6 New Modes of Observation &
the Psychologization of Opposition

The analysis of patient files that contain conflicting diagnoses is not only pertinent
to analyzing modes of observation and writing, but it is also ideal to demonstrate the
changes in perception that allowed the re-conceptualization of melancholia as either
manic-depressive insanity or dementia praecox. As we have seen in chapter 5, Satd’s
melancholia was reinterpreted as dementia praecox, which suggests that the relationship
between these two conditions was, in fact, closer than it is usually assumed to be. Even
though one of them was defined as a temporary affliction and the other as an incurable,
permanent illness, it was still possible for Kure to rewrite Saté’s melancholia as dementia
praecox.

As it happens, patients do not usually come with an “sncurable” tag pasted across their
foreheads, and unlike other states of mind such as sadness or fear, incurability is not a trait
that doctors are traditionally used to recognizing by observing their patients” appearance
and behavior. We also need to consider that the observation period in Japan’s military
hospitals was very short and that doctors did not have the luxury of drawing their con-
clusions from long-term records. In fact, the wartime setting often required an ad hoc
diagnosis immediately upon admission. This situation was very similar to the conditions
Kraepelin faced in Heidelberg when he had to decide whether a new patient should re-
main in the (constantly overcrowded) teaching hospital or be transferred to a long-term
hospitalization facility for incurable patients. I will therefore draw upon the analysis from
chapter 2 and show how the new system of “significant signs” propagated by Kraepelin
was applied in practice in the Japanese setting.

Indeed, upon matching and examining Araki’s and Kure’s case histories, several other
cases of conflicting diagnoses (other than Sat6’s) come to light, which allow the articula-
tion of a more nuanced view of the relationship between the contemporary perception
of melancholia and dementia praecox. In this chapter, I will demonstrate that at the time
of the Russo-Japanese War, Araki’s melancholia and Kure’s dementia praecox were over-
lapping disease concepts. Thus, the two physicians could apply them to the same group
of patients by emphasizing different criteria of illness identification. When examining
medical literature from this period, one should, therefore, not treat these terms as if they
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represented distinct disease entities and referred to different patient populations. In fact,
not even the use of the same medical term implied a shared understanding of its meaning.'

From a comparison of Kure’s and Araki’s cases, it can be observed that one effect of
Kure’s new diagnostic scheme was that several previously inconspicuous clinical signs
(gestures, movements, attitudes) had suddenly been ascribed diagnostic value and thereby
changed modes of observation. In cases that have been observed both by Kure and Araki,
I will examine the changes in observation by focusing on three spheres of mental func-
tioning, namely, affect, cognition, and volition. In focusing on these three categories, I
enter into dialogue with Radden and Shorter, who have argued that the emergence of
Kraepelin’s disease concept of manic-depressive insanity was a result of “lumping mood
disorders together.”* Re-examining the case histories according to this tripartite division
allows me to demonstrate that this was not the case and to propose an alternative explana-
tion. Thus, the structure of this chapter suits my aim of making a historical argument on
the genesis of the psychiatric concepts of manic-depressive insanity and dementia prae-
cox. However, this is not to imply a division of mental faculties (as such) nor to suggest
that the historical actors Kure and Araki actively used this subdivision as analytical cate-
gories. On the contrary, I will show that it was precisely the rejection of a division into
affective and cognitive disorders that characterized Kure’s approach.

6.1 Affect: Tears and Withdrawal

Although medical historians often characterized Kraepelin’s manic-depressive insanity as
an “affective disorder,” there is little evidence in Kure’s cases that “affect” actually played
a decisive role in the diagnosis of his manic-depressive patients.> The cases of Akiyuki
FAIT and Hibara #8 5, two of Araki’s melancholic patients who were subsequently re-
diagnosed with manic-depressive insanity by Kure, serve to illustrate the transformation
process that provided them with new medical identities.* When their medical records are

1 This has been the most common approach to analyzing these historical texts. It is characterized by the
absence of a contextualized examination of medical categories, an ignorance of their use in practice and
their notoriously unstable meanings. The shortcomings of such studies become even more apparent
when the analysis is limited to statistical data. Although acknowledging the limitations of his approach,
Paul Wanke’s assessment that at the time of the Russo-Japanese War, Russian military psychiatry was in
a state of confusion is entirely based on statistics issued by different psychiatric hospitals (Wanke, Rus-
sian/Soviet Military Psychiatry 1904-1945, 20).

Shorter, What Psychiatry Left Out of the DSM-s5, 167; Radden, “Lumps and Bumps,” 131.

3 The representation of manic-depressive insanity as an “affective disorder” is the most common way of
portraying the illness. See for example: Schmidt-Degenhard, Melancholie und Depression; Jackson,
Melancholia and Depression; Berrios, “Melancholia and Depression during the 19th Century”; Hoff,
Emil Kraepelin und die Psychiatrie als klinische Wissenschaft; Radden, Moody Minds Distempered;
Somogy Varga, “From Melancholia to Depression: Ideas on a Possible Continuity,” Philosophy, Psychia-
try, & Psychology 20, no. 2 (2013): 141-155; Shorter, What Psychiatry Left Out of the DSM-s.

4 For Araki’s data on Akiyuki see case 19 (23-year-old transport soldier) in Araki Sotard, “Seneki ni insuru
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6.1 Affect: Tears and Withdrawal

compared to Satd’s case, the rationale behind Kure’s differentiation of manic-depressive
insanity and dementia praecox becomes more clearly visible. In fact, the plurality of com-
plementary cases shows that Kure’s gaze was guided by other determinants than the divi-
sion of “affective” and “cognitive” symptoms.

Akiyuki had joined the Army in 1903, when he was twenty years old. During the spring
of 1905, when most of the battles of the Russo-Japanese War had already been fought, he
was stationed in Xiafeidi AP, a small village in Liaoning province in Manchuria,
where he worked as a transport soldier (yusotsu i )5 On May 30, while on duty,
Akiyuki experienced physical weariness and discomfort. At first, he ignored these symp-
toms, but when his condition got worse on the following day, he asked for a medical
examination.

Araki recorded that Akiyuki seemed to be in a stuperous condition and could not give
intelligible answers during the examination. In his article, Kure supplied the additional
information that it had become apparent upon examination that Akiyuki was drunk,
recked of alcohol, and was muddle-headed, so that his comrades had to be questioned in
his stead.® They assured the medical personnel that Akiyuki was mentally ill (seishin ni ijo
ari K =547 1 ) and was apparently also experiencing hallucinations (genkakn %)
). He was known for his habit of sneaking into the neighboring villages in the evenings,
was restless at night, and used to talk in his sleep.

Apart from the alleged “facts,” this episode illustrates the involvement of third parties
in identifying abnormal behavior and interpreting it as mental illness. Comrades, com-
manding officers, or the military police (kenpei 7 %) often acted as mediators or com-
plainants who initiated a person’s commitment to a hospital.” However, it seems that in

seishinbyd ni tsukite,” 153. There is no corresponding German version. Asin all other instances, the name

and date of birth of the patient is only mentioned in Kure’s records, cf. case 36 (transport soldier Akiyuki

of the transport unit [peasant], born February 1883) in Kure Shaizo, “Nichiro seneki cha ni okeru yo no
jikken seru seishin shogai ni tsukite,” ror-102.

For Araki’s data on Hibara see case 277 (25-year-old transport soldier) in Araki S6tard, “Seneki ni insuru
seishinbyd ni tsukite,” 156. There is no corresponding German version either. For Kure’s data on Hibara
see case 38 (transport soldier Hibara [peasant], born May 1881) in Kure Shazo, “Nichiro seneki chi ni
okeru yo no jikken seru seishin shogai ni tsukite,” 102-103.

Araki Sotar6, “Seneki ni insuru seishinbyd ni tsukite,” 153; Kure Shaizo, “Nichiro seneki cha ni okeru yo

no jikken seru seishin shogai ni tsukite,” 1o1-102.

6 Kure Shiz, 1o1. Kure also mentioned that Akiyuki’s father was known as a heavy drinker (taishuka X
W95%) and that the patient himself was fond of alcohol and was used to drink about 1.5 pints i.e. roughly
1liter (go g0 T145) at a time.

