic-arganic as well as psychogenic p~ychose~" 

(p. 371). Berlcwitz (1942) observed that M e r  research was being conducted. In the 

following section, I will provide an example of research conducted at the prestigious 

Boston Psychopathic Hospital by Solomon and his colleagues. 

Solomon Rose. and Arnot 

Solomon, Rose, and Arnot (1948) emphasized the uncertain relationship between 

the organic pathology and the clinical symptoms of general paresis. Despite the wide 

variety of hypotheses that had been generated over the years, they felt discrepancies 

between histopathologic and psychiatric symptoms had not yet been explained reliably. 

Solomon and his colleagues (1948) clearly rejected the prevailing idea that "the 

psychiatric symptoms are, in themselves, directly the result of certain consteUations or 

combinations of ganglion cell destruction" @. 380). They believed that both anatomical 

and psychological factors played roles in the development of psychotic fa- in m y  
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general paretics. Their most recent research led them to claim: "Although the modus 

operandi of electric shock therapy is not known, we believe that this technique 

demonstrates that many of the psychotic manifestations of general paresis are not 

anatomically detexmhed" @. 378). Furthermore, they speculated that the mechanism 

behind malaria therapy might be its "shocking effect upon the body metabolism" @. 3 80). 

These Boston Psychopathic Hospital investigators reported their fbture plan to compare 

the efficacy of cases treated with malaria and penicillin versus penicillin and electric 

shock. Solomon, Rose, and Amot (1948) predicted "that a reorientation of our thinking 

about general paresis may be necessary" @. 381). 

Landau. Kom. Rose. & Solomon 

Within a year, Landau, KoppY Rose, and Solomon (1949) Mfilled their own 

prediction. In The American Journal of Smhilis. - Gonorrhea. and Venereal Diseases they 

provided greater details regarding the use of electric shock in the treatment of general 

paresis. In this five year follow-up article they focused on clinical failures in late 

neurosyphilis treated with (1) penicillin, (2) penicillin and malaria, or (3) penicillin, 

malaria, and electroshock. For the most part, penicillin treatment had led to outstanding 

rwersals in the cerebrospinal fluid and to reasonably good clinical outcomes one year 

post-treatment. However, in some cases, repeated courses of penicillin supplemented 

with malaria feva were required before remissions were observed. Finally, "twenty-five 

patetic patients were treated with electroshock therapy in addition to penicillin and feva 

because of poor clinical response. In several instances it was indicated as a lifmving 

meammy' (Landau, Kopp, Rose, & Solomon, 1949, p. 362). Once again, with nspect to 
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clinical problems, electroshock, like penicillin and malaria therapy, was h e d  as a life- 

suving measure. 

In Landau's, Kopp's, Rose's, and Solomon's (1949) research, three of the 25 

patients had died fhm medical causes. Another two depressed cases reportedly 

committed suicide after they were discharged. Classified according to prepsychotic 

personality traits, the twenty Suniving recalcitrant cases of general paresis were divided 

into two syndromes - affective and schizophrenic. It was reported that manic-depressive 

cases responded quickly to electroshock therapy. However, schizophrenic cases received 

little benefit h m  this adjunctive treatment. Whereas all of the affective cases were 

improved and at home, the schizophrenic cases remained unimproved and 

institutionalized. Based on their observations, Landau, Kopp, Rose, and Solomon (1948) 

suggested that although clinical failures could be attributed to the "residuals of sewre 

organic pathology," in some cases '%he symptomatology has its roots in the pemnality of 

the patient and the prognosis relates in part at least to his early personality ~tructwe'~ (p. 

362). 

An important shift from serology to behavior is apparent in these articles. With 

the development of penicillin, treatment successes could finally be determined by the 

status of spinal serology. Alternatively, treatment failures - measured according to 

clinical symptoms - were attributed to prepsychotic personality traits. Electmshock 

became a treatment of choice for such clinical failures. Like malaria inoculation, it was 

also deaned to be a life-saving measure. In the following chapter, I will presat fbthet 

research that demonsfrates how, over time, the diffamt somatic remedies for various 

disordas - psychological and physiological - continued to bleed together. As well, the 
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chapter will expand on the increasingly significant role penicillin csme to hold in the 

domain of syphilis and fwer therapy. 
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CHAPTER VlII 

SHIFI'ING PANACEAS & UTOPIAN HOPES: FEVER & PENICILLIN 

In this final chapter of analysis, I will elaborate upon the different shifts caused in 

fever treatments and theories of neurosyphilis by the introduction of a new panacea - 

penicillin. In the previous chapter, p e n i d h  appeared briefly in Landau's, Kopp's, 

Rose's, and Solomon's (1949) article comparing malaria, electroshock, and penicillin in 

the treatment of late neurosyphilis. Until the late 1940's, f w a  therapy continued to be 

the dominant form of treatment. However, by the early 1950'~~ penicillin had quickly 

become the hegemonic treatment for syphilis and fever therapy, a soon to be obsolete, 

adjunct. Because penicillin eradicated the syphilitic spirochete, spinal serology, at last, 

became the unequivocal measure of treatment efficacy (in most cases of syphilis). 

However, once again, severe general paresis was an exception to the d e .  Because 

penicillin did not d a t e  damage to parenchymatous tissue, abnormal clinical behavior 

represented medicine's inability to cure general paresis. As a result, other somatic 

remedies such as shock therapies were substituted for fever treatments. Research 

conducted by Solomon and his colleagues will be used to illustrate this transformation 

(Perlo, Rose, Cannen, & Solomon, 1951 ; Rose & Solomon, 1946, 1947% 1947b; Rose, 

Trevett, Hindle, h u t ,  & Solomon, 1945). 

First, however, I will present an analysis which involves a combination of journal 

and vadexnecum science produced by one individual - Dr. Bernhard Dattner. Dattner's 

less conventional ideas, initially published in journal articles, crystalized in his 1944 

monograph. Beyond strongly advocating for the short-term, infensive treatment of 

neurosyphilis with combined malaria and chemotherapy, Dattner believed that the spinal 
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fluid provided the ultimate measure of treatment efficacy. Dattner's 1944 ideas 

unwittingly presaged the changes penicillin would precipitate. Nonetheless, even he 

initially resisted peniciIlin until the 1950's when he relinquished his firmly held ideas 

regarding the superiority of the malarial inoculation of dl syphilis patients. 

Dattner's The Management of Neurosyphilis 

Before he immigratedXXX to New Yo& in 1938, Bemhard Dattner had worked as 

an assistant in Wagner-Jam's Vienna clinicnai for more than two decades. By 1944, 

Dathler's 'Old World experience in Vienna' combined with his 'New World experience 

in New Yo&' manifested in his monograph, "The Management of Neurosyphilis'' 

(Dattner, Thomas, & Wexla, 1944a). The foreword to the text was provided by Joseph 

Eatle Moore (i.e., as presented in Chapter V). Moore (1944) emphasized Dattner's 

concentration on the "paramount importance of spinal fluid changes as guidance in the 

therapy of neurosyphilis" @. 7). He speculated that Dattner's focus on spinal fluid status 

as the ultimate measure of clinical efficacy would be seen as an ova-simplification. 

Nevertheless, Moore challenged that "if Dattner's point of view is borne out by the 

experience of others and by the test of time," it would represent "a particularly important 

contribution" (p. 7). Futhennore, Moore (1944) suggested that, ultimately, Dattner's 

treatment might lead to the "shortening of the prolonged period of treatment heretofore 

regarded as necessary in most patients with nanosyphilis" (p. 7). 

In the early 19407s, Dattner and his colleagues published a pair of papers in The 

American Journal of Smhilis. Gonorrhea. and V e n d  Diseases @attner & Thomas, 

1942; Dattner, Thomas, & Wexler, 1944b). Besides their involvement at New York's 

Bellevue Hospital, all threz researchers were p r o f i r s  at the New Yo& University 
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Medical College. Whereas Dattner was m a t e d  with the Department of Neurology, 

Thomas and Wexler were faculty members in the Department of Dermatology and 

Syphilology. Their papers focused on the short term, intensive treatment of neurosyphilis 

with a combination of malaria inoculation and chemotherapy. 

The 1940% Dattner's Short-Term Intensive Treatment of Neurosyphih 

In their 1942 article 'The Management of Neurosyphilis," Dattner and Thomas 

suggested that although the research of the Cooperative Clinical Group had been 

''hifruitll.. .there is still remarkably little agreement over the criteria used to determine the 

kind and duration of therapy" (p. 21). In particulary Dattner and Thomas (1942) criticized 

the tendency of many researchers to evaluate the efficacy of treatment according to 

clinical criteria. In the 1944 monograph, Dattner implicated Warn=-Jawegg 

... who was convinced of the clinical success achieved through his 

e x m e n t s  with malaria, [and] was inclined to disregard the importance 

of the spinal fluid findings because they did not seem to confirm his 

optimistic outlook. This explains to a large extent the stress placed on 

proper evaluation of the degree of clinical remissions @attnery Thomas, & 

Wexler, 1944, p. 190). 

Instead, Dattner and Thomas (1942) strongly advocated the use of laboratory d t s .  

Although tests of  the blood were virtually worthless for accurately d e t h g  

neurosyphilis, they believed 'We must rely on the examination of the spinal fluid which 

alone gives us the needed guidance, provided the tests are caremy pafonned and rightly 

interpreted" @. 23). 
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Generally, Dattner and Thomas (1942) were aligued with researchers throughout 

the world who believed a combination of chemotherapy and fever provided the most 

efficacious treatment for neu~osyphilis. Although some researchers argued that 

meningovascular syphilis could be treated effectively with chemotherapy alone, Dattner 

and Thomas (1942) suggested that distinguishing between meningovascular and 

parenchymatous syphilis was very dBicuIt. In their effofi to 11fi.U their principal goal, 

the prophylaxis of parenchymatous neurosyphilis, they advocated that all active forms of 

neurosyphilis should be treated with a combination of fever and chemotherapy. They 

strongly opposed the use of fever as a treatment of last resort. By 1939 evay case of 

syphilis at Bellevue Hospital with active spinal fluids - "regardless of the ~ c e  or 

absence of clinical signs and symptoms" - received a combination of fever and 

chemotherapy (Dattner, Thomas and Wader, 1944, p. 267). 

Dattner and Thomas (1942) clearly championed the use of malaria for generating 

fevers. However, Dattner and Thomas (1942) claimed that the purpose of their paper 

"was not to recommend this particular type of intensive treatment but to report its relative 

safety and to give an example of one method of treating active neurosyphilis" (p. 29). 

After stressing the relative effectiveness and safety of malaria therapy in comparison to 

artificial fwer, &they suggested "we believe that it can be used far more extensively than is 

now the case" @. 27). Although mechanical modes for generating fevers allowed the 

simultaneous use of chemotherapy, they opposed this form of treatment because the 

equipment was expensive and required more qualified staE thereby seriously restricting 

the number of patients who could be treated in large clinics. In contrast to artificial feva 

therapy, Dattner and Thomas (1942) admitted "we have had as many as 15 patients with 
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malaria in the wards at one time without any increase in the nursing staff. There is w 

necessity of giving each patient any special individual care" (p. 29). In con- to 

electropyrexia, unrestricted by elaborate equipment, malaria inoculation enabled the 

researchers to treat the ''relatively abundant material" in institutions. Furthemore, as in 

Vienna, maIaria therapy was favored for purely economic reasons. 

In their textbook, Dattna, Thomas and Wexla (1944a) summarized their position 

regarding which treatments might be used as follows: 

In reviewing dl therapeutic methods used within the last two decades for 

the treatment of paresis, we may ask ourselves which method should be 

prefared. In our opinion, it is impossible to answer this question 

dogmatically. There are many reasons why some prefer malaria therapy, 

whereas others choose artificial fever, and still others one of the 

pentavalent arsenicals. All of these methods have proved their 

effectiveness. Each one has its advantages and disadvantages. If asked for 

advice, we should certainly insist on a combination of one of the fever- 

producing procedures with a pentavalent aresenical, or on brief intensive 

treatment with mapharsen. Because malaria therapy is more familiar to us 

and has maintained its effectiveness through twenty-five years, we are 

inclined to suggest therapeutic malaria first @. 251-252). 