7 In Araki’sand Kure’s case histories, these mediators were rarely named or even mentioned. Their involve-
ment sometimes became apparent in the patient’s fear of being arrested by the military police or when the
patient record contained information about some oftense or criminal behavior (absence without leave,
desertion, theft, and others). The role of mediators, complainants, and family members in the process
of hospitalization has been explored in Erving Goftman, Asylums: Essays on the Social Situation of Men-
tal Patients and Other Inmates (New York: Anchor Books, 1961), 136-144. On the role of the family in
the Japanese mental health system see Suzuki, “The State, Family, and the Insane in Japan, 1900-194s.”
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Akiyuki’s case, none of these reported symptoms and anomalies had prompted the med-
ical authorities in Manchuria to commission his transfer to a specialized hospital. It was
only when he complained of diarrhea and abdominal pain (identified as colitis by Araki)
on the roth that he was immediately sent back to Japan along the established evacuation
routes. After having passed Tieling, Liaoyang, and Dalian, he arrived in Hiroshima on
Thursday, June 29, and was examined by Araki on the following Sunday, when he was
on duty at the hospital. Araki’s assessment proved rather short:
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Status praesens: July2: Inhibition of associations, responds very poorly
to questions.

Diagnosis: Melancholia.

Further Developments: Transferred to the Tokyo Reserve Hospital on
July 8.

In his version of the anamnesis, Araki noted that Akiyuki had been depressed (chinutsu VA
#), inhibited (yokuse: #I1l), and that he had hallucinated (genkaku ari £)%77 V) and
talked to himself at night (yakan dokugo wo nashi X [I¥5E Z - >) when he was being
examined in Manchuria. Unlike Kure, Araki did not mention the influence of alcohol as a
possible cause for the hallucinations and self-talk, but Kure would later interpret them as
delirium (sengo FfEat). When Araki examined the patient at Hiroshima, he seems to have
focused on Akiyuki’s verbal response and made his diagnosis based on his slow and un-
intelligible way of speaking, which to him suggested an inhibition of mental and physical
processes. As for Kure, his observations were far more detailed:

EAN 22N

WEAEAE [L.] $E R fy Om S Seuliiwloe 7 #2676 H -+ H a9k
—ZNEE I,

On the role of the police see Catharine Coleborne, “Passage to the Asylum: The Role of the Police in
Committals of the Insane in Victoria, Australia, 1848-1900,” in Porter and Wright, The Confinement of
the Insane, 129-148. A more recent study is the article of Nellen and Suter who examined the role of the
police and its informants—the innkeepers of the city of Basel—in the process of identifying, relaying,
and processing cases of mental illness around 1900 (Nellen and Suter, “Unfille, Vorfille, Fille”).

8 Araki Sotard, “Seneki ni insuru seishinby6 ni tsukite,” 153. Araki’s use of punctuation marks is often
inconsistent. He used the Japanese zoten “. ” both as a comma and as a full stop, but sometimes did not
indicate the end of a sentence at all.
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Diagnosis: Depressed state [of manic-depressive insanity].

Anamnesis: [...] After having passed through the line of communication
hospitals of Tieling, Liaoyang, and Dalian, the patient was admitted
to the Shibuya branch-hospital on July ro.

Present symptoms: His facial expression indicates a depressed state.
Tongue tremor as well as a minor reduction of the sense of pain is
present. There are no anomalies in chest and abdomen except for
cardiac palpitation. He has pressure pain in the gastric region and
diarrhea with mucinous stool mixed with blood. Complains about
fatigue and loss of appetite.

The patient is depressed and silent, answering questions unassertively.
His memory is impaired and his movements sluggish.

Physical state and nutritional condition are average. His facial ex-
pression indicates a depressed state, the movements are slow. No
abnormalities of the cranium detectable. Pupils are of equal size
and pupillary reaction is present. Tongue tremor, tendon reflexes
increased.

He answers slowly and in simple words, sometimes not giving an an-
swer at all. When pressed to talk, he cries. He has no insight into his
condition and his memory has become corrupt. When he is in bed, he
is absent-minded. Sometimes he holes up in a corner. Occasionally,
he does not eat and when encouraged emphatically, he cries.

On August 13, he was exempted from military service and discharged
from hospital.

9 Kure Shizo, “Nichiro seneki cha ni okeru yo no jikken seru seishin shogai ni tsukite,” ro1-102.
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It is clear from this description that Kure tried to come to a conclusive diagnosis by ex-
cluding unlikely diagnoses and by conducting a series of medical tests. He auscultated
Akiyuki’s chest, palpated his stomach for pains in the abdomen, and had his stool tested.
He examined his skull for signs of degeneration, tested his pupillary response to light, and
checked his tongue and his tendon reflexes. Most of these physical examinations were
aimed at excluding physical ailments and several serious neurological diseases or brain le-
sions.

Furthermore, he evaluated his facial expression and tested his memory and his verbal
response. He observed the flow of his movements and his activities in the hospital, pay-
ing special attention to Akiyuki’s sleep and appetite. The extent to which Kure tested
Akiyuki for “negativistic” behavior, probing how he would react when pressured to talk
or eat, is telling of the importance that he ascribed to this “symptom.” Had Akiyuki given
in to the pressure with a sudden movement or some unexpected remark, his actions could
immediately have been interpreted as signs of “negativism,” as in Satd’s case (on page 162).
However, since he reacted with tears and restraint, Akiyuki’s passive behavior was read as
a sign of inhibition instead. Whereas Sat6 averted his eyes when questioned and refused
to eat when watched, Akiyuki apparently did not show such signs of opposition and re-
luctance.

Through his series of tests, Kure had ruled out “negativism” and with it the possi-
bility of interpreting Akiyuki’s condition as dementia praecox. Other signs, such as his
depressed appearance, slow replies, and sluggish movements strengthened Kure’s manic-
depression interpretation. However, what turned Araki’s melancholic patient into a
manic-depressive patient in Kure’s eyes was the combination of inhibition and disturbed
affectivity with the absence of any behavior that he could interpret as catatonic. As Satd’s
and Akiyuki’s cases exemplify, this chiefly concerned the patient’s reaction to the medical
examination and the medical setting in general. According to this logic, which still has
some significance in present-day diagnostic practice, patients who cooperate or resign
can be put in a different medical category from those who resist treatment.

The comparison of Satd’s and Akiyuki’s cases also shows that, in Kure’s differentiation
scheme between manic-depressive insanity and dementia praecox, “affective” symptoms
were definitely less decisive than the presence or absence of “catatonic” signs, which in-
dicated a dysfunction of the volitional impulse to Kure. In his general discussion of de-
pressed and exalted states among the patients from the Russo-Japanese War, he noted that
depressed states were not restricted to manic-depressive insanity. As for patients who ex-
hibited alternate states of exaltation and depression, he even noted that most of them were
suffering from dementia praecox, rather than manic-depressive insanity.'® This approach
to affective disorders was also reflected in Kure’s case histories: among the twenty-nine
dementia praecox patients, only four were explicitly recorded as having flat aftect (kanjo

10 Kure Shazo, “Nichiro seneki chi ni okeru yo no jikken seru seishin shogai ni tsukite,” 4s.
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donma JEAG HHK), four were characterized as having changing moods (kanjo henkansei
FEAG R ), and five others were referred to as depressed (chinutsu shi IXEE > ).
Other behavior patterns than “negativism” that were ascribed high diagnostic relevance

in Kure’s scheme were those related to speech. In Satd’s case, disturbed speech was associ-
ated with disturbed thought, but Saté also showed other cognitive disorders (delusions)
and exhibited behavior that Kure interpreted as a dysfunction of volition (negativism). It
is therefore plausible that Kure’s catatonia diagnosis should have rested more upon these
other symptoms and that the presence of incoherent speech had not been deemed to be
equally decisive.

The relevance of speech for diagnostic judgment is more prominent in another case.
On the same day that Satd was admitted to the Hiroshima hospital, another patient who
had been reported to show incoherent speech was hospitalized in Tokyo. Hibara, like
Akiyuki, was a transport soldier who had been stationed in Manchuria in the summer of
1905. He had been known as a quiet and diligent worker, but on August 4, he suddenly ap-
proached the platoon leader and proclaimed that no matter how hard they would punish
him, he just could not observe public order and military discipline.”* When he was asked
why he should say this, he remained silent and did not answer. On another occasion, he
had claimed that he was a hindrance on the road the Army was supposed to pass.”

Araki reported that Hibara had given unintelligible answers (£0 yoryo wo ezu JEE
2 7 15 X), had been depressed (chinutsu {XE), had refused to eat, and had had trouble
sleeping in Manchuria. On the 6th, he had been admitted to the line of communication
hospital at Fushun HENE and after passing through Liaoyang and Dalian, he had reached
Hiroshima on August 17."* By the time Hibara was examined by Araki on the 20th, his
symptoms seemed to have improved:

Hlzz J\H Z+H. > FHMRE T R84 A
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Status praesens: August20: No prominent symptoms detectable.

Diagnosis: Melancholia—now already cured. [...]

u In fourteen cases the mood was not mentioned. Also note that Kure’s report only provides twenty-nine
case histories for his sixty-five dementia praecox patients.

12 This incidentis described in Kure’s report, see Kure Shiizd, 101-102. In Araki’s version, the episode is not
mentioned, but both Araki and Kure noted that Hibara suffered from a headache two days prior to the
event and was depressed and taciturn afterwards (Araki Sotar6, “Seneki ni insuru seishinbyé ni tsukite,”
153).

13 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 101-102.

14 Araki Sotard, “Seneki ni insuru seishinby6 ni tsukite,” 156.

15 Araki Sotaro, 156.
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Further Developments: Recovered within a month after the illness
broke out—transferred to Tokyo Reserve Hospital on August 21.

It becomes apparent from Araki’s diagnosis and the outlook he noted under the rubric
“further developments” that when Hibara was transferred to Tokyo on the day after the
examination, Araki believed him no longer to be ill. However, based on the reported
symptoms and quite possibly due to the automated conviction that no healthy soldiers
were ever admitted into hospital care, he diagnosed Hibara’s former condition as melan-
cholia. Kure, on the other hand, went even further and not only re-diagnosed Hibara
with manic-depressive illness but, in doing so, returned him to his original role as a sick
man:
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Diagnosis: Depressed state [of manic-depressive illness].

Anamnesis: [...] After having passed through Liaoyang and Dalian, the
patient was admitted to the Tokyo Reserve Hospital on August 21.

Present symptoms: Physical and nutritional state are average. Sadness
is clearly shown on his face. The pupils are of equal size and the
tongue is furred. He has a frequent pulse reaching 120 beats. Except
for cardiac palpitation, there are no anomalies in chest and abdomen.
He has increased tendon reflexes and complains about weariness and

headache.

16 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 102-103.
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He speaks clearly and gives accurate answers, but his mood is de-
pressed. He is anxious and has delusions of persecution and self-
accusation:'7 He says that he will be sentenced to death for some
crime, or [he says that] others have cursed him. [He says that] should
he return to his native village, the townspeople would surely harm
him driven by thoughts of revenge, or they would treacherously
murder him because they got angry when he got divorced from the
daughter of his former teacher (a fencing master). Or else [he says
that] his father, the mayor of the village, would commit some disci-
plinary offense at the instigation of the villagers and that thereupon a
lawsuit would be raised against him, so that Hibara would not be able
to return to his family. On October 27, 1901 [1905], he was exempted
from military service and discharged from the hospital.

According to Kure’s observations, Hibara neither recovered from melancholia nor ever
suffered from it in the first place. But Kure also observed that there were no longer
any anomalies in Hibara’s way of talking. For Araki, for whom the presence of slowed
speech (indicating inhibition) had played an important role in diagnosing melancholia,
this change in the patient’s condition had been crucial. Kure, on the other hand, based
both his conviction that the patient was indeed mentally ill and his actual diagnosis on
two completely separate symptoms. Thus, he explicitly noted Hibara’s depressed look
and paid great attention to his miscellaneous fears and worries, which in his observation
he interpreted as delusions.

Furthermore, in Kure’s opinion, the illness had already begun in 1901, because in that
year Hibara had become extremely anxious and had started to develop delusions of self-
accusation after a quarrel with a friend. This information is completely missing from
Araki’s report, and it is quite likely that Kure learned about it from Hibara himself during
the latter’s lengthy stay at the Tokyo hospital. Moreover, it is possible that what Kure
identified as delusions after an observation of more than two months had not been readily
observable in Hiroshima at all, where Hibara had only stayed for five days. It could also
be the case that what Kure perceived as delusions, Araki merely interpreted as worries and
fears.

17 In the German version of Kure’s general discussion, both higai maso W = A and suiseki maso
JE 5 % A are translated as “Beeintrichtigungswahn” (Kure Shazo 2 75 =, “Uber die im japanisch-
russischen Krieg beobachteten Geistesstorungen” [On Mental Disorders Observed during the Russo-
Japanese War], Neurologia 4 [1913]: 16, 26, 28), although the former literally means “delusions of harm”
or “delusions of control” and the latter “delusions of persecution.” Similarly, higaiteki BENY is some-
times translated as “persecutorisch” (persecutory) and sometimes as “beeintrichtigend” (impairing). It
seems that Kure used these terms interchangeably. However, he clearly preferred higa: maso and seems
to have referred to tsuiseki moso only as a subtype of the former. In English, I translate both terms as
“delusions of persecution,” as this is the more common expression in modern day usage as well as in
contemporary English texts (as for example in Diefendorf, Clinical Psychiatry).
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Be that as it may, for Kure, a previous occurrence of a depressed phase clearly fitted the
conceptual profile of manic-depressive illness, which was characterized by its recurrent
nature. This was the fundamental difference between Kraepelin’s conception of manic-
depressive insanity and dementia praecox. Whereas the former was characterized as re-
current (periodisch), the latter was seen as the expression of a debilitating process ( Verblo-
dungsprocess). This notion had already been introduced by Kraepelin at the Heidelberg
Conference of 1896 (see section r.1). Here, he had explicitly stated that there could never
be a periodic catatonia.”® In any case, in Kure’s diagnostic scheme, indications of a re-
current or periodic course of an affliction were more decisive for his diagnosis than the
presence of affective disorders, which were to be found in many forms of mental illness.

6.2 Cognition: Foxes and Electricity

Another aspect that becomes clear from Hibara’s case is that for Kure, the division of
manic-depressive illness and dementia praecox did not rest upon the presence or absence
of “cognitive disorders.” Delusions were considered to be cognitive symptoms, and just
like “affective disorders,” they were not restricted to any particular mental illness. Among
Kure’s cases, forty-one patients had exhibited delusions, and he had divided them up into
the following groups: twenty-six cases of dementia praecox, nine of manic-depressive ill-
ness, two of general paresis, two of epileptic psychosis, one of hysteric psychosis, and one of
psychosis after an infectious disease."” Considering the total number of cases for the two ill-
nesses (sixty-five of dementia praecox, twenty-two of manic-depressive illness), it appears
that about 40% of the patients in both groups suftered from delusions.

In Kure’s collection of cases, the different kinds of delusions were not unswervingly
linked to particular illnesses. Delusions of persecution, for instance, appeared both in pa-
tients diagnosed with dementia praecox and in patients diagnosed with manic-depressive
illness. Likewise, delusions of self-accusation were equally common in both illnesses.
These rather fluid mechanics become obvious in the following couple of cases that deal
with patients who suffered from distinctly Japanese visitations, but were diagnosed with
a whole range of different diseases by Kure and Araki. In fact, all four patients believed
themselves to be harassed by foxes (kstsune JN) or raccoon dogs (tanuki M), vicious crea-
tures that have long been associated with mischief and manipulation in Japan.*®

18 Kraepelin, “Ziele und Wege der klinischen Psychiatrie,” 843.

19 Kure Shiazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 42.

20 There is a German monograph on the topic of fox-possession published shortly after the Russo-Japanese
War: Erwin von Bilz, Uber Besessenbeit und verwandte Zustinde: Auf Grund eigener Beobachtungen [On
Possession and Similar States: Based on Personal Observations], Separatdruck aus der “Wiener Medizinis-
chen Wochenschrift” Nr. 18 bis 22. 1907 (Wien: Moritz Perles, k. und k. Hof-Buchhandlung, 1907). The
phenomenon of possession has already been studied extensively by Japanese historians and anthropolo-
gists. See for example the works of Kiyoshi Nozaki, Kitsuné: Japan’s Fox of Mystery, Romance € Humor
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On the one hand, Kure diagnosed the thirty-one-year-old soldier Chiba T %% with cata-
tonia.*" He had tried to commit suicide because he believed he was possessed by a fox, and
during his examination, he had insisted that since “it was a shameful thing for a soldier
of the Japanese Army to be fooled by such creatures, he would rather kill himself.”** On
the other hand, Corporal Kibashi ARG was diagnosed with the depressed state of manic-
depressive illness.”® He suffered from the nagging worry that his tea might have been
poisoned and also constantly sensed the presence of a dog or racoon dog.** However, he
proved “unable to tell exactly which of the two creatures it was.”*