In the research of Dattner and his colleagues, malaria had been used to inoculate a 

significant number of high risk patients. At least 25 percent of their cases were ova the 

age of 50 years. As well., many had serious syphilis-related cardiovascular complications 

and were chronic alcoholics. Nonetheless, patients tolerated the treatment remarkably 
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well according to D a m  and Thomas (1942). They attributed their nominal 2.35 pa 

cent treatment-related mortality rate to limiting the number of paroxysms each patient 

received. Generally, a maximum of eight paroxysms were administered because "the 

greatest danger of accidents comes late in the course of treatment" @. 27). However, in 

some instances more fevers were permitted. For example, in their textbook, it was 

reported that one patient had 43 paroxysms before treatment was terminated. 

Dattner and Thomas (1942) reported that their positive results with older patients 

in poor condition supported the surprising fact that 'Tever raises the threshold of tolerance 

for arsenical drugs" @. 29). Apparently, healthier patients with earlier fonns of syphilis 

did not tolerate chemotherapy as well as deteriorated patients who had received malaria 

therapy. In their 1944 p a ,  Dattner, Thomas, and Wexler reiterated this claim stating: 

'The g e n d  well being of most patients with neumsyphilis, even the so-called 

asymptomatic cases, is usually markedly improved following malaria therapy. This 

manifests itself in a gain of weight, better appetite, improved sleep, less nervousness or 

irritability and tenseness, improved libido and improved ability to work" @. 280). 

Clearly, Dattner's salubrious presentation of malaria therapy contradicts the less favorable 

reports of other researchers such as Neymann (1938) and Bennett (1938). 

Dattner and his colleagues (1944a) put forward other controversial assertions. 

They argued against continuing any form of chemotherapy for an extended period of time 

after fever therapy had been administered. Prior to 1940 patients received six months of 

post-treatment chemotherapy. In 1940, however, patients received only ten days of 

chemotherapy and no mer treatment was permitted once patients were discharged h m  

the hospital. In fact, Dattner, Thomas, and Wexler (1944a) suggested that not only was 
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prolonged chemotherapy unnecessary, it was contraindicated. They believed 

chemotherapy would mask the all-important spinal fluid findings since ultimately a 

diagnosis of neurosyphilis could only be determined by spinal fluid serology. Although 

clinical symptoms might persist, as long as the spinal fluid remained inactive for six 

months, chemotherapy should be terminated. If the spinal fluid did become active again, 

then fever therapy should be readministered. Clinical symptoms had become somewhat 

moot where treatment regimens were concerned. So too, had Moore's 1933 

admonishments to provide intensive, long-team chemotherapy and to use malaria as a last 

resort in extraordinary cases of general paresis. 

Dattner and Thomas (1942) claimed "the aim of treatment in all disease is to 
. . 

achieve the optimum results in the shortest period of time without injury to the patient" 

@. 25). By 1944, Dattner'q Thomas', and Wexler's "Rapid Treatment of Neurosyphilis 

with Malaria and Chemotherapy" conformed nicely with this aim. It also fit broader 

social pressures stemming h m  World War II to discover intensive, short term treatments 

- not only for soldiers, but for civilians as well (Brandt, 1985). Within a decade, Dattner 

and his colleagues had softened their position. 

The 1950's - Dattner, Penicillin, and Shock Therapies 

Around the early 1950's, Dattna and his colleagues published three more papers 

in The American Journal of Sybhilis. Gonorrhea. and Venereal Diseases (Dattner, 1949; 

Dattner, 1950; Dattner, Cannichael, DeMello, & Thomas, 1952). Many of Dattner's 

primary concerns regarding treatment remained the same despite the subsequent 

introduction of penicillin. Dattna (1950) acknowledged "there is horn year to yeat 

p~ogressively more evidence that penicillin is an extremely potent weapon in the 
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treatment of neurosyphilis" @. 376). Nevertheless, the first two articles he published 

focused on fhihres in the treatment of neurosyphilis with penicillin. 

In 1949 Dattner conceded there was "almost unanimous agreement on the 

profound effcct of penicdh on the so-called spinal fluid formula" (p. 571). However, at 

the same time, he highlighted the significant degree of controversy regarding the efficacy 

of penicillin treatment for the clinical symptoms of neurosyphilis. By combating the 

syphilitic infection, penicillin unequivocally rev& the spinal fluid in asymptomatic 

neurosyphilis and kquently ameliorated the symptoms of meningovascular syphilis. 

However, Dattner (1949) was clear that penicillin could not be expected to completely 

restore patients to their premorbid status if immersible parenchymatous tissue damage 

had o d .  And, obviously, spinal fluid status was the only criteria for determining 

treatment efficacy in cases of asymptomatic neurosyphilis. In 1950, Dattaer still 

contended that spinal fluid s&ogy should also be the sole determinant of the 

effectiveness of treatment for meningovascular and parenchymatous forms of 

neurosyphilis. Clinical symptoms continued to have a limited utility in d e t d g  the 

efficacy of neurosyphilis treatments. 

Drawing a specific parallel between penicillin and arsenical forms of 

chemotherapy, Dattner (1950) noted that "many authors me still hesitant to accept 

penicillin as the best type of treatment and suggest its combination with some fever 

therapf (p. 377). Dattner (1950) was less skeptical. He clearly favored the use of high 

doses of penicillin without any fom of edjunctive treatment. He suggested that 

researchers had only two treatment choices - both foregrounded penicillin. Researchers 

could "resort to ipeaicillin's] combination with the older approved methods of treatment" 
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@. 377) including any established form of fever or chemotherapy. However, Dattner 

(1950) cautioned that these earlier forms of treatment involved "some risk, are time 

consuming, and impose hardship on the patient" @: 377). In his shift away fiom his 

initial focus on the failures of penicillin in the treatment of neurosyphilis, Dattner (1950) 

refhmed penidin as an indubitable success. Unlike in the past, he now emphasized the 

weaknesses of the more established fever and chemical treatments. 

Dattner's shifting position became even more apparent in a 1952 article he 

published with Carmichael, DeMello, and Thomas regarding the long-term treatment of 

hospitalized paretic patients. By this point, the accurate detection of the presence or 

absence of syphilis in the spinal fluid had been validated by penicillin. This development 

buttressed the 'Pattner-Thomas concept" - "the activity or inactivity of neurosyphilis is 

demonstrated by spinal fluid findings rather than clinical symptoms" @. 180). 

Apparently, Moore's (1944) speculation that "if Dattner's point of view is borne out by 

the experience of others and by the test of time" he would provide "a particularly 

important contribution'' (p. 7) had been realized. Many researchers who had been 

skeptical a decade earlier, no longer doubted Dattner's aud Thomas' oversimplified 

$reoccupation with the spinal fluid. Unequivocally, clinical findings had been displaced 

as a measure of treatment efficacy 

The fact that pentavalent arsenicals, feva; and penicillin therapy of 

general paresis have produced amazing clinical improvement in some 

cases and very little improvement in others bas little or nothing to do with 

the actual effectiveness of antisyphilitic treatment, but it at times conhnts 

the treating physician and the patient's family with a distressing fact. 
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Even though the syphilitic infection is completely arrested or cured, the 

patient may remain psychotic and continue to have signs and symptoms of 

mental deterioration. This undeniable and reluctantly accepted 

observation has been the cause of considerable confusion in the evaluation 

of various antisyphilitic agents used in the treatment of general paresis 

@attnery et al., 1952, p. 179). 

Not only had Dattner and his colleagues (1952) discounted the utility of the 

clinical symptoms in measuring the efficacy of neurosyphilis treatmentsy they represented 

the serious undermining of decades of earlier research. They noted "most of the 

reasoning in past arguments about the relative effectiveness of malaria therapy, 

electmpyrexia, and penicillin in the treatment of general paresis was based on the 

assumption that the criterion of successful treatment was the clinical response of the 

patient" @attner, et al., 1952, p. 180). Although treatments might ameliorate the 

manifestation of clinical symptoms in cases involving meningovascular inflammation, 

neither fevas, electropyrexia, nor penicillin could restore permanently damaged 

parenchymatous tissue - or social fimctioning. Ultimately, Dattner, et al., (1952) 

concluded: 

The first goal of treatment must be complete elimination of the infectious 

agent in the shortest possible time with the greatest safety to the patieat. 

When this end is achieved the patient may or may not show clinical 

recovery...Therefore, fbrther treatment of patients who continue to be 

psychotic must be directed against the psychosis md not against the T. 

pallidurn @. 180). 
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Dattner and his colleagues (1952) emphasized "in no case was it found that fever 

therapy, penicillin or pentavalent arsenicals, alone or in combination, produced 

significant clinical improvement where previous therapy had inactivated the syphilitic 

process for one or more years as demonstrated by spinal fluid examinations" (Dattner, a 

al., 1952, p. 182). Overextending routine chemotherapy "may even precipitate the events 

that it is supposed to prevent" @. 327). Nonetheless, 

At Bellevue Hospital we are frequently requested to treat long-standing 

paresis when previous therapy has inactivated the infection as 

demonstrated by spinal fluid examinations. In some cases we have re- 

treated such patients with either malaria or penicillin therapy but to no 

avail so far as the cclinical picture was concerned (Dattner, et al., 1952, p. 

181). 

However, patients were not entirely without hope. In his 1944 monograph, 

Dattner, had hypothesized that recalcitrant general paretics manifested a strong hereditary 

disposition to psychotic reactions. As a result, he advocated the use of modem 

therapeutic techniques such as insulin, metrazol, and electric shock used to treat similar 

paranoid-hallucinatory phenomenon in schizophrenics. In 1 944, D a m  and his 

colleagues cited the work of Kenyon, Lazoff, and Rapaport (1941). In their 1952 article, 

Dattner, et al., made reference to Solomon, Rose, and Amot (1948) who had "proved this 

point in recent years by giving shock treatment with benefit to patients with certain types 

of psychoses which persisted after malaria or penicillin thaapy had failed to prod- 

clinical recovery in general paresis" @. 180). In the next section, I will revisit the work 

of Solomon and his colleagues. 
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Utopian Hopes and Shifting Hegemonies: Penkillin and Fever 

Between 1945 and 1951, Solomon and several of his colleagues at the Boston 

Psychopathic Hospital published a number of articles regarding the use of penicillin in the 

treatment of neurosyphilis (Rose, Trevett, Hindle, h u t ,  & Solomon, 1945; Rose & 

Solomon, 1946, 1947% 1947b; Perlo, Rose, Carmen, & Solomon, 1951). Over the 

ensuing five years, penicillin shifted from an adjunctive form of treatment to the 

dominant treatment for all forms of syphilis, including neurosyphilis. 

By 1945 the discovery of penicillin had generated great optimism amongst 

neurosyphilis investigators. However, in an article contrasting the effectiveness of 

penicillin with older methods of treatment, Rose, et al., (1945) tempered these utopian 

hopes. The declaration that penicillin was potentially superior to other treatment 

regimens which had withstood the test of time was postponed. Although Rose, et al., 

(1945) advocated M e r  experimentation with penicillin, they cautioned a g w  its 

general use in the treatment of neurosyphilis cautioning that preliminary results "may be 

misleading in the direction of too great optimism" @. 493). 