There were also some cases that involved foxes among Araki’s patients. For instance,
one patient was diagnosed with mania because he felt an anxiety that was caused by the
belief that he had seen foxes passing in front of the army’s lodgings.26 In his analysis, Araki
had interpreted this as a sign of false perception (mdkaku %5+).7 Another case involved
a patient who had been suftering from typhus and had afterwards developed psychotic
symptoms.*® He was convinced that foxes and cats entered his belly through his feet at
nightand rose to his throat to choke him. Araki diagnosed this patient with hallucinatory
insanity (mdkakukys % 544T) and referred to this particular type of delusion as “delusions

of possession” (hyor mokaku IR AR).>

chashin ni” N7 Z WFFEH  BBIRHZ H1.0 1 [History of Studies on Fox Possession: Focusing on
the Meiji Period], Nihon ishigaku zasshi 29, no. 4 (1983): 368—391; Okada Yasuo |if] FA 35 5k, “Tsukimono
no geshoron: Sono kozo bunseki” #8 & H D D BIR i © Z DMEIE 53 T [The Phenomenology of
Possession Symptoms: An Analysis of Their Structure], Nihon ishigakn zasshi 44, nos. 1;3 (1998): 369—
384; Shegeyuki Eguchi, “Between Folk Concepts of Illness and Psychiatric Diagnosis: Kitsune-tsuki (Fox
Possession) in a Mountain Village of Western Japan,” Culture, Medicine, and Psychiatry 1s, no. 4 (1991):
421-4s1; Hyodo Akiko, Seishinbyo no Nibon kindai Watarai Yoshiichi, Meiji no seishin isetsu 95-153.
Case 16 (first-class soldier Chiba of the infantry corps of the reserve army, born July 1874) in Kure Shazo,
“Nichiro seneki cha ni okeru yo no jikken seru seishin shogai ni tsukite,” 79-80.

22 “HATEAABBE A VLA M0E A AHE SV 8o A AL =4 27 (Kure Shizo, 79-

80).
23 Case 41 (corporal Kibashi [train conductor] of the corps of engineers, born January 1880) in Kure Shazo,

2]

=

104.

24 Kure Shazo, 104.

25 “MI L AMA KA 55 H 5 27 (Kure Shiazo, 104). In a case of epileptic psychosis, it was not the patient,
but the people in the neighbourhood (ksnrin I %) who considered him to be possessed by a fox (kit-
sunetsukisha JNIRF) when the patient was 16 years old (Kure Shiiz, 112). This refers to case 48 in Kure
Shaizo, 120-121, see footnote 76.

26 Case 56 (22-year-old infantry soldier) in Araki S6tard, “Seneki ni insuru seishinbyb ni tsukite,” 165-166.

27 Araki Sotard, 165-166.

28 Case 132 (28-year-old infantry soldier) in Araki S6tard, 191. There is a corresponding German version, see
Fall 20 (28 jihriger Infanterist) in Araki S6tard SEAEKEL, “Beobachtungen,” 635-636.

29 In the German version, bhyoi mokaku was translated as “Besessenheitswahn” (Araki Sotard AR AKER,
636). Araki had had some previous experience with spirit-possessions when he investigated such cases
in Tokushima prefecture (Araki Sotard 3w AN B AR, “Tokushima-ken no Inugami-tsuki oyobi Tanuki-
tsuki ni tsukite” TR T/ RPN & R =5k T [On Dog-Spirit Possession and Racoon-Dog
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6 New Modes of Observation € the Psychologization of Opposition

As opposed to the fairly common but rather unspecific fox sightings, patterns that were
qualified as systematized delusions were rather rare. In fact, there was only one patient in
Kure’s report who exhibited pronounced delusions that focused on one particular theme
over a longer period of time. Unlike the patients who attributed their conditions to mys-
tical creatures from Japanese folklore, Sergeant Major Suto ZHJi was haunted by a more
modern phenomenon: electricity.?® Indeed, his preoccupation with electricity was so
prominent that both Araki and Kure saw it as a defining element of his condition.

Suto had arrived in Manchuria on August 4, 1904. Due to overwork and poor hy-
gienic conditions, he had become exhausted, and in the summer of 1905 he suffered from
weariness, headache, nausea, heaviness in the head, and bad sleep. He had continued to
work, but when his symptoms became worse at the beginning of July, he was finally ex-
amined and deemed unfit for duty.? Hence, he was sent to the rear and passed through
Hiroshima, where he was first examined by Araki:

Possession in Tokushima Prefecture], Okayama igakkai zasshi 12, no. 124 [1900]: 121-130; Araki Sotard
s ARE KB, “Tokushima-ken no Inugami-tsuki oyobi Tanuki-tsuki ni tsukite” = NN
b =5k 7, shozen JKTT [On Dog-Spirit Possession and Racoon-Dog Possession in Tokushima
Prefecture (Continued)], Okayama igakkai zasshi 12, no. 125 [1900]: 24-37). In this study he drew on
the theories of Max Dessoir (1867-1947) to account for symptoms of depersonalization and memory loss
in some of the patients. Araki’s explanation strategy was a rare attempt to include the patient’s personal
experience into the interpretation of the phenomenon: He assumed that these people experienced a split-
ting of the personality (jinses bunretsu NEST2) as a result of some triggering exciting cause. He then
explained the symptoms associated with possession by suggesting that the idea of spirit possession that
was present in their subconscious (ka-ishiki T i) gained prominence when the subconscious part of
the mind gained control (shuken wo nigiri T HEF #E V). When the person returned to its former self,
he or she had no memory of the incident (Araki S6tars, 37). Please note that although bunretsu shé 73 e
JiE is the present Japanese translation term for schizaphrenia, this concept only emerged around 1907 and
had a completely different meaning, originally referring to “a splitting of mental faculties.” Max Dessoir
relied on the works of Pierre Janet (1859-1947), Wilhelm Wundt, William James (1842-1910), Hugo Miin-
sterberg, and others (Max Dessoir, Das Doppel-Ich [ The Double-Ego] [Leipzig: Ernst Guinthers Verlag,
1896]), but did not mention Freud. Although Freud popularized the idea of the subconscious, he did
neither invent it, nor was he the only scholar interested in hypnotism and the interpretation of dreams
in the 19th century, see Henri F. Ellenberger, The Discovery of the Unconscions: The History and Evolu-
tion of Dynamic Psychiatry (New York: Basic Books, 1970); Andreas Mayer, Mikroskopie der Psyche: Die
Anfinge der Psychoanalyse im Hypnose-Labor [Microscopy of the Psyche: The Beginnings of Psycho-
analysis in the Hypnosis-Laboratory] (Géttingen: Wallstein, 2002). Araki’s study is also mentioned in
Susan Burns’ article, but Araki is referred to as “Aragi” (Susan L. Burns, “Constructing the National
Body: Public Health and the Nation in Nineteenth-Century Japan,” in Nation Work: Asian Elites and
National Identities, ed. Timothy Brook and Andre Schmid [Ann Arbor: University of Michigan Press,
2000], 39).

30 Case 79 (32-year-old non-commissioned officer of the artillery) in Araki Sotard, “Seneki ni insuru seish-
inbyd ni tsukite,” 173-174. There is no corresponding German version. Kure’s data on Suté is to be
found in case 29 (sergeant-major Suté [government official] of the artillery corps, born January 1873) in
Kure Shaizo, “Nichiro seneki cha ni okeru yo no jikken seru seishin shogai ni tsukite,” 86.

31 Kure Shizo, 86.
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Status praesens: July 23. Gaunt face, anaemic, [complains about] a
heaviness in the head, at times headaches. Sometimes he has a feeling
as if electricity is conducted through his whole head—paraesthesia.
He does not sleep and hears all sorts of voices at night. He himself
thinks that it is because of this hypersensitivity of hearing that he has
become mentally unstable. Loss of appetite. His speech is coherent,
inhibition of associations not very prominent.

Diagnosis: Hallucinatory insanity [...]

Further Developments: Transferred to Tokyo Reserve Hospital on
July 24.

Araki’s observation did not mention delusions but interpreted Sutd’s experiences as a case
of false perception of which the patient was painfully aware. In the anamnesis, Araki had
mentioned that Suté seemed to have suffered from acoustic hallucinations (genchs %)H&)
since the medical examination in Manchuria.® This statement is followed by a question
mark in Araki’s text, indicating that the information available from Suto’s medical record
was not conclusive in this regard. During the examination in Hiroshima, Araki seems
to have attached some importance to Sutd’s own assessment of his condition. That he
interpreted Sutd’s description of an electricity-like sensation as paraesthesia (a particular
disturbance of skin sensation) shows that Araki was inclined to ascribe the condition to
a physical cause. From this point of view, Sutd’s fears and worries were secondary symp-
toms that resulted from the patient’s demand to explain his experience. With the added
observation that the patient’s speech was coherent and his thought process little affected,
his diagnosis of hallucinatory insanity seems convincing.

Hallucinatory insanity, also referred to as Amentia in the German version of Araki’s
article, was characterized as an illness that could lead to full recovery.** In the general
remarks on his experience with this illness during the Russo-Japanese War, Araki noted

32 Araki Sotard, “Seneki ni insuru seishinbyd ni tsukite,” 174.
33 Araki Sotard, 173.
34 Araki Sotard, Seishin byori byoshaku 180.
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6 New Modes of Observation € the Psychologization of Opposition

that most cases of hallucinatory insanity tended to improve.?> However, diametrically op-
posed to Araki’s rather favorable prognosis, Kure identified signs of a beginning mental
deterioration which put Suté’s case within the broader category of dementia praecox:

W5 =AM [
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Diagnosis: Paranoic dementia [...]

Anamnesis: On July 30, 1905, the patient was transferred to the Tokyo
Reserve Hospital.

Present symptoms: Physical and nutritional state are average. No

anomalies in chest and abdomen. Pulse rate of 9o [beats per minute],
body temperature normal, tongue furred, tremor of the hands, ten-
don reflexes increased. The patient complains about headache, nau-
sea, precordial anxiety, and insomnia.
Memory is normal. He has hallucinations. Visual hallucinations en-
compass the seeing of people and snakes. Acoustic hallucinations
consist of hearing voices that seem to scold the patient. These are
female voices for the most part. The delusions are mainly delusions
of persecution and delusions of electrical influence. He thought that
someone would accuse him of a crime, that he was being tortured by
electricity. He believed he sensed this so-called electricity in both ears
and also in his chest. Because of this, his behavior became restless and
he started accusing people without cause.

35 Araki Sotard, “Seneki ni insuru seishinby® ni tsukite,” 145.
36 Kure Shiizo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 86.
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At times he knits his eyebrows and has a tormented expression.
On August 18, he was exempted from military service and discharged
from the hospital.

Apartfrom the symptoms noted by Araki, Kure observed that the patient grew suspicious
of other people. Sutd had apparently expressed the fear that someone applied electricity
to his ears and chest either experimentally (shikentecki i 5 [Y)) or out of mischief (akugi
no tame ni TEEY / %5 A =). Kure identified this condition as “delusions of electrical in-
fluence” (denki moso TR ZAH).37 Even though Araki did not observe delusions himself,
his diagnosis of hallucinatory insanity would not have been affected by their presence. In
the introductory part of his article, he remarked that, among patients with this diagnosis,
many developed different kinds of delusions as a cause of hallucinations.?® However, it
seems likely that Araki’s and Kure’s understanding of what constituted a delusion was
slightly different. Asin the case of Hibara, whom Araki had considered sane when he left
Hiroshima, Kure identified all worries and fears that Sutd uttered as direct evidence for
delusions. Allin all, his threshold for diagnosing this particular symptom seems to have
been much lower than in Araki’s case. This difference merely had negative consequences
for the prognosis of Sut, whereas it meant the difference between sanity and insanity for
Hibara.

However, as we have already seen, the presence of cognitive disorders alone was not a
sufficient condition for the diagnosis of any one form of dementia praecox in Kure’s clas-
sification. He could simply have diagnosed Suté with paranoia, which had been defined
asa chronic form of insanity marked by a prominence of delusions but without leading to
mental deficiency.?* As with depressed forms of dementia praecox and manic-depressive

37 Kure Shazo, 69. These details are mentioned in Kure’s general discussion of symptoms in dementia
praecox patients. As there was only one patient with paranoic dementia, the whole section must neces-
sarily refer to Sutd’s case. In the corresponding German section, the “delusions of electrical influence” are
translated as “Wahnideen von elektrischer Verfolgung” (Kure Shazo, “Uber die im japanisch-russischen
Krieg beobachteten Geistesstérungen,” 29).

As we have seen in most of the discussions so far, the idea that the body could be affected by invisi-
ble forces such as electricity was not restricted to Japan. European patients exhibited similar fears and in
some textbooks, fear of electricity appeared as a subtype of “somatic delusions of transformation” next to
fear of magnetism, hypnotism, X-rays or telepathy. See for example Kraepelin, Klinische Psychiatrie, 191
Diefendorf, Clinical Psychiatry, 40—41. Ishida follows Kraepelin’s categorization and lists “delusions of
electrical influence” under butsuriteki tsuisckimaso P PRITIBER =AY (physikalischer Verfolgungswahn),
see Ishida Noboru, Shinsen seishinbyigaku 34—35. Weygandt regarded a categorization of delusions ac-
cording to their content as unnecessary, as in his opinion the objects of fear were often arbitrary and a
classification by type had no diagnostic value, see Weygandt, Arlas und Grundriss der Psychiatrie, 70.

38 Araki Sotard, “Seneki ni insuru seishinby® ni tsukite,” 145.

39 Kure did not diagnose paranoia in the Russo-Japanese War, and in Ishida’s textbook it is described as a
rather rare illness amounting to less than 1% of the hospital population (Ishida Noboru, Shinsen seishin-
byogaku 110). As has been noted earlier, all the statistic data in Ishida’s book actually refers to Kraepelin’s
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insanity, the distinction between paranoid forms of dementia praecox and paranoia rested
upon the presence of other symptoms than affective and cognitive disorders.

In the description of Sutd’s condition, the knitting of eyebrows (hinbi WiJ&) is one of
the few indications that pointed to dementia praecox in Kure’s interpretation of symp-
toms.*® It was also mentioned by Araki in his version of the anamnesis, but had no di-
agnostic value for him.# In Kure’s discussion of symptoms, on the other hand, knitting
of eyebrows was also often listed as indicative in catatonic patients.** However, in most
of these cases, this inconspicuous sign had been accompanied by some other catatonia-
related symptoms that to Kure indicated a dysfunction of volition.

6.3 Volition: Sword Dances and Drill Movements

Two more of Kure’s patients who showed the same symptom of eyebrow-knitting had
been diagnosed with melancholia by Araki only to be re-diagnosed with catatonia a few
days later. Asin Satd’s case, they had both tried to commit suicide before they were hos-
pitalized and had thereby drawn the attention of psychiatrists. Ono /N was a young
transport soldier with a weak constitution who was among the last to be mobilized for the
war in Manchuria.#* Two weeks after he had received his call, when his division was about
to leave Hiroshima on August 1, 1905, he had fainted for no apparent reason. Since then,
he had been reported to show abnormal behavior with suicidal propensity.* Miyako
W an infantry soldier of the reserve army in his late thirties, had frightened his comrades-
in-arms when he had surprisingly fired his rifle in the barracks in the middle of the night.#s

Heidelberg clinic. The exact same numbers for the occurrence of paranoia can therefore also be found
in his textbook: Kraepelin, Klinische Psychiatrie, 443.