Rose and his colleagues (1945) recognized that penicillin provided paretic patients 

with a shorter and det treatment regimen and relative to more established febrile and 

chemical therapies, penicillin produced similar serological outcomes. However, although 

penicillin was considered to be an equally effective therapeutic agent for reversing spw 

fluid status in patients with late neurosyphilis, it was considered to be an adjunaive 

treatment. As a form of insurance, paretic patients generalIy received either a half cotme 

of malaria or artificial fwer therapy in addition to treatment with penicillin. Rose, et d, 

(1 945) suggested the inclusion of fever thaapy in treatment was "justified on the grounds 
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that late parenchymal neurosyphilis as is prevalently seen at this hospital has a well- 

known f d  termination and hardly lends itself to experimentation with an unknown 

therapeutic agent" (Rose, et al., 1945, p. 492). An ironic and cautious stance, when one 

considers the range of empirical exwentation with both fever and chemotherapy that 

had been conducted ova the preceding decades. 

Nonetheless, in their 1945 research, seven cases of neurosyphilis were treated 

with penicillin alone because fever therapy was contraindicatd. Although the treatment 

was deemed to be effective from a saological standpoint, six of the patients classified as 

improved remained institutionalized. Unlike the "entire1y objective examination of the 

spinal fluid," Rose, et al., (1945) claimed that the efficacy of penicillin in the clinical 

aspects of neurosyphilis remained ambiguous and unsatisfactory: 

Not only are there the subjective impressions of the investigators, but also 

the multiple variable factors of the disease to be considered. In 

neurosyphilis we have the added difficulty of psychiatric symptoms, about 

the pathogenesis of which there is little agreement (Rose, et al., 1945, p. 

489). 

A Literature Dominated by Penicillin 

In 1946 and 1947, Rose and Solomon provided annual reviews of psychiatric 

progress in the treatment of neurosyphilis in The American Journal of Psvchiatry. "The 

chief interest in the subject of neurosyphilis this year has been centered about the 

effectveness of penicillin as a therapeutic agent" (Rose & Solomon, 1946, p. 519). In 

spite of Rose's, et ale's tentativeness in 1945, the shift away h m  the older hegemony of 

combined chemotherapy and feva treatments towards penicillin became increasingly 
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apparent Ova time, as an ever-increasing number of penicillin treated cascl 

accuznulated, the efficacy of this newest treatment was validated. By the end of World 

War II, Rose and Solomon (1946) declared ''penicillin can be accepted as an active 

antisyphilitic agent and as a useM adjunct to our axmamentarium in the treatment of all 

forms of neurosypW' (519). Although it was expected that penicillin would be 

administered in conjunction with some form of fever, increasingly satisf8Ctory d t s  

were being achieved in the treatment of neurosyphilis. 

As penicillin therapy became increasingly refined, its efficacy in the treatment of 

asymptomatic and menningal syphilis was unquestioned. Only one year later, Rose and 

Solomon (1947a) declared that 'penicillin has proved to be the most effective single 

therapeutic agent thus fiw discovered for the treatment of neurosyphilis" @. 527). 

However, Rose and Solomon (19473 highlighted the range of opinions in the published 

literature regarding the need to include fever therapy in the treatment of mom advanced 

fonns of parenchymal neurosyphilis. They noted "since fever therapy has already 

withstood the test of time as a treatment method, the therapist will best serve his 

individual patient by giving the combination of f m  and penicillin until investigators in 

the field have solved the problem" @. 527). 

At the 95& Annual Session of the American Medical Association7 Rose and 

Solomon (1947b) reiterated to the Dermatology and Syphilology Section, that the 

extremely complex evaluation of the efficacy of peniciilin for clinical symptoms in late 

symptomatic neumsyphilis had tempered their enthusiasm. Clearly penicillin treatment 

was safer than fever therapy and had the additiod advantage of shortening treatment 

duration. However, Rose aud Solomon (1947b) recognized the limitations of penicillin 
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along with its advantages. The investigators continued to question the adequacy of 

combined penicillin-fever therapy. Nonetheless, because the results compared to those 

achieved with older methods, the authors suggested 'Sf these results withstand the test of 

time, considerable progress will have been made in the treatment of late neraosyphilis" 

( P a  9). 

PedciUin Follow-up Stadiea 

In 1951, Perlo, Rose, Carmen, and Solomon plblished a comprehensive 

evaluation of 465 patients treated with either penicillin or a combination of penicillin and 

fever between 1944 and 1950. Although the research included patients with 

meningovascular, tabes dorsalis, primary optic atrophy and asynptomatic forms of 
. .  . 

neurosyphilisy 73 per cent of the cases were diagnosed with general paresis. Paretic 

patients were categorized into several diagnostic subdivisions: simple dementia, 

schizophrenic-like, manic depressive, grandiose, and psychoneurosis. Although feva 

cabinets were used in some cases to produce 20 hours of fever above 105 Fy malaria was 

used in approximately three quarters of the treatments to generate 5 to 7 paroxysms above 

104 F. When this milder version of fever therapy administered in conjunction with 

penicillin, fever treatments had become less severe and easier for patients to endure. 

Initially, the most serious patients were selezted to receive both penicillin and fever. 

However, in the later years of the research, "combined treatment was used less frequently 

in severe cases, since some measure of the effectiveness of penicillin alone had become 

established" (Perlo, et ale, 195 1, p. 561). 



A rigorous follow-up protocol was adhered to. Thorough examinations were 

conducted four times a year for the first two years, twice a year for the following two 

years, and annually in subsequent years. Besides paforming lumbar punctures to 

evaluate the spinal fluid, social adjustment and employment levels were determined and 

neuropsychiatric examinations were conducted. Overall, when the results of these various 

measures were aggregated, as illustrated in Table 12, patients treated with penicillin 

alone demonstrated consistently superior outcomes. 

Table 12 

Treatment Outcomes in Patients Treated with Penicillin or Penicillin & Fever 

(Perlo, et al., 195 1) 
. .  . 

Perlo, et al. (1951) warned that the initial selection of more severe paretics to receive 

combined treatments had undoubtedly skewed the data. 

In contrast to the clinical symptoms, with spinal fluid measures there was some 

evidence to indicate that a penicillin-fever combination might be more effective in 

treating neurosyphilis. In contrast to 71 percent of the cases treated with combined 

treatment, only 60 percent of patients treated with penicillin alone showed significant 

improvement in their spinal fluid. The correlation between clinical and sero!o@d 

results was inconsistent (a perpetual theme in neumsyphilis research). 

Penicillin & Fever 
Yo 
53 
53 
54 

Penicillin 
% 
69 
61 
64 

Clinical Status 
Work Level 
Social Adjust 

Overall 
% 
58 
56 
57 
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As shown in Table 13, with either form of treatment, patients in most of the sub- 

types showed significant ovaall improvement. Unfortunately, patients m a n i f d g  

schizophrenic-like symptoms were an exception, demonstrating only an 18 per cent 

improvement rate. 

Table 13 

Improvemeat According to Type of Psychoses 

(Perlo, et al., 195 1, p. 567) 

Perlo, et al., (195 1) reported that they had augmented specific treatment for neurosyphilis 

with electroshock therapy in 22 patients demonstrating affective symptoms. 

Recommending fkther follow-up studies before conclusions were drawn 

regarding the efficacy of penicillin alone, Perlo, et al., (1951) ultimately concluded: 

"Although penicillin alone can be recommended as the treatment of choice for all forms 

Type of Psychosis 
Simple Dementia 
Schizophrenic-like 
Manic Depressive 
Grandiose 
Psychoneurosis 

of neurosyphiIis on the basis of the results in this study, it may be premature to discard 

fever entirely as an adjunctive therapy" @. 567). In this study, a major transition had 

occwd. Fever therapy had been identified as an adjunctive therapy - a therapy in 

jeopardy of being eclipsed by a new panacea, penicillin, a specific drug treatment. Fever 

therapy was in jeopardy of being rendered obsolete by a more effective specific drug 

treatment for syphilis. As more mod- treatments for mental illness developed, the 

established position of fever therapy as a somatic remedy was threatened. 

# of Patients 
176 
40 
25 
19 
3 

% Improved 
61% 
18% 
100% 
63% 
1 00Y0 
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Solomon and Lobotomy 

Hamy C. Solomon is mentioned in both ValensWs (1986) and m a ' s  

(1998) histories of the lobotomy. Originally, just as Solomon app-tly abandoned his 

reservations regarding shock therapies, his skeptical opinion about the lobotomy also 

dissipated. In 1943, Solomon introduced lobotomy to the Boston Psychopathic Hospital 

and his ambitious program developed into one of the largest psychosurgery programs in 

the world (Pressmau, 1998). Apparently, Solomon also convinced the superintendent of 

St. Elizabeth's Hospital in Washington, DC - the fbture epicenter of Freeman's lobotomy 

enterprise in North America - to use psychosurgery for the first time. At a conference, 

Solomon reportedly espoused: "Like all converts.. .I should Wre to do a little evangelical 

work" (Pressman, 1998, p. 142). With lobotomy, Solomon foresaw a 95 percent 

discharge rate. 

According to Pressman (1998), shock therapies and lobotomy replaced nihilism 

with optimism a d  helplessness with hope: 

Psychosurgery, in providing a timely attack on the final barrier dividing 

curable &om incurable, sparked new optimism within the profession. 

Harry Solomon, director of the Boston Psychopathic Hospital, credited the 

procedure with having improved the overall attitude toward the chronic 

psychotic; in his opinion, psychosurgery brought about no less than a 

worldwide 'awakening of hope for the recoverability of patients ill for 

many years' (p. 187). 
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Apparently, after almost three decades, shock therapies and lobotomy were to 11ii.U the 

hope fever therapies had ignited for Solomon in his 1923 articles discussing the 

therapeutic possibilities of general paresis. 

In his epilogue for Last Reso6  Pressman (1998) quoted Hany C. Solomon who 

had admonished that the 'physician's main responsibility 'is to lead to impvernent, not 

to become nihilistic because cure is not complete'" @. 439). However? Pressman (1998) 

noted, at times, this process was uncomfortably haphazard and messy. 'Thus beholden to 

the unruly duo of caution and bold intewention, physicians have looked to various 

systems of science and logic, belief and intuition, and ethics and values, to guide them in 

their difficult decisions" (Pressman, 1998. p. 439). 

In my excavation of thirty years of journal articles and monographs, I have 

uncovered the messiness and hap-ess of the diffaent fever therapies Wagner- 

Jawegg's malarial inoculation for general paralysis spawned. The wide range of 

empirical experimentation to which thousands of individuals were subjected in the quest 

for a cure. seems impossible to overlook. And yet, in Braslow's 1997 historical 

investigation of somatic remedies, malaria therapy is distinguished as an exception to be 

celebrated. In the following chapter, I will use the preceding analysis to argue against 

such a position. 
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CHAPTER Ex 

CRITIQUING BRASLOW'S CELEBRATION OF MALARIA THERAPY 

A new and more critical intapretation of the malaria feva therapy for general 

paresis was presented in the previous six chapters. This analysis represents the first 

contemporary and comprehensive historical examination of North American j o d  

articles and monographs, published between 1920 and 1950. However, it is important 

that the conclusions I have drawn are compared with other scholarship. Joel Braslow's 

(1997) Mental Ills and Bodilv Cures: Psychiatric Treatment in the First Half of the 

Twentieth Centrny provides an alternative interpretation of malaria therapy with which I 

can compare my own analysis. 

In his 1997 book, Braslow provided a thorough historical analysis of the 

development of several somatic remedies in psychiatry. In contrast to his more critical 

appraisal of a "whole panoply of regimens" - hydrotherapy, sterilization, shock therapies, 

and lobotomy - Braslow (1997) incongruently cast the malarial inoculation of general 

paresis in a predominantly positive light. Using Braslow's (1997) favorable 

interpretation as a counterpoint, I will compare his research with my own less celebratory 

.analysis of fever therapy. Braslow's (1997) work is presented in three sections: (1) 

general theoretical ideas; (2) a comparison of malaria therapy with other somatic 

remedies, in particular, the lobotomy, and (3) a final specific analysis of malaria therapy. 

Brrslow9s Generrrl Theoretical Idem 

Although Bradow (1997) focused his historical analysis of somatic remedies on 

the primary source instihltiod records of two California state hospitals, he built his 

critique on a broader set of theoretical concepts he developed throughout his book - 
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thmqmtic rationale, therapeutic discipline, the therapeutics of despair, and doctor- 

patient relationships. These ideas will be introduced before Braslow's (1997) analysis of 

other somatic remedies and malaria therapy are presented. 

Therapeutic Rationale 

Braslow (1997) defined therapeutic rationale as "a conceptual filter [which] 

organizes what physicians see as disease and its cure" (p. 5). This h e w o r k  for disease 

and treatment was used to mediate between biological effects of somatic treatments on 

patients and socially constructed perceptions of than. In other words, "disease and its 

treatment form an almost inseparable unit that mutually legitimates and reidiorces the 

other's existence" (p. 5). Braslow (1997) emphasized that with the diffaent somatic 

remedies "therapeutic rationales varied as diffaent sites on the psychiatric patient's body 

became the loci of various treatments" (p. 5). As the twentieth century proceeded, 

external explanations replaced i n t d  ones. Through their clinical practices, Braslow 

(1997) presented how, with impunity, physicians were able to gradually shift the primary 

sites of therapeutic psychiatry h m  patient's morality onto their bodies, and quite 

literally, into their minds with lobotomy. 

A Continuum: The Therapeutics of Discipline and the Therapeutics of Despair 

Braslow (1997) situated the various somatic remedies on a continuum of 

therapeutic discipline and therapeutic despair. In the broadest sense, therapeutic 

discipline referred to physicians' beliefs that somatic remedies were "an integral part of 

their scientific discipline, a modem therapeutic practice that embodied the research 

efforts of prestigious institutions" (p. 104). At a deeper level, the thet8peuti~s of 

discipline repmsented the ultimate control of patients by physicians ushg disciplinary 
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technologies. As forms of therapeutic discipline7 various somatic remedies were used to 

control undesirable patient behaviors via the body. Sanctioned as medical treatments, 

somatic remedies, at times, fbcilitated the codation of corporal discipline with corporeal 

treatments. If behavior was seen as disease, controlling undesirable behaviors could be 

viewed as a therapeutic remedy- Ultimately, physicians saw these practices "as 

massailably therapeutic: the control of bodies was the control of disease" (p. 104). 

Braslow (1997) "emphasizes that therapeutic discipline did not emerge firom physicians' 

sadistic desire to control their patients; rather, it flowed h m  their therapeutic rationale' 

(Braslow, 1997, p. 1 1 1). 

At the other end of the continuum, the therapeutics of despair allowed patients and 

physicians to mutually a g m  upon remedies that would target difficulties which led to 

feelings of hopelessness. For example, in the case of electroshock therapy, Braslow 

(1997) suggested that "when control faded to the background and the treatment of internal 

states became prominent" (p. 112), patients would voluntarily submit themselves to 

electroshock therapy. "Thus when doctors combined despair, electricity, and the 

unconscious, they often forged with their patients a common understanding of disease and 

treatment" (Braslow, 1 997, p. 1 1 6). 

Physician-Patient Relationships 

Braslow (1997) depended on the physician-patient relationship to situate the 

various somatic remedies on his therapeutic continuum of despair and discipline. He 

suggested that "the i n t d o n  between doctors and patients were (and arc) bound to their 

therapeutic rationales" @. 109). For example, malaria therapy and lobotomy are placed at 

opposite extremes of the continuum by Braslow (1997). Viewing the relationship 



between doctors and patients receiving malaria therapy very positively, Braslow (1997) 

positioned this form of somatic treatment at the despair end of the spectrum. In other 

words, relinquishing much of their control, caring physiciw engaged in mutual 

dialogues with patients which allowed them to respect individuals' subjective desires. 

Together, doctors and patients mutually participated in a shared conspiracy to believe. 

Alternatively, the lobotomy, construed more negatively, is firmly established as a form of 

therapeutic discipline. With this 'therapy,' relationships between doctors and patients 

were unequivocally one-sided and, all too fiesuently, doctors inhumanely controlled 

patients bodies and behaviors. Ignoring individuals' desires, cases were sometimes 

viewed as objective diseases to be medically treated. In some W c e s ,  Braslow (1997) 

descri'bed physicians' who despite having positive perceptions about patients, 

nonetheless, acted "a bit like marionettes pulled by the strings of a thempeutic rationale 

that saw control as treatment" (p. 1 10). 

Brasiow's History of Somatic Remedies 

Using his therapeutic continuum to situate the various somatic remedies, Braslow 

(1 997) placed malaria therapy at one extreme (despair), lobotomy at the other (discipline), 

and as shock therapies became more refined, they graduated b m  discipline to despair. 

Braslow (1997) uses the development of all of these somatic remedies, their therapeutic 

rationales, and the doctor-patient relationships to make the obvious point that '%ow 

doctors paceive disease is inseparably W e d  to how they treat diseaser' @. 52). 

Starting with the late 1800's, Braslow (1997) described how mechanical restmints 

such as straitjackets and shackles were used to discipline and punish recalcitrant and 

disruptive institutionalized patients. However, during the fitst half of the twentieth 
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century? crude and nonth-c physical m t n h t s  were transformed into mere adjuncts 

for somatic remedies which displaced the moral therapies of  the previous century. AS the 

progressive era in medicine led to the semh for experimentally validated medid cuces 

for mental illness, the site of psychiatric intavention began shifting away &om the mind 

into the body - from the psyche to the soma In the process, a therapeutic rationale 

emerged in which d c i t r a n t  behaviors were reinterpreted as disease and disciplines 

designed to control bodies were transformed into treatments. 

Hydrotherapy 

Braslow (1997) introduced hydrotherapy as the first exemplar of the new 

generation of therapeutic somatic remedies. More than a m a  restraint, hydrotherapy had 
. . 

the potential to treat patients for undesirabIe behaviors regardless of diagnoses. In 

contrast to the doctors who hmed hydrotherapy as a curative intervention for a range of 

diseased behaviors, restmined patients, immersed in tubs of water continued to view this 

somatic remedy as a form of corporeal punishment. Interpreting hydrotherapy as a fonn 

of control imposed on patients by doctors, Braslow (1997) situated hydrotherapy at the 

discipline end of his therapeutic continuum. 

Sterilization 

As with hydrotherapy, specific diagnoses were not critical in the application of 

sterilization as a technology to treat a range of psychiatric patients. Cases diagnosed with 

dementia praecox, depression, mania, feeblemindedness, epilepsy, and pervasion were 

sterilized. Even patients suffering h m  diseases of a syphilitic nature were eligible for 

this therapy. Braslow (1997) attempted to use the history of sexual stedhtion to 

demonstrate "doctors' capacity to transform the most noxious of social concerns into 
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medical ones" @. 55). Howeva, he ambivalently defended the practitioners he 

investigated against charges of succumbing to state driven eugenics agendas. Rather than 

protecting society from the threat of heredi- taint, Braslow (1997) fhmed the 

physicians' use of stedization in these two California state institutions as a sincere 

therapeutic measure designed to "alleviate individual dering" @. 55). In contrast to 

hydrotherapy, Braslow (1997) claimed decisions to sterilize individuals were not 

dictated by physicians' desires to control behavior, but instead, to ameliorate despair. 

Braslow (1997) attempted to demonstrate that "not all biological remedies need to 

c011tm1 behavior to be seen as efficacious" @. 70). He provided a comparison of the 

significantly smaller number of male patients who d v e d  gonadectomia with the 

disproportionately higher number of sterihed women. Ova time, fewer men were 

sterilized because biological experiments attempting to correlate insanity with abnormal 

testicles were abandoned. Alternatively, eschewing biological explanations, women were 

stedized to diminish the psychological burdens of childbirth and parenting. Braslow 

(1997) emphasized that, in cooperation with their physicians, many women chose to have 

these surgeries. Unlike hydrotherapy, Braslow (1997) generously portrayed sterilization 

as a therapeutics of despair. 

The Shock Therapies 

Three forms of shock therapy were introduced in the 1930's: (1) insulin shock 

developed in Vienna by Sake1 in 1933; (2) metrazol shock created in Budapest by von 

Meduna in 1934; and (3) electmmnvulsive shock therapy first applied to humans by 

Cerletti and Bini in Italy in 1936. To varying degrees? Braslow (1997) viewed each of 

these forms of shock therapy as 'bth a psychological and somatic intervention" @. 96). 
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In the context of his research in California institutions, Braslow (1997) focused his 

analysis on the more economic electroconYUIsive shock thadpy that could be more easily 

admhistered to large numbers of patients. 

Recognizing the overlapping nature of these diffnent treatments, he provided an 

abbreviated historical commentary on the development of the insulin and rn-01 forms 

of shock treatment. Braslow (1997) emphasized the proliferaton of articles published by 

researchers experimenting with these different forms of shock therapy. He suggested that 

not only were the reported treatment outcomes too favorable, the wide variety of 

explanations provided for the treatments "rested on shaky theoretical ground" (p. 100). 

Take for example, the relationship between shock therapy and diagnosis. Originally both 
. .  . 

Sake1 and von Meduna targeted cases diagnosed as schizophrenic with their so-called 

treatments. Electroconvdsive shock therapy was used primarily to treat patients 

diagnosed with manicdepression or [involutional melancholia]. Over time, however, 

shock therapy was administered to v h d y  all categories of patients including: dementia 

praecox, involutional melancholia, manic depression, depression, senile psychoses, and 

general paralysis. 

Although these shortcomings are also apparent in the historical contexts of 

Wagner-Jauregg's malaria therapy research and the other fonns of fever therapy, Braslow 

(1997) failed to draw similar parallels. For example, in the context of the different shock 

therapies, Braslow (1 997) suggested that a lack of theoretical understanding facilitated the 

treatment of a wide variety of patients. And yet in the context of malaria thaapy, 

Braslow (1997) only pxfbnctorily presented that prior to refining the malarial treatment 

of general paresis, Wagner-Jauregg, for more than three decades, experimented with any 
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number of fever causing agents on an array of patient diagnoses. Similarly, he only made 

slight mention of the various forms of feva therapy experimented with &er the 

introduction of malaria therapy. Braslow (1997) neither critically challenged the 

theoretical explanations provided regarding how malaria therapy worked nor questioned 

the veracity of the reported treatment outcomes. Finally, although Braslow (1997) 

highlighted the 1 to 2 percent treatment-dated death rate in patints brought to the brink 

of death through hypoglycemic comas, he did not draw attention to the significantly 

higher rate of deaths incurred in malaria patients also brought close to death with feva 

therapies. 