40 Ifone were to follow Kraepelin’s textbook, several other aspects of Sutd’s condition could have been con-
sidered in the differential diagnosis. By putting more emphasis on the fact that Sutd’s illness seemed to
have been the result of physical exhaustion, one might for example have argued for amentia, which was
described as presenting similar symptoms. On the other hand, Sutd’s unimpaired memory would then
have seemed to support the dementia praecox interpretation (Kraepelin, 206-207). To rule out the diag-
nosis of paranoia, one might have argued that Kraepelin considered hallucinations to be more prominent
in dementia praecox (Kraepelin, 211). If one had followed Ishida’s textbook, where the section on differ-
ential diagnosis was based on Weygandt’s Atlas und Grundriss der Psychiatrie, in which he stressed the
importance of “characteristic signs of the disturbance of volition,” one would rather have diagnosed him
with dementia praecox (Weygandt, Atlas und Grundriss der Psychiatrie, 433, 4s1).

Araki recorded that there were wrinkles between his eyebrows (miken shithek wo shaji J& E1 B8 Z /=

), see Araki Sotard, “Seneki ni insuru seishinbyb ni tsukite,” 173.

42 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 68.

43 Case 26 (auxiliary transport soldier Ono [peasant], born March 1884) in Kure Shiizo, 84-85. Kure men-
tioned at the beginning of the case history that Ono had been born with a weak constitution and he also
noticed Ono’s poor physical state when he examined him in Tokyo. For Araki’s data on Ono, see case 39
(22-year-old transport soldier) in Araki Sotard, “Seneki ni insuru seishinby® ni tsukite,” 160.

44 Araki Sotard, 160.

45 Case 17 (first-class soldier Miyako [fisher] of the infantry corps of the reserve army, born February 1868)

(=]
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6.3 Volition: Sword Dances and Drill Movements

It seemed that he had attempted to shoot himself while lying in bed, and despite being
continually watched thereafter, he had still repeatedly tried to kill himself. Only when he
had started to eat grass and feces and tried to swallow his campaign medal (jizgun kisho it
HEfRIET) was he eventually sent to the rear and admitted to the mental health section.

Both Ono and Miyako were first examined by Araki and diagnosed with melancholia.
According to Araki’s report, Ono had shown the symptom of depression (chinutsu) when
he had been examined in Korea in August 1905, had avoided talking to other people, had
given incorrect answers, and had been unable to sleep.“6 In Hiroshima, Araki first saw
him on October 8. He noticed Ono’s sad face (ganyo taishi EA%Z5 41 X) and inhibited
movements (#ndo yokusei TEE] 07l and reported that he did not talk at all (mugon fi
&). As Ono’s division was garrisoned in the north of Japan, he was to be transferred to
the Hirosaki Reserve Hospital and left Hiroshima on October 16.47

Two days later, Ono passed through Tokyo, where he was examined by Kure before
traveling further north. Kure did neither detect any signs of depression on Ono’s face,
nor did he comment on affectivity at all. Instead, he noted that his facial expression was
indifferent (ganbo fukansei EAZAE 1) and that his eyebrows were knitted (hinbr).+3
Ono was still uncommunicative and avoided other people’s company, but his movements
were no longer described as inhibited:

BUERE [.] AR Y TR EHBAVR R o JEABSRE S | IRl —Z5h, My
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Present symptoms: [...] The whole day he lies in bed dirty. His spirits
are blunted. He shows stereotypy and mannerism, imitating a dance
or the playing of a trumpet. Sometimes he suddenly storms out of the
hospital room, laughs without motivation. Apart from this, there is
also negativism.

in Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 8o. Apparently,
the first shot had been a miss. This is mentioned in the German version of Araki’s report: Fall 64 (38
jihriger Infanterist) in Araki Sotard 3w AN 25 AKE, “Beobachtungen,” 656. The corresponding Japanese
version is: Case 29 (38-year-old infantry soldier) in Araki Sotard, “Seneki ni insuru seishinby® ni tsukite,”
156—157. When people hurried to see what had happened, Miyako attempted firing a second shot, but was
hindered and burned his left hand (Kure Shazo, “Nichiro seneki cha ni okeru yo no jikken seru seishin
shogai ni tsukite,” 80).

46 Araki Sotar6, “Seneki ni insuru seishinby6 ni tsukite,” 160.

47 This hospital (Hzrosaki yobi byoin SART TR BE) was receiving wounded soldiers of the 8th division
of the Imperial Japanese Army (Nihon Sekijajisha, Mezji sanjishichi-bachi nen sencki Nibon Sekijujisha
kyiigo hokoku 780).

48 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 8s.

49 Kure Shazo, 8s.
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Figure 6.1: Sumo tournament, between battles

It seems that within only a few days, an exemplary melancholic patient who had shown
both depression and motor retardation had been transformed into an exemplary cata-
tonic patient with the characteristic “knitting of eyebrows,” “negativism” (probably re-
ferring to Ono’s refusal to speak), and two other signs related to volition and associated
with catatonia, namely, “mannerism” (genks sho B #HIiE) and “stereotypy” (doitsu shisei
[F]—%%4).5° These concepts had already become established terms in the psychiatrist’s
vocabulary, and Kure rarely elaborated on the kind of movement his patients were ex-
hibiting. For one, “mannerism” referred to ordinary movements (like greeting, eating, or
walking) that were marked by an unnatural or exaggerated manner. “Stereotypy,” on the
other hand, was defined as a series of repetitive movements not usually performed in ev-
eryday life. It could, for instance, be identified in the repetition of dance movements and
trumpet-playing, as in Ono’s case, or in the imitation of battle or drill movements, or in
the performance of sumo ] /7 (i.e. Japanese wrestling) or sword-dance moves—a form
of expression that we have already encountered in Mrs. Kurosawa’s story in chapter 3 (see
section 3.2).

so Sometimes Kure also referred to “stereotypy” as jodo se: TR or - jodo shisei [ 22 A, The former is
the more general expression comprising both movement and speech, whereas the latter specifically refers
to repetitive movement. In Ishida’s textbook, it is translated as sasshutsusho Jill HAE (Ishida Noboru,
Shinsen seishinbyagaku 44). In his textbook on the methods of clinical diagnosis, Kure uses jods shi i
[ (Kure Shiizd, Seishinbyo shinsatsuhi 72).
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6.3 Volition: Sword Dances and Drill Movements

However, this kind of behavior was not in all cases interpreted as catatonic. When fa-
cial expressions and body movements disagreed with each other, Kure usually diagnosed
dementia praecox. In the case of infantry soldier Kobayashi /INKK, his imitation of drill
movements (renpei no mane MR 5% / FLALL) was accompanied by an indifferent, blank
face (ganbo fukansei byijo ni tobashikn BAIAEMEXANE =Z > 7)) and deemed indica-
tive of catatonia.’" In the case of the transport soldiers Kawanabe JII % and Uchida M
[, on the other hand, their artistic performances were seen as expressions of the manic
state of manic-depressive insanity.’* As sumo was regularly seen by the soldiers in the
Russo-Japanese War (see Figure 6.1), it is not surprising that Kawanabe was able to prove
his familiarity with this sport when he displayed his skills in the Tokyo Reserve Hospi-
tal.$® Apparently not an amateur of sumo, the sword-dancing Uchida was described as
cheerful (sokai FEIR), talkative (tagen %), singing marching songs, and yelling. Both
Kawanabe and Uchida were described as having an astute look (gankd ga surudokn WG
38t <), which meant that both their bodily expressions and their facial expressions were
considered to be exalted. Since matching facial and bodily expressions were more likely
to be seen as a sign of manic—depressive insanity, these two were categorized as manic by
Kure.5*

Apart from the general uncertainty about the diagnostic value of the “symptoms” of
mannerism and stereotypy, Ono’s diagnosis as a catatonic patient did not only rely on the
presence of “stereotypy” and “flat affect” (a failure to express feelings). Other symptoms
included unmotivated laughter, the refusal to talk or interact with other people, and the
general impression that he seemed uninterested in his environment and current situation
and spent most of his time in his hospital bed. A similar picture presented itself in the
aforementioned case of Miyako, the soldier who had tried to shoot himself with his rifle.
When Miyako was in Hiroshima on August 27, Araki found that he answered poorly
(616 fujibun JEZEASFEST), that his conduct lacked vigour (taido fuyo &% A7), and

st Case 23 (second-class soldier Kobayashi [teacher] of the infantry corps of the conscript reserve, born May
1884) in Kure Shaizd, “Nichiro seneki cha ni okeru yo no jikken seru seishin shogai ni tsukite,” 83.