Braslow (1997) noted that with regard to the different forms of shock therapy, 

physicians "employed a wide spectmm of therapeutic rationales with which they 

determined treatable disease and success11 outcome" (p. 96). For Braslow (1997), the 

disciplinary technology of electmconvulsive shock therapy epitomized the potential for 

'violent collisions' between physicians and patients regarding what constituted disease 

and its treatment. As an antidote to this problem, Braslow (1997) desmied malaria 

therapy. Although he claimed that malaria therapy 'loosened this relationship," @. 96), 

electroconvulsive shock therapy along with hydrotherapy "intensified the relationship 

between control, behavior, and disease" (p. 96). According to Braslow (1997), d a r i a  

therapy provided an "example in which a nonproblematic blood test for the presence of 

syphilis determined treatable disease" @. 109). He declared that '?he therapeutic 

rationale of malaria allowed doctors and patients to easily agree on what constituted 

disease and its treatment" (p. 109). Braslow (1997) belied the less obvious coercive 

aspects in their doctrinaire reummendations of malaria therapy to patients. 
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Braslow (1997) declared that ''uncertainty as to whether [electmmnVUIsive shock 

thefapy] acted primarily on psyche or on soma," (p. 123) allowed physicians to apply a 

variety of therapeutic rationales for its use. He ambivalently conceded, in some cases, 

e ~ ~ n v u k i v e  shock therapy "paradoxically moved the location of psychiatric disease 

toward the mind and away h m  the body" @. 112). Vacillating, between both the 

discipline and despair ends of his therapeutic continuum, Braslow (1997) suggested that 

"with electroshock therapy and its therapeutic rationale, doctors were unable to reduce 

psychiatric disorder and its treatment solely to the body, creating a complex interplay 

between care and control" @. 123). In contrast to malaria therapy which was exclusively 

emsconced in the therapeutics of despair, the shock therapies were more accurately 

characterized as somatic remedies that fluctuated between the discipline and despait ends 

of the therapeutic continuum in the context of doctor-patient relationships. Nonetheless, 

Braslow (1 997) provided the following qualification: 

I am not arguing that shock therapy necessarily created a .  empathic 

relationship between doctors and their patients. As we saw, shock 

hctioned admirably as a disciplinary technology capable of controlling a 

whole host of diseased behaviors. However, the fact that shock therapy 

did not reduce psychiatric diseases to a diseased brain often made 

physicians seriously listen to their patients' ooncans and desires for 

pathologic and therapeutic meaning and allowed a variety of relatiomhips, 

even ones in which physicians and patients respected and mutually cared 

for one another (p. 123). 
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Accotding to Braslow, it was precisely the organic nature of the hopelessness of general 

paresis, that allowed doctors to form an alliance with their patients. And yet, in the case 

of the shock therapies, the absence of a clear pathology facilitated a more caring rapport 

between physician and patient. In the case of lobotomy Braslow (1997) was more clear 

on the nature of its therapeutic rationale and doctor-patient relationships. 

Lobotomy: Surgery aa Discipline 

Braslow (1 997) provided a case study to illustrate how, for physicians, a lobotomy 

patient "was simply a receptacle of biological disease, legitimate fodder for their 

curiosity" @. 147). The patient was a woman originally admitted to the institution for 

syphilitic meningoencephalitis. Braslow (1997) noted that after being unsuccess~ly 

treated with a combination of malaria therapy and antisyphilitic medications, the woman 

'kmained a 'very difficult' patient often requhing restmint" @. 147). Subsequently the 

woman was considered as a potential lobotomy patient by a panel of physicians. 

According to Braslow (1997) one doctor expressed a "curiosity about. the effects of 

lobotomy on a patient with general paralysis" @. 147). However, in this case, Braslow 

(1997) did not capitalize on the opportmity to provide more critical commentary on how 

general paralysis, malaria therapy, uncontrollable behavior, and lobotomy had 

indistinguishably bled together. 

In the following section, I will argue that lobotomy and malaria therapy share 

several additional similarities that have been curiously overlooked by contemporary 

historians, including Braslow (1997). Indeed, the f e  that the most ardent critics of 

lobotomy have either ignored or celebrated malaria thaapy psexlts a perplexiag 

historical puzzle. Braslow (1 997) presented the lobotomy as follows: 
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A new remedy that unequivocally located psychiatric disease and its 

treatment in the putatively firmer soil of the brain. This new remedy, 

known a3 prehntal lobotomy, created a thoroughly biological vision of 

psychic ills in which disordered behavior clearly signified a diseased brain 

(p- 124). 

Braslow (1997) suggested this brave new vision emerged h m  earlier somatic remedies 

such as hydrotherapy and the shock therapies. However, he explicitly exempted malaria 

therapy h m  the criticisms he levied against the other somatic remedies. 

Braslow (1997) acknowledged certain similarities between lobotomy and malaria 

therapy. For example, he wrote: "Rivaling malaria therapy's biological credentials, 

lobotomy strengthened and concretized a syndetic relationship between bad behavior, 

psychiatric disease, the brain, and the individual" (p. 126). However, it is apparent in the 

following quote that he distinguished the ostensible merits of lobotomy - the most 

biological of remedies - from his more idealized version of malaria thgdpy. 

Lobotomy, like malaria fevg therapy, thus provided.. .physicians with that 

ideal medical remedy a specific therapy aimed at a specific disease. 

While diseases of behavior might be subject to a greater interpretation than 

simple blood tests for syphilis, both interventions rested on the solid 

bedrock of biology. However, if one expected from the experiences of 

doctors with malaria fever therapy that biological interventions nece~Satily 

enhanced relatiomhips between doctors and patients, one would be sorely 

disappointed (p. 143). 
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Braslow (1 997) overemphasized the biological aspects of malaria therapy and seriously 

understated the important role controlling behavior played in the perceived success of 

fever treatments. Malaria therapy (and the other febrile treatments) were, by definition, 

nonspecific remedies used on any number of diseases besides syphilis. Although Braslow 

(1997) questioned physicians' propensity to reduce patients diagnosed as s c h i z o P ~ c  to 

a disease or surgical category, he &led to recognize how this criticism p d e l e d  the 

diagnosis of paretics. By blindly accepting general paresis and blood tests as reified, 

biological facts, Braslow (1997), failed to scrutinize malaria therapy more broadly as he 

did the lobotomy. 

Braslow (1997) also attempted to use physician-patient relationships to 

unequivocally differentiate lobotomy h m  malaria therapy. He pointed out that 

physicians perceived lobotomy as a "humane solution" to "profound clinical problems," 

before providing the following qualification: 

However, this more 'humane' treatment produced a therapeutic rationale 

in which these doctors saw and interacted with their patients as  if they 

were carriers of psychiatric pathology, as objects to be acted on and not as 

individuals to be subjectively understood (Braslow, 1997, p. 144). 

This description is the exact opposite portrayal Braslow (1997) provided of doctor-patient 

relationships in the malaria era. At the same time, however, it bears a significant 

resemblance to the disciplinary therapeutic relationships Braslow (1997) characterized in 

the premalaria era - "doctors often dealt with these patients as though they were objects 

to be acted on, defined by their disease rather than their subjectivity" (p. 83). Based on 

my analysis of the published literature, 1 am not convinced that the transformation from 
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the premalarial to the malarial era that Braslow (1997) perceived is accurate outside of his 

particular institutional context. Indeed, I believe that the doctor-patient relationships 

Braslow (1997) d e s c r i i  in the contexts of both the lobotomy and the premalaria era are 

far more accurate depictions of the treatment many individuals treated with fevas were 

subjected to in the malaria era. 

As with the shock therapies, Braslow (1997) provided a brief history highlighting 

the roles played by key figures such as Monk, Fulton, Freeman and Watts in the 

development of the lobotomy. He also reviewed two contemporary historical analyses of 

psychosurgery. More-or-less dismissing Valenstein's (1986) "cautionary tale," Braslow 

(1997) wrote that 4 ' u n f ~ ~ t e l y ,  his laudatory outrage is ahistorid, obscuring the means 

by which the '%bizarre" is made mundane and scientific" @. 127). Braslow (1997) was 

also critical of Pressman's (1998) historical research which situated psychosurgery within 

mainstream medicine and asserted lobotomy's "central role in the development of 

'scientific' psychiaw' @. 128). He M e r  distinguished his own work suggestkg 

Pressman's history: 

. . .primarily focuses on the high culture of psychiatry (both in t e m s  of its 

practitioners, its products of knowledge, and its patients). Perhaps this 

explains his more sanguine view of psychiatric progress than what we will 

find as we enter into the everyday proletarian world of the state hospital, 

its practitioners, and its patients @. 128). 

Thus, in his own mundane and scientific portrayal of malaria therapy in the e ~ m y  

proletaxian world of Patton State Hospital, Braslow (1997) seems to have overlooked 
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many of the more sanguine but bizam aspects of malaria therapy which I have excavated 

h m  the journals of the high culture of psychiatry. 

Braslow (1997) claimed "a common post hoc explanation for why doctors used a 

failed therapy - especially one that has been vilified as much as lobotomy - is this desire 

to do something, especially in chmstances that otherwise seemed hopeless" (p. 133). 

Cestainly this same critique can be (and should be) applied to the malarial treatment of 

hopeless general paretics. However, Braslow (1997) spared malaria therapy the same 

degre!e of censure. Instead, he diverted his gaze, and his readers, to the positive 

relationships malaria therapy facilitated between doctors and patients in the therapeutic 

domain of despair. Braslow (1997) had the following criticism regarding psychosurgery 

and the rhetoric of hopelessness: 

This is a comforting theory for present-day practitioners. It emphasizes 

the benevolence of their forebears, who labored in the dark ages of 

therapeutics with the best of intentions, and at the same time reassures 

them of the enlightened nature of present practice @. 134). 

Based on my analysiss I contend that Braslow (1997) should have implicated malaria 

therapy in this quotation about lobotomy. Malaria therapy was no less a desperate 

somatic remedy for a hopeless condition. Perhaps Braslow (1997), in making malaria 

therapy the exception, rather than the rule, has refhmed desperation as benevolent 

science. 
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Controlling Recalcitrant Behavior 

According to Braslow (1997), somatic remedies wae '6simultaneo~ly a method 

of ward management and a therapy aimed at the individual patient" (p. 138). 

Hydrotherapy, electmconvulsive shock therapy, and lobotomy were all designed to 

control &errant, bad, incorrigible, and d c i t r a n t  behavior. Focusing on the physician- 

patient relationship in his "sad tale of lobotomy," Braslow (1997) noted "the interactions 

doctors had with their patients fell under the spell of this biological vision, but in a darker 

and more tragic way than we saw for malaria fever therapy" @. 126). Once again, 

Braslow (1997) suggested that lobotomy was in a class of its own: 

Lobotomy bdamentally altered the way in which doctors saw the 

relationship between disordered behavior, psychiatric disease, and the 

body. Unlike any previous bodily intervention including electroshock 

therapy, lobotomy firmly rooted psychiatric disease and its cure directly 

within the brain (p. 139). 

I would argue that the words malaria therapy could be substituted for lobotomy in 

Braslow's (1997) critique. In f@ I would argue that malaria therapy clearly preceded 

lobotomy in firmly rooting psychiatric disease and its cure directly within the brain. 

However, because Braslow (1997) has focused on the purportedly positive relationship 

malaria therapy created between doctors and patients, he has somehow missed an 

alternative reading of malaria therapy - the less positive relationship between disordered 

behavior, psychiatric disease, and the body he resewed so exclusively for lobotomy. 
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Braslow (1 997) posed the question: "Since both traded in the cummcy of biology, 

one might ask why the practice of lobotomy differed so dramatically fhm malaria f ~ r e r  

therapy" @. 1 5 1). He explained: 

Doctors inoculated a patient only when they had 'objective,' 

incontroverti'ble proof b m  a spinal test that the patient had a syphilitic 

infection. A patient's 'd i sordd  behavior had virtually no effeft on the 

decision to inoculate. If a patient refbed treatment, the doctors listened to 

their patient's wishes and rescinded their order to inoculate him or her. 

Most significant, in the case of malaria doctors did not turn a patient's 

subjective desires into his or h a  disease (p. 15 1). 

My extensive analysis of the published fever therapy research seriously challenges 

each of the four claims Braslow (1997) made in the preceding quote. First, the spinal 

tests for a wide range of syphilitic infections that were difficult to diagnose and 

differentiate provided neither objective nor incontrovertible proof. Second, disordered 

behavior played a critical role in the decision to inoculate (and reinoculate) thousands of 

cases beyond the institutional walls of Patton State Hospital. Third, physicians iu many 

otha settings did not listen to patients' wishes. Finally, and perhaps most significantly, I 

would argue precisely because doctors were able to so frequently turn patients' subjective 

desires into their diseases, the suffixing and individual stories of too many individuals 

failed to be heard - not only by physicians during the first half of the twentieth century, 

but by contemporary historians as well. 
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Because Braslow (1997) M y  embedded the therapeutic rationale for the use of 

malaria therapy at Patton State Hospital in the despair end of his therapeutic spectmm, he 

saiously restricted his analysis of malaria therapy. The public record does supply ample 

evidence that physicians, subscribing to the therapeutics of despair, treated patients with 

malaria therapy hoping to alleviate individual suffering. However, at the same time, 

published papers provide testimony of the therapeutic discipline inscriied into the 

corporeal bodies of syphilitic patients treated with malaria therapy. 