52 For Kure’s data on Kawanabe see case 30 (transport soldier Kawanabe (peasant), born May 1882) in Kure
Shazo, 98.

For Araki’s data on Uchida see case 5o (22-year-old transport soldier) in Araki Sotard, “Seneki ni insuru
seishinbyd ni tsukite,” 164. There is no German version. For Kure’s data on Uchida see case 32 (transport
soldier Uchida [miner] of the transport unit, born May 1884) in Kure Shazo, “Nichiro seneki cha ni
okeru yo no jikken seru seishin shogai ni tsukite,” 99.

53 Sumd was frequently practised in the evenings and “nearly every village in which troops were billeted
possessed its wrestling ring” (Kuhn, “Report of Major Joseph E. Kuhn, Corps of Engineers,” 13). See also
Macpherson, The Russo-Japanese War, s07. The image in Figure 6.1 showing the Sumé tournament can
be found in Richard Harding Davis et al., eds., The Russo-Japanese War: A Photographic and Descriptive
Review of the Great Conflict in the Far East, Gathered from the Reports, Records, Cable Despatches,
Photographs, Etc., Etc., of Collier’s War Correspondents (New York: P. F. Collier & Son, 1905), 106.

54 Uchida had formerly been diagnosed with mania by Araki as well (Araki Sotar6, “Seneki ni insuru seish-
inbya ni tsukite,” 164).
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that his movements were sluggish (dosa fukappﬂtxu B {EATE#E).55 He also noted that
the suicidal propensity (jisatsu kito F %A1 &) was still present and concluded that the
patient was suffering from melancholia.’®

On September 1, Miyako left Hiroshima for Hirosaki and arrived in Tokyo on the 3rd.5
Here, the patient’s diagnosis was changed from melancholia to catatonia:
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Diagnosis: Catatonia [...]

Present symptoms: Physical and nutritional state average. Impure
heart sounds and cardiac palpitation. He has pain in the left forearm
and pressure pain below the middle section of the spine. Sensibility is
suspended in the lower limbs, the tendon reflexes are missing.

His facial expression is indifferent and the eyebrows are knitted. All
the time he talks to himself in a low voice. Orientation, memory,
and judgment are impaired. The thought process is slowed, emotions
blunted. He shows signs of stereotypy, catalepsy, and echolalia. The
whole day, he lies in bed doing nothing [and] sometimes he lies under

the bed with his clothes off.

Kure’s description contains many of the typical catatonic symptoms. Apart from the ones
already discussed earlier in this chapter, he also observed “catalepsy” and “echolalia.”®

ss Araki usually translated taido fuyo RE[S 45 as “Bewegungshemmung” (inhibited movements) or “Kor-
perbewegung trige” (sluggish movements) in his German version (Araki Sotard sie AN B A HE, “Beobach-
tungen,” 646, 656). A more literal translation would be “a general lack of vitality in a person’s de-
meanour.”

56 Araki Sotard, “Seneki ni insuru seishinby® ni tsukite,” 156.

57 Araki Sotard, 157; Kure Shazo, “Nichiro seneki chi ni okeru yo no jikken seru seishin shogai ni tsukite,”
8o.

58 Kure Shazo, 8o.

59 Although I do not intend to suggest a retrospective diagnosis of Miyako’s case, I would like to point out
that some of the symptoms in Kure’s description could also have been regarded as indicative of syphilis:
Almost 10 years before the described events, Miyako had developed an ulcer on his penis which healed
after about ten days. In May 1905, he had an adenoma in the inguinal region and a rash on both thighs.
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“Echolalia” (hankyi gengo U S 58) referred to the patient’s “involuntary” imitation of

someone else’s, e.g. the doctor’s, speech. Patients could and would actively be tested for
this kind of symptom. In his textbook on diagnostic methods, Kure suggested that one
should loudly enounce short words such as ichi — (one), ni —- (two), bi ‘K (fire), mizu
K (water), kaze JB (wind), ame [N (rain), zen K (sky), zsuchi 1l (earth) in front of the pa-
tientand observe if they would repeat them.®® “Echopraxia,” a related symptom involving
the imitation of movements, could be provoked by using a similar technique. Knitting
eyebrows, sticking out one’s tongue, nodding or shaking one’s head, raising one’s arms,
and like movements were to be performed in front of the patient in order to test them
for echopraxial.61 These so-called “echo-symptoms” were considered typical of dementia
praecox, and Kure invariably diagnosed patients who presented them either as catatonic
or hebephrenic.

In early-twentieth-century medical literature, “catalepsy” could refer to anything from
muscular tension to an extreme rigidity of the body.62 It could also refer to a phe-
nomenon called flexibilitas cerea [waxy flexibility], where the limbs of the patient can
easily be moved and remain in any position that they are placed in for a long time.®* As
Kure never gave any details regarding the particularities of this symptom, it is difficult to
tell what he might actually have observed. In his case histories, “catalepsy” is mentioned
in six cases, all of which were diagnosed with catatonia, so that it would seem that Kure
regarded this symptom to be characteristic of catatonia.

Conversely, this was not the case in Araki’s diagnostic practice. In his report, he also
gave examples of dementia praecox cases including catatonia, but his version of the illness
was much more narrowly defined. Asaresult, he could merely identify eight such patients
among his 211 cases. For Araki, dementia praecox was characterized by an advanced state of
dementia (shinkd seinshin susjaku YEATFI I SS), i.e. a profound mental enfeeblement,

Numbness in the lower extremities, lack of reflexes, impaired memory, and disorientation also point in
the same direction. However, regardless of Miyako’s actual affliction, it is remarkable that both Arakiand
Kure selectively emphasized those and only those symptoms that supported their respective diagnosis.

60 Kure Shazd, Seishinbyo shinsatsubo 100.

61 Kure Shiazo, 99-100. In hislectures, Kraepelin furthermore recommended to raise or to clap one’s hands
in front of the patient to see whether he would imitate the movement and thus show “echopraxia” (Krae-
pelin, Einfiibrung in die psychiatrische Klinik, 26).

62 In the report, Kure uses both kyokd sho SRAESE and kyokao sho HRHFE as a translation for catalepsy (Kure
Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 68, 78). In other sources,
the phonetic transliteration (katarepushi #15 L 7> —)is also common, see Kure Shiizs, Seishinbyo
shinsatsubo 9t; Ishida Noboru, Shinsen seishinbyogaku 4.

63 InJapanese, this term was literally translated as rokussho SRJEHE or rayo kukkyoku sho WiEEE HIFE. See
Ishida Noboru, 42—43; Kure Shuzd, Seishinbyo shinsatsubo ox; Araki Sotard, Seishinbyogaku siki 31.

—-
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whereas “catalepsy” played no decisive role.®* In one case of catatonia, Araki described
the symptom of flexibilitas cerea in sufficient detail to be recognizable:

ER T B2 =Pk X A= E =K T2 T AT LN
B HAT=R O . Wi < AR
When an arm is moved, there is no resistance. If one puts it in some position

and leaves it as it is, it remains there for some time before it slowly returns
back to its former position.

However, Araki’s diagnostic practice shows that he did not regard this symptom as an
exclusive sign of dementia praecox. A case in point is that he also noted flexzbilitas cerea
(rokussho Y JTHE) during the melancholic phase of a case of circular insanity (kazkikyo
[n] §i 4F).¢ That unnamed patient had shown alternating phases of melancholia and
mania, which lasted for several months in each case. For conceptual reasons, there could
not have been any cases of circular insanity in Kure’s classification of mental disorders.
A case like this might have been classified under manic-depressive insanity, but it seems
that Kure generally gave more weight to catatonic symptoms when affective disorders
were involved. This also becomes evident in the case of officer’s batman Nakatsuji Hst,
whom Araki had diagnosed as manic-melancholic, but whom Kure in turn re-diagnosed
with dementia praecox.67

Nakatsuji was said to have a nervous and cowardly disposition (shisez shoshin ni shite
EE/ N = 2 T7), but as the battalion commander’s batman, he still had to run back

64 Araki Sétard, “Seneki ni insuru seishinbyd ni tsukite,” 146. This does not mean that Araki recognized
cases of mental deterioration with more certainty than Kure, but his criteria were much more strict. In
the case of the transport soldier Kobayashi, Araki had made the tentative diagnosis of dementia para-
Iytica (mabikys WKIAE) with such typical symptoms as disturbance of speech, staggering gait, tremor
of the hands, and severe impairment of memory and judgment. Apparently, the patient was not able
to perform the simplest calculations (Araki Sotard, 214). In Araki’s diagnostic scheme, not being able
to calculate indicated an impairment of judgment and therefore Kobayashi’s case fitted the criteria for
dementia (for Araki’s definition of dementia see section 4.1). However, after Kobayashi had been trans-
ferred to Tokyo, most of his symptoms receded and left him with nothing but a slight headache (Kure
Shazo, “Nichiro seneki chi ni okeru yo no jikken seru seishin shogai ni tsukite,” 137). Therefore, Kure
speculated that Kobayashi had probably suffered from psychotic symptoms after an infectious disease
(netsubyoses seishinbyo BUIFME RS 1159

65 Case 182 (21-year-old infantry soldier) in Araki Sotard, “Seneki ni insuru seishinbyé ni tsukite,” 210. Al-
though no differentiation between different kinds of dementia praecox is made in the Japanese version,
this case is specified as cazatonia in the German text, see Fall 88 (21 jahriger Infanterist) in Araki Sotaré
sEARE KHR, “Beobachtungen,” 667.