Relative to malaria therapy, Braslow (1997), concentrated his critique of lobotomy 

at the therapeutic discipline end of his continuum. Ironically, Braslow's (1997) critique 

of lobotomy caa be used, on a number of levels, as an effective template for examining 

malaria therapy from the therapeutic discipline end of the !pctmm that Braslow (1997) 

neglected. In the context of lobotomy at Stockton State Hospital, Bnlslow (1997) astutely 

concluded: "Thus, based on the best biological science of the mid-twentieth century, this 

Nobel Prize-winning therapy was as much a social technology as a medical one" (p. 15 1). 

Braslow (1 997) continued: 

Of course, any successfbl biological remedy transforms its socially 

constructed-' nature into issues of physiology and pathology. With 

lobotomy, however, transformation of behavioral disorders into brain 

disease with its simultaneous negation of the individual's 'ser emotional 

life was especially pernicious. Once trapped in an epistemological web of 

seeing only biological disease, doctors at Stockton acted with impunity on 

their patients' bodies @. 15 1). 
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If we broaden our historical Perspective beyond lobotomy at Stockton State Hospital and 

examine how malaria therapy s p d  throughout the world during the first half of the 

twentieth century, the same conclusions should be drawn as we cautiously retell the 

stories of somatic remedies. 

Braslow (1997) used physicians' intexpretations of the iatrogenic quelae  of 

lobotomy to illustrate the '4~ntingent and socially constructed nature of therapeutic 

success'' @. 144), drawing our attention to how 'lobotomies transformed quite distressing 

consequences of this remedy into signs of cme" @. 144). He emphasized how ''these 

'very passive' and 'emotionally flattened' patients were not 'successll' lobotomy cases 

simply because they were now more 'agreeable and cooperative.' Their apathy, 

indifference, emptiness, and lack of individuality graphically testified to the surgery's 

effiveness" (p. 144). However, lobotomy was not alone in this respect. Braslow 

(1997) also noted: "'Quieter,' 'manageable,' 'calm,' 'more cheerfirl,' 'cooperative,' and 

'not so aggressive' all described effkctive therapeutic outcomes following individual 

shock or hydrotherapy treatments'' @. 106). 

The published literature was riddled with sirnilar descriptions regarding patients 

receiving fever therapies. Once again, this critical commentary on lobotomy and the 

other somatic remedies is analogous to evidence in the published literature that repeatedly 

reported an alternative utility for malaria therapy. As Moore commented in a 1927 

discussion: "a patient with an agitated type of general paralysis may become a dull, 

morose individual following a malaria course and is catainly less care to his family than 

before the f e v d  (O'Leary, 1927, p. 100). Of course, Moore even went SO far to 

suggest that an incomplete remission ''is a result poorer than no remission at all, or 
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death.. . " (O'Leary, 1 927, p. 100). Moore was punctuated by Bunker (1 929): "In f m  my 

personal opinion is that many of such stat ioq but permanently institutionalized patients 

would be better off if they were dead" (p. 694). 

Malaria Therapy - Success and Anthropological Distamce 

Singling out malaria therapy as being diff-t h m  the other somatic remedies, 

Braslow (1997) suggested "this episode in psychiatric history has three virtues to 

recommend it" @. 72): (1) "general paralysis of the insane coaformed to the ideals of 

scientific medicine by having a known biological cause - syphilis;" (2) malaria therapy 

provided psychiatrists in the first decades of the twentieth century with the ''first widely 

successful and scientifically acknowledged somatic treatment" @. 72); and (3) "since 

psychiatrists largely abandoned malaria by the 1950s and general paralysis is now a rarity, 

we have the anthropological distance that helps us to avoid hserting our own perceptions 

of the disease and its treatment into the story" @. 72). 

In the light of not only my analysis, but Braslow's (1997) interpretations of the 

other somatic remedies he investigated, particularly the lobotomy, these three virtues 

Braslow (1997) inappropriately espoused for malaria therapy are not only untenable, they 

are potentially dangerous. Quite appropriately, in the context of these other somatic 

remedies, Braslow (1997) recognized that by merely conforming to the ideals of scientific 

medicine, widely successll and scientifically acknowledged somatic treatments applied 

to a range of psychiatric diagnoses can be seriously pmblematized, particularly if we 

examine how these reified biological fiicts are socially constructed. And to claim 

anthropological distance, for any of the somatic remedies - including malaria thaapy - 

is, quite simply, historically naive. 
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The Malaria Therapy of General Paralysis 

In his chapter examining malaria therapy, Braslow (1997) deliberately diverted 

our attention away h r n  the material published on malaria therapy and syphilis during the 

first half of the twentieth century- He contended that "the voluminous twentieth century 

medical literature on syphilis and general paralysis and its treatment provides us with few 

clues as to how malaria feva therapy may have affected the ways in which doctors 

perceived the syphilitic patient" @. 78). Instead, by focusing on patient records and 

intaview tmnscriptions h m  everyday practice, he turned "our gaze to a typical state 

hospital" @. 97). In 1998, historian Gerald Gmb reviewed Braslow's Mental Ills and 

Bodily Cures. He praised Braslow for his imaginative use of patient records and his less 

traditional focus on everyday clinical practice rather than on the broader theoretical issues 

related to somatic remedies in psychiatry. In his review, Grob (1998) challenged firture 

scholars to determine "to what extent is it possible to generalize from a single case 

study?" (p. 350). In the context of malaria therapy, I would argue that Braslow's (1997) 

interpretations fail to generake beyond the single institution he investigated. 

Admittedly, Braslow (1997) himself reflexively posed the question "are these 

medical records a reliable source for assessing physicians' attitudes?" @. 91). By 

distinguishing his research as an exploration of perception, however, Braslow (1997) 

attempted to deflect the obvious criti~sm that medical records are unreliable sources of 

objective clinical information. h l o w  (1997) claimed "the question of objective 

validity, although important, is not pertinent to our exploration of perception" (p. 91). 

Braslow's (1997) clear distinction between exploring pemqtion and objective analysis 

becomes less clear in his investigation of other somatic remedies. 
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Pointing out the absence of any randomized clinical trials, Braslow (1997) 

ostensibly avoided taking a clear stance on the efficacy of malaria therapy as an apparent 

biological success. However, seduced by the objective biological effects of malaria 

therapy, Braslow reified the therapeutic rationale for the malaria therapy of genet81 

paresis and firmly ensconced it in the despair end of his therapeutic continuum. As a 

result, Braslow (1997) has h e d  physicians' relationships with general paretic patients 

very favorably - at least a* the introduction of malaria therapy at the Southern 

California Patton State Hospital in 1928. 

The Rendaria Era 

Braslow (1997) divided his analysis of malaria therapy into two distinct eras - 

premalaria and malaria. In the premalaria era, approximately twenty percent of Patton's 

first admissions were patients diaguosed with general paralysis. Only four percent of 

those patients were discharged as recovered. In most instances, they were involuntarily 

committed to the institution "by the force of law and often made to accept the meager 

ministrations of their doctors" @. 93). Braslow (1997) described a milieu characterized 

by therapeutic nihilism. In his analysis of patient records, he found that doctors' 

pejorative characterizations of hopeless patients were imbued with pessimism and 

condemnation fueled by broader cultural perceptions of g e n d  paretics as symbols of 

sexual evil and social decay. Braslow (1997) suggested "consistent with seeing paretics 

as immoral, degenerate transgressors, doctors often dealt with these patients as though 

they were objects to be acted on, defined by their disease rather than their subjectivity" (p. 

83). 
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The Malaria Era 

According to Braslow (1999, the malaria era records provided a stark contrast to 

the premalaria era - as well as a new therapeutic rationale. Braslow (1997) claimed that 

malaria therapy, a "once wildly successrl and subsequently abandoned biological 

therapy" @. 71), fundamentally a l t d  how doctors and patients viewed both each other, 

and disease. Braslow (1997) suggested that the new technology of malaria therapy "was 

aimed specifically at hidden disease pathogens rather than the control of patients' 

observable behavior" and "completely expung[ed] behavior as a criterion for treatment 

and a measure of effectiveness" @. 70). Choosing an interesting biological metaphor, 

Braslow (1997) suggested, in the following quote, that malaria therapy transformed the 

physicians' characterizations of their paretic patients: "More than simply a new 

technology to combat recalcitrant disease, these malaria plasmodia were associated with a 

fundamentally a l t d  perception of the n~osyphilitic patient" (Braslow, 1997, p. 83). 

Statistically supporting his position, Braslow (1 997) provides statistics that in the malaria 

era 40 percent of treated paretics were discharged as curd. 

Braslow (1997) claimed that the more positive relationship between doctors and 

patients ''underscores the fact that therapies do more than simply address disease 

processes" (p. 72). Somehow, according to Braslow (1997), as two biological discoveries 

converged and malaria plasmodium were used to paradoxically combat the syphilitic 

spirochete, biology eclipsed behavior. Following the introduction of malaria thaepy, 

physicians were soon interacting with their patients in a more humane manna. 

Apparently, mutual dialogue facilitated doctors' and patients' agreement regarding this 

innovative therapeutic intewention. Indeed, Braslow (1 997) claimed "no longer seeing 
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them as objects to be manipulated, doctors listened to and acted on their patients' desires" 

@. 85). 

Thc Conspiracy to Believe 

Braslow (1997) did not limit the malaria induced transformation of perceptions to 

the physicians. Apparently, in a shared conspiracy to believe, patients' perceptions were 

also converted. 'The advent of malaria therapy restructured patients' and doctors' 

perceptions of themselves aud each other" @. 93). As a dt, by the 1930 '~~  "this new 

technology not only allowed patients voluntarily to seek hospitalization, but permitted 

even those who were there against their will to become active participants in their 

treatment" @. 93) Braslow (1997) obseved that many of these asymptomatic cases 

manifiested no pamtic symptoms other than a positive spinal fluid Wassennaaa. 

However, I propose that narratives about patients did not hdamentally metamorphose 

because malaria therapy allowed physicians to view all g e n d  paretics in a new light 

hstead, physicians were dealing with a new class of patients - ambulatory individuals 

seeking prophylactic treatment. These asymptomatic patients diagnosed according to 

spinal fluid abnormalities represented hdamentally different cases in contrast to 

hopeless, institutionalized general paretics manifesting not only an array of undesirable 

behaviors, but the specter of impending death as well. 

Braslow (1997) conceded that "for many patients, malaria treatment was a 

terrifying and physically brutal experience. ..Nevertheless, they often expressed heartfelt 

gratitude to their doctors af€er the chills and fevas subsided" @. 86). He attributed this 

shift to the patients' and doctors' conspiracy to believe in the new therapeutic rationale. 

Together, they were convinced that therapeutic success could be achieved with this 
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effective new technology and, together, they were willing to endure the treatment. 

Although Braslow (1997) acknowledged that "a variety of paths led a patient to 

voluntarily radmit himself or herself into the hospital" @. 85), he believed 'klhatever path 

taken and gentle coercion applied, patients, in the main, appear to have genuinely wanted 

the treatment'' (p. 86). 

An Alternative Analysis of Brasiow's Malaria Therapy 

In the following section, I will rehte Braslow's (1997) proposition that the 

introduction of malaria therapy provided the catalyst for a complete transforation of the 

therapeutic relationship between patients and doctors. In contrast to Braslow's (1997) 

exclusive concentration on the therapeutics of despair, my analysis of journal articles and 

text books provides ample evidence that, at times, physicians used fever therapy as a form 

of therapeutic discipline on patients who did not conspire to believe. For many patients, 

not much had changed between the pnmalaria and malaria eras. 

Braslow's (1997) exclusive focus on hospital records restricted both his scope and 

his argument. By design, Braslow (1997) was bound to uncover a benign version of the 

treatment that charted a positive therapeutic relationship according to institutiody 

prescn'bed standards. However, it is unavoidable that relationships formed within the 

stigmatized context of physicians treating patients for sexually transmitted diseases and 

mental illness are clearly not egalitarian. 

Simply defending himself against the obvious criticism that he had neglected 

broader contexts, Braslow (1997) conceded that physicians at the Patton State Hospital, 

as part of the Yarger cultural milieu, may have seen the syphilitic in this value-laden 

context" (p. 79). However, concentrating his focus on the hospital records he analyzed, 
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Braslow (1997) ultimately defended the physicians and malaria thaapy suggesting "it is 

possible that actual practice and local experiences differed markedly from the published 

accounts, as an examination of a specific institution and its doctors shows" @. 79). I 

would argue, however, that imspecbve of some physicians' abilities to establish a caring 

rapport for patients, their profession, as a whole, used their institutionalized power to 

subject patients to radically empirical, and at times, tortuous treatment regimes. 

Serological versus Behavioral Success 

Braslow's (1997) claim that malaria therapy allowed physicians to divorce 

therapeutics from behavior is seriously flawed. He failed to recognize the importance of 

both serological and behavioral symptoms in the treatment of syphilis. Relying on a clear 

behavioraVbiologica1 bifimation, Braslow (1997) boldly suggested that "the practice of 

malaria feva therapy decisively made this separation real by shifting the object of 

psychiatric pathology h r n  disorderly conduct to a disease pathogen, syphilitic 

spirochetes invading the tissues, blood, and brain" (p. 94). This artificial distinction does 

not generalize to the broader literature I have examined. In fact, I: have argued that 

throughout the history of feva therapies, the control of behavior played as significant a 

role as the biological technologies used to determine positive serology For decades 

patients' behavior assumed a primary role because serological evidence was highly 

contested and of questionable utility. Patients' ability to resume their f o m a  station in 

Life, rather than their serological status, was most frequently the true measure of success 

with fever therapy. If malaria therapy modified behavior, patients could be discharged 

from the institution in a matter of we& or months. In contrast, serological reversal 

almost always took years to achieve. Although patients remained under surveillance for 
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yeass - even for the rest of their lives - serological status alone rarely compelled an 

individual to remain instittutiodked and in some cases, vulnerable to further treatment 

with other forms of somatic remedies such as the shock therapies and lobotomy. 

The Genesis of Scientific Facts 

Just as Braslow (1997) can be criticized for overfooking the significant role the 

control of patient behavior actually played in malaria fever therapy, his straightforward 

biological emphasis M e r  compromised his interpretations. For example, in light of 

Fleck's (1935) history outlining the ambiguous and gradual development of syphilis and 

the Wassermann blood test as biological facts, Braslow's (1997) statement that "doctors 

and patients easily agreed on the meaning of a positive Wassermann" @. 94) is as 

untenable as his claim that malaria therapy shifted "the object of psychiatric pathology 

&om disorderly conduct to the spirochete." The analysis in the earlier chapters regzndhg 

the various developments in the histories of the various forms of treatments for syphilis, 

including the fwer therapies, demonstrates that Braslow's (1997) analysis is too simple. 

The Triumph of Biology or Triumph of Hope? 

Breslow (1997) provides the following caveat at the end of his malaria therapy 

chapter 

Though this history suggests that biological solutions to mental ills may 

have salutaty effects on patients and doctors, this interpretation should be 

made cautiously. This history could, and probably should be, read not as a 

triumph of biology but as the triumph of hope, and of a desire to heal and 

be healed" @. 94). 
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Initially, the rhetoric of hope was used to justify radical treatments for hopeless p d c s .  

Howewer, one might imagine that over time, the power of this reasoning should have 

diminished as treatments moved away from saving severe general pardics towards the 

prophylactic treaknent of asymptomatic neurosyphilitics. Perhaps, in addition to 

nqmsenting a triumph of biology and hope, malaria therapy was a triumph of 

professional, institutional authority. 

Unchanghg Technoiogy 

Perhaps the most restrict& focus in Braslow's (1997) historical analysis is his 

observation that "the technotogy of malarial therapy changed little in the *-five or so 

years of its existence" (p. 76). Although this may be an accurate portrayal of Braslow's 
. .  . -  

(1997) micro aualysis of patients' hospital records, his claim does not genaalize to the 

plethora of contradictory evidence I have excavated h m  the public record. According to 

my analysis of decades of journal articles, although the scientific definition of Wagner- 

Jauregg's classic malaria therapy may have remained constant, a constellation of diverse 

treatment regimes revolved around it. 

The malarial treatment for general paresis did not suddenly appear - it slowly 

emerged and was constantly changing. In 1887 Wagner-Jauregg commenced his 

empirical experimentation with a range of feva causing agents on a variety of patients 

with any number of different diagnoses. It is important to recognize that it was more than 

thirty years before malaria was combined with general paresis. Furtheirnore, another 

decade passed before the malaria therapy of general paresis was awarded bre 1927 Nobel 

Prize which subsequently spawned an incredible range of technologies. Wagna- 
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Jawegg's malaria therapy for general paresis developed into au awy of diffaent fever 

treatments for neumsyphilis. 

In the following decades, the broadened discipline of fever therapies for 

neurosyphilis prolifmted and continued to converge with developments in otha 

domains. Malaria therapy did not simpIy vanish in the 1950's when the treatment became 

obsolete. Like Valenstein (1986), I believe it became a part of the bone and marrow of 

psychiatric somatic treatments. Ultimately, Wagner-Jauregg's malaria therapy, as well as 

its many variations were ensconced in the same disciplinary matrix that developed 

subsequent somatic remedies such as the shock therapies, lobotomy and pharmacological 

treatments for mental illness. 



CHAPTER X 

CONCLUSION 

Are there cautionary tales to be taken from the history of malaria therapy? Harold 

Mwkey (1994), the psychiatrist who defended malaria therapy against historian Andrew 

Scull's (1994) criticisms, provided a contemporary example of how Wagner-Jauregg and 

his malaria therapy might st i l l  be implicated in sexually transmitted diseases and 

psychiatric illness in this century. Merskey (1994), whose work I have quoted earlier in 

this thesis, declared: 

If any clinician today could achieve the sort of results with AIDS or 

Alzheimer's Disease which Wagner-Jauregg obtained with general 

pdysis, he would receive the immediate acclaim and the same ultimate 

rewards as those given for the introduction of the malarial treatment @. 

389). 

My thesis developed out of an initial attempt to compare the treatment of syphilis 

at the beginning of the twentieth century with the psychiatric community's response to 

acquired immunodeficiency syndrome (AIDS) a century later. In my exploration, I 

stumbled onto Austen's, Stolley's, & Laslty's 1992 article, 'The History of 

Malariotherapy for Nemsyphilis: Modem Parallels" in The J o d  of the American 

Medical Association. The paper f m e d  Wagner-Jauregg and his Nobel Prize Winniag 

malarial inoculation for general paralysis. The authors hoped to provide a cautionary tale, 

from the past, regarding ethical guidelines for contemporary drug research and treatments 

for people iafected with HIV .  Austen, Stolley, & Lasky (1992) challenged the putative 

efficacy of malaria therapy in the treatment of neurosyphilis relative to the 'modem' 
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concept of random clinical trials. They also drew direct parallels between g e n d  paresis 

and a new, malignant, sexually t d t t e d  disease wbich could also lead to insanity, 

physical deterioration, and eventually, death. The former panacea for general paresis, 

penicillin, and all of the subsequent mtiiiotics aml drugs that have been developed, have 

been rendered obsolete by a new generation of incurable sexually tranmitted diseases 

(and n o n - d y  transmitted diseases). 

haghhg an After-History 

In this thesis, I have provided a critical history of Julius Wagner-Jauregg's Nobel 

Prize winning malaria feva therapy for general paralysis. With my thorough analysis of 

North American journal articles and monographs published during the first half of the 

twentieth century, I have problematized both the historical and contemporary celebrations 

of this now obscure treatment. For more than sixty years different forms of fever 

therapy@) were used indiscriminately on a diverse range of people with various degrees 

of mental illnesses and syphilis. Because the statistical and theoretical claims that were 

used to justiQ fever therapy were highly contradictory, it is impossible to discem how 

efficacious malaria therapy was as a form of treatment. Ultimately, nonspecific feva 

therapies were seriously confounded by specific pharmacological treatments that most 

patients received. For the more severe class of patient, it was ultimately demonstrated 

that although they had a one percent chance of being cured by malaria therapy, they faced 

a twenty-six percent chance of treatment-related mortality. Over time, as this hopeful 

cure for hopeless paretics, was used on asymptomatic forms of syphilis as part of the 

prophylactic regime fighting the war against sexually transmitted diseases, these dismal 

statistics were obscured. Before it was eradicated by penicillin, fever thaapy was used in 
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conjunction with many different somatic remedies that w e e  developed in the first half of 

the twentieth centwy. 

Because al l  histories are intemted, they are open to diffaent interpretations. The 

history of fever therapies I have provided is highly critical relative to other 

historiographers' favorable anal-. However, like other subsequently repudiated 

somatic remedies in psychiatry, such as psychomgery, the ostensible valw of fever 

therapy is dubious when subjected to rigorous historical scrutiny. When two broader 

histories - syphilis and somatic remedies in psychiatry - converged in the diagnosis and 

treatment of general paresis, researchers were provided with an opportunity to empirically 

expexhent with almost any treatment they could imagine. Stigmatized as the carriers of 

a hopeless sexually transmitted disease that led to insanity and death, individuals were at 

the mercy ofphysicians ensconced in the disciplines of medicine and psychiatry. 

Originally, 1 had hoped to reconcile the various contradictions of malaria therapy. 

Ultimately, howeva, my historical analysis has accentuated them. Just as Fleck (1935) 

questioned the genesis and development of the scientific 'fact' that "the so-called 

Wassermann reaction [was] related to syphilis" (p. xxviii), I have investigated to what 

degree the fact that the so-called inularia therapy treatment was relafed to general 

paraQsslr. I have argued that Wagner-Jauregg's malarial inoculation of general paretics 

represents much more than an efficacious treatment that received the 1927 Nobel Prize in 

medicine. As Fleck (1935) noted, all discoveries have originated h m  a complex matrix 

of possibilities and become 'the starting point for new lines everywhere develophg and 

again joining up with others. Nor do the old lines remain unchanged. New juncti011~ are 
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produced time and again and old ones displace one another. This network in continuous 

fluctuation is called reality or truth" (Fleck, 1935, p. 79). 

The genesis and development of fever therapy as a cure for insanity, in its many 

different fonns, spanned decades. At times, whether or not patients had general paresis 

was irrelevant. Thirty years before he received his Nobel prize W a g n e r - J a q  and his 

colleagues began empirically inducing fevas in a range of insane patients. Almost thirty 

years after the prize was awarded, psychiatrists such as Solomon were sti l l  empirically 

subjecting patients to fevas as part of their treatment armamentarium. 

On a number of levels, malaria therapy, an obscure treatment from the past, 

represents the future in historiographical examinations of somatic remedies in psychiatry. 

After excavating such a wealth of controversial data in the published record, there are at 

least three directions that should be taken in future historical research on malaria therapy. 

Archival research of a particular institution's records, a detailed investigation of Wagner- 

Jauregg, and a more macro theoretical and philosophical investigation all seem n-sary. 

Scull's (1991) archeology of historiography in psychiatry leans towards more 

nuanced, micro-histories which 'give voice to the voiceless.' Presumably, we should 

seek to tell individuals' stories (seemingly lost in the public record) through detailed 

investigations of institutions' primary source documents. However, historians' ostensibly 

more sophisticated micro attempts to unearth the stories of patients' suffering, and 

science's quests to 'cure' them, sometimes develop into a new, less obvious, generation 

of insider history. For example, Braslow (1997) failed to recognize that his sophisticated 

history of malaria therapy was bound to be favorable because it was rendered b m  

institutionally defied hospital records produced by physicians in clear positions of 
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authority and power. As a result, tather than giving voice to subjugated patients, he 

exonerated physicians h m  critical scrutiny and peqetuted the celebratory myth of 

malaria therapy as a successful medical treatment for a well d&ed disease. 

Because all historical inteqmtations are highly contestable, micro histories 

investigating somatic remedies must be bumrssed by other historiographical 

perspedves. Braslow's (1997) history of malaria therapy was weakened because he 

failed to augment his institutional evidence with a more thorough d y s i s  of the public 

record. In adaddin, a m a m  level of historical analysis more critical of psychiatry might 

also have shifted his skewed portrayal of malaria therapy (and the discipline of 

psychiatry). Clearly, Scull's (1999) eschewal of 'rhetorically ostentatious' and 'globally 

revisionist' macro approaches to the therapeutics of somatic remedies requires 

reconsideration. Although malaria therapy was conducted in institutions, the 

development of feva therapy took place in a much broader and complex social and 

disciplinary matrix. 

Treatment regimes ostensibly designed to liberate individuals, may instead, lead to 

their oppression. Szasz (1974) admonished us to "keep an open and critical mind toward 

all psychiatric interventions and, in particular, that we not accept or approve any 

psychiatric intervention solely on the ground that it is now officially regarded as a form of 

medical treatment" (p. 261). Wagner-Jauregg's malaria therapy for g e a d  p-is 

provides us with a reminder that by couching psychiatric interventions in the language of 

science and medicine, moral, political, and social issues may be obscured. Braslow's 

(1 997) falure to heed this admonishment contributed to his questionable interpretation of 

malaria therapy. 
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As Pressman (1998) argued, "the task of establishing the true genealogy of any 

scientific idea is more chaotic than we have been led to believe" @. 55). Ultimately, a 

strictly Whiggish approach to the history of somatic remedies in psychiatry is inadequate. 

I am left wondering how Foucault might have written a geaeaology of Wagner-Jauregg's 

malarial inoculation of g e n d  paresis. Fever therapy for neurosyphilis is simultaneously 

encompassed by several of his major works: Madness and Civilization. Discinline and 

Punish, Birth of the Clinic, and The History of Sexualitv: Volume I. I believe the 

conWcti011~ malaria therapy repsents, both historically and in contemporary histories, 

must be scrutinized at this more sophisticated level of analysis. 

The J o d  of Mental Science published a two-part, sixty page summary of 

discussions held in November 1928 by the General Paralysis Sub-Committee of the Royal 

Medico-Psychological Association (Royal Medico-Psychological Association, 1929% 

1929b). In these discussions, a skeptical participant, Shaw, addressing his worry about 

the "triumphant vindication of the efficacy of malarial so-called therapy," @. 16) 

admonished: 

I can imagine, in an after-history of the war of 1914-191 8, written in the 

year 2,500 AD, one coming across the following: 'A curious and 

interesting commentary on the psychological state of the people was an 

organized attempt to deplete their insane population by i n f d g  them 

with a disease known as malaria. Some historians ofthe period state that 

this was really due to an obsession on the part of the medical authorities of 

that time to the effkct that a terminal disorganized condition of the central 

navous system due to infection by the spirochaete of a disease known as 
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syphilis was curable by infection with malaria Although all obsessions 

are necessarily difficult to comprehend, the rationale of this seaas 

peculiarly so, inasmuch as the medical profession must have been aware at 

that time that no such antagonism really existed between these organisms. 

The suggestion, therefore, that the real reason was that first mentioned is 

most probable, since the introduction of a benign type of malaria, easily 

combated even at that period in healthy persons, would undoubtedly d t  

in increased mortality amongst the debilitated insane' (p. 1 6). 

AAer excavating a half century of journal articles discussing malaria therapy and general 

paresis, I have joined Shaw in his historical imaghings. 



ENDNOTES 

American Medical Association. (1917 through 1950). Ouarterl~ Cumulative Index 
Medicus. volumes 2 through 48. Chicago, IL: American Medical Associatioa 
' The AJSGVD was not available at the University of Calgary. However, three days were 
spent reviewing all available issues of the journal at an off-site storage f W t y  in 
Berkeley, CA. 
iii As presented above, I believe The American Journal of Psychiatnr's 1 5 0 ~  anniversary 
supplement provides an example of this genre of writing of which Scull is so critical. 
" Although this criticism was buried in a footnote, at times, such professional animosities 
between historiographers (i.e., Scull, 1994, 1995% 199%) and psychiatrists-cum- 
amateur-historians (i.e., Crammer, 1994; Merskey, 1994) have been less constrained. 

Scull (1991) is clearly implicating Szasz and his major works: The Mmufhure of 
Madness (1 970) and The Myth of Mental Illness (1 974). 
" I have refmced Pressman's work as Pressman (1998) throughout this document 
because I have used his book, Last Resort: Psvchosumenr and the Limits of Medicine. 
This work is based on his 1986 dissertation. Other researchers who referred to 
Prpssman's work prior to 1998 will have referenced his 1986 unpublished document 
"' Before developing focal infection therapy, Cotton had experimented with controversial 
i.nir,xamuial treatments for general paresis (Cotton & Stevenson, 1 9 1 8). 
"" Adolf Meyer has been celebrated as the fither of the North American biopsychosocial 
model of psychiatry (e.g., 1994 AJP Anniversary Supplement, v. 1 5 1(6)). 

Pahaps launching into this diabie Scull (1994) violated his caution to less seasoned 
historians not to engage in a "mixture of facile moral condemnation and verbal 
pyrotechnics" @. 5). 

According to Scull, Pressman was a prottge of historian Gerald Grob presented later in 
this chapter. " Before his death in 1987, Calgary psychiatrist Sebastian Littmann carried out extensive 
research into Wagner-Jamegg's life and career. I would like to acknowledge Mrs. 
Littmann's generous donation of an archive box 111 of valuable historical material 
including Dr. Littmann's extensive interview in German with Wagner-Jauregg's son, 
Theodore, and Mrs. Littmarm's interview in French with his only surviving daughter. 
U'Wagner-Jauregg's reputation was blemished by a 1920 investigation into suicides and 
deaths resulting from electrical treatments administered to soldiers suspected of 
malingering. He was acquitted of the charges, and Freud, a member of the investigating 
committee (and a personal fiend), was "personally convinced that Professor Wagner- 
Jauregg would never have allowed [the electrical stimulus] to be intensified to a cruel 
pitch" (Valenstein, 1986, p. 3 1). See Freud as an Ex- Witness: The Discussion of War 
Neuroses Between F r e d  and Warner-Jaureeg - K. R Eissler's (1986) English 
translation of the trial as well as some historical commentary on the case. 
""Quinine is an anti-malarial agent. 
' " ' A r s p h ~ e  (i.a compound 606/salvarsan - the savior) was the magic bullet 
discovered by Ehrlich in 1906. 
'"In 1906 Wassexman developed a test for diagnosing syphilis. 
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A-tding to Tram and Maton (1979), Fleck published this Gaman monograph in 
Switzerland 'kcawe political conditions in 1935 did not permit a Jew to publish in 
%Y" @. 150). 
-The Cooperative Clinical Group is discussed in more detail in Chapter VL 
-As discussed in Chapter VL, Solomon, Kopp, and Rose (1941) reported using 
hypohyperthermia; In Chapter W and VIIT, Solomon's and his colleagues' use of 
electroshock treatment for general paresis is presented (Landau, Kopp, Rose, & Solomon, 
1949; Perlo, Rose, Carmen, & Solomon, 1951). - In Solomon's (1 923c) article, Wagner-Jauregg was only mentioned in the context of 
tuberadin - not malaria 

In Bad Blood: The Tuskegee Swhilis Emeriment, Jones (1981) implicated Moore in 
m t i n g  the myth of racial differences in syphilis. Jones (1981) quoted Moore as 
stating "syphilis in the nego is in many respects almost a different disease h m  syphilis 
in the white" (p. 106). Jones (1981) also suggested that Moore used his stature to lend 
scientific respecMility to the controversial Tuskegee Syphilis Experiment and to ensure 
it came to fhition. In this study, k m  the early 1930's into the late 1960's, 400, 
impoverished, African-American men h m  rural Alabama infected with syphilis were 
denied treatment because they were used as a control group to detedne the long term 
outcomes of untreated syphilis. - As editor of the American Joumal of Sphilis. Gonorrhea. and Venereal Diseases, 
Moore (1942 & 1945) published ptovocative editorials on topics such as "Syphilis and 
Employment" and 'Tunisbment for Venereal Disease in the Anned Forces Ended by 
Congress." -' As with many of his tables, Moore (1933) did not provide clear explanations for where 
his statistics were derived in Table 2. Moore's (1933) statistics were a hybrid of results 
k m  his institution combined with statistics reported in other investigators' reports. 
Overall, based on my review of the literature, Moore's (1933) figures appear to provide a 
fair representation of the figures reported in much of the literature (despite the huge 
disparities between diffaent investigators' reported statistics). 

With regard to Table 3 Moore (1933) wrote: "Numerous studies are available as to the 
ultimate fate of paretic patients. I utilize particularly the reports of Tophoff and of 
Raynor, dealing with 1,300 patients who received no treatment; of Furman, reporting on 
500 patients treated with routine pre-malaria methods ( a r s p h d e  and heavy metals); 
and of many investigators who have summarked their experiences with malaria" @. 340). 
-" The data appearing in Table 4 was based on "150 well followed patients in our 
material" (p. 38 1). 

In Table 5, Moore (1933) noted: "These estimates are drawn from our own experience 
and h m  various sources in the literatwe'' (p. 409). 
xxY' In Table 6, unselected figures were "based on more than 5,000 reported cases" 
(Moore, 1933, p. 405) fiom various investigators; Selected figures were ''based on about 
SO0 patients treated in our own clinic" (Moore, 1933, p. 405). - In one instance, at the patient's request so he could be discharged from the hospital 
sooner. 



nviii Bennett's reference to the 'removal of all possible foci of infection' in his 
experimentation with 'toxic-infectious psychoses' is reminiscent of Henry A. Cotton's 
(1922a) 'focal infection therapy'. As discussed in Chapter Two, see Scull (1987). - In a footnote, it was specified that the idea for the metrazol treatment of general 
paresis originated with Kenyon. 
" In his forward to Dattner's (1944) text, Moore noted "by virtue of political events, 
painfully &miliar to the world, [Dattner] joined the distinguished group of Geman- 
speaking scientists to whom h d o m  of thought, speech, and scientific truth skxmed 
paramount, and escaped to the United States" @. 7). 
-. In his preface, Dattner wrote: "Above all I should like to express the deep gratitude 
that I feel toward my late teacher, Professor Wagner-Jauregg, with whom I was fortunate 
enough to be associated for so many years and in whose memory this volume has been 
written (Dattner, tho ma^, & Wexler, 1944% p. 9). 
"" Although Braslow (1997) recruits the language, and some of the ideas of social 
constructionism in his text, ultimately, his work is not social constructionist in nature. 
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APPENDIX A 

COOPERATIVE CLINICAL GROUP PATIENT CLASSIFICATION SYSTEM 

Degree of Involvement: 

Mild - Relatively free from s i p  of deterioration, with mental symptoms, usually 

transitory. 

Intermediate - Symptoms of manic excitement, depression or o h  psychiatric 

syndromes, in addition to evidence of moderate deterioration. 

Severe - Evidence of advanced detetioration. - 
Clinical Results: 

Remission - Sufficient clinical recovery to permit the patient to return to his formex 

socio-economic status. 

Immved - Complete or partial disappamce of clinical manifestations without 

corresponding improvement in the capacity to return to the former socio-economic status. 

Unimmved - No detectable clinical evidence of change in the course of the disease. 

Promsed - Clinical condition less satisfktory after therapy than before. 

Death - Treatment deaths during therapy, or deaths regardless of cause, occurring during - 
or within three months subsequent to thaapy. 