66 Case 75 (23-year-old infantry soldier) in Araki Sotard, “Seneki ni insuru seishinbyd ni tsukite,” 172. In
the German version, the Latin expression is used, see Fall 74 (23 jihriger Infanterist) in Araki Sotard 37t
AREAKHL, “Beobachtungen,” 660.

67 For Araki’s data on Nakatsuji see case 74 (27-year-old officer’s batman) in Araki Sotard, “Seneki ni in-
suru seishinby® ni tsukite,” r71-172, and Fall 9 (27 jihriger Pferdeknecht) in Araki Sotard S ARE R,
“Beobachtungen,” 631. For Kure’s data see case 12 (officer’s batman Nakatsuji [telegraph construction
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and forth to his master under heavy gunfire (dangan uchi ¥ JLIN VT, literally “hail of
bullets”).*® He was terrified by this experience (kyagaku % 1%) and continuously suf-
fered from anxiety attacks (shintsi /L>9#). During a melee, he once lost his master’s
saddle and had been blaming himself ever since. At about that time, his colleague, who
had been in charge of the battalion commander’s auxiliary horse, was substituted by a
mere transport soldier for heavy loads. Nakatsuji felt inferior to this worker and thought
that the others regarded him with contempt (22 yors besshi serarurn 3 V) FAH vz 5
)L )V).7° He became depressed and had suicidal thoughts. On the night of May 9, he
left the barracks and was completely covered in mud (zenshin deido ni mamirete kaereri
YL =%, L T L V) upon his return.” It was assumed that he had tried to
drown himself in a puddle.”* Consequently, Nakatsuji was sent to the rear and admitted
to the Hiroshima Reserve Hospital on May 22. Upon admission, he showed a depressed
face (ganmen chinutsu wo shimeshi BRINILEE 7 7K ), gave unclear answers, and com-
plained about headaches. He was generally depressed but would sometimes start to sing
or perform a sword-dance.”> When Araki examined him, he observed:

Y2 KA AN, fEEb Y s M k= T BT RS . K
W WBEE RIBET AL ZREIFS 2. e ara by
DR

ol ST
At H = H RO iR e = s 5oV 74
Status praesens: May 28. Somewhat haughty, exalted. He is singing,

reciting, and sword-dancing. He is talkative, but sometimes he just
sits in silent thought.

Diagnosis: Manic-melancholia

Exciting cause: Exhaustion.

worker], born 1879) in Kure Shazd, “Nichiro seneki cha ni okeru yo no jikken seru seishin shogai ni
tsukite,” 76-77.

As a basotsu &5 (German: Offizierspferdeknecht), Nakatsuji was in charge of the officer’s main
horse, but was also acting as a “runner.” Nakatsuji was a civilian formerly employed as a telegraph con-
struction worker.

68 Araki Sotard, “Seneki ni insuru seishinby® ni tsukite,” 171-172.

69 Kure Shiazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 77.
7o Kure Shazo, 77.

71 Araki Sotard, “Seneki ni insuru seishinbyd ni tsukite,” 172.

72 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 77.
73 Araki S6tard, “Seneki ni insuru seishinbyd ni tsukite,” 172.

74 Araki Sotaré, 172.
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Further Development: Transferred to the Tokyo Reserve Hospital on
May 30.

Although Araki identified Nakatsuji’s condition as manic-depressive insanity (Manisch-
depressives Irresein) in the German version of his article,”s I would like to propose trans-
lating the German term as manic melancholia (uzsusokyo BEERAT), since it becomes clear
from his report that this illness was conceptually different from Kure’s manic-depressive
illness (soutsubyo BREEIR). In his description of the illness in the general introduction of
the Japanese text, he writes the following:

B @B L e = BRI R B =W ) T, B
GRS VB, U8 T RHTR S . SRR = BURsfH]
B =M@Y 7. R Y VI, BRI RHES . W
SRR/ FHEERR > THROB 2V 7 ) . 2T B8RS 0 8
Bt b 7 — L3 VL =R L =fie

Manic melancholia—Melancholic mania When there are any symp-
toms of manic exaltation or agitation for [at least] several hours up
to a maximum of a few days in the course of melancholia; or when
there are any symptoms of melancholic depression or stupor for [at
least] several hours up to a maximum of a few days in the course of
mania; or when the symptoms of both conditions are interwoven in
the course of the illness, this is referred to as manic melancholia and
melancholic mania—3 cases, numbers 72—74.

This conception of the illness is consistent with the definition that Araki provided in
his textbook, discussed in chapter 4. Judging from that description, it would certainly
seem that the definition theoretically comprised the manic, depressed, and mixed states
of Kure’s manic-depressive illness, but this turns out to be misleading in practice. This is
evidenced in Kure’s assessment of Nakatsuji’s case:

EZ IS

HITERE #eRsaess b =R RO < . JEa s 8% > | L8
27V ARSRE T 77

Diagnosis: Hebephrenia [...]

Present state: The patientisin agood physical and nutritional state. He
has an astute look, talks to himself, and is lost in deep thought. He has
hallucinations and delusions and harbors suicidal thoughts.

75 Araki Sotard JE AR AL, “Beobachtungen,” 631.
76 Araki Sotard, “Seneki ni insuru seishinby6 ni tsukite,” 144.
77 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 76-77.
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This short assessment of Nakatsuji’s condition makes it difficult to estimate how Kure
came to his diagnosis of dementia przlecox.78 It could be that the hallucinations, whose
presence and content are not further explained, led Kure to classify the patient as
hebephrenic. But it could also be that the contradiction between his relatively cheer-
ful state of mind on the one hand and his suicidal inclinations on the other were seen
as the main indicator of dementia praecox. Be that as it may, the case clearly shows that
the relationship between what constituted melancholia, manic-depressive insanity, and
dementia praecox was a much more complicated matter in practice than it might appear
superficially.

The comparison between Araki’s and Kure’s diagnostic methods has shown that the in-
troduction of new diagnostic criteria destroyed the integrity of the earlier melancholia
concept. It also became clear that the relationship between melancholia and dementia
praecox can best be described by examining the signs that allegedly belonged to the mental
sphere of volition. The newly introduced signs of negativism, echo-symptoms, catalepsy,
knitted eyebrows, stereotypy, and mannerisms that presumably allowed the recognition
of dementia at an early stage were conceptualized as revealing a dysfunction in the sphere
of volition. Being a proponent of the associationist theory, Araki did not recognize the
existence of a faculty of volition, nor did he pay much attention to this group of “symp-
toms.” For him, most of these signs, which assumed the status of objectively observable
symptoms in Kure’s diagnostic practice, had no diagnostic relevance.

Another major difference between Kure’s and Araki’s diagnostic practice was that they
disagreed in their assessment of well-established symptoms such as delusions and halluci-
nations. Kure’s threshold for identifying delusions was much lower than Araki’s, which
affected not only their choice of diagnosis but also their perception of sanity. Apart from
this, Araki’s evaluation of delusions mainly comprised a distinction between self-centered
ideas and outwardly-directed ideas, which was important for his differentiation of mania
and melancholia. Kure’s treatment of delusions, on the other hand, also involved a judg-
ment on the patient’s rationality, as he distinguished between rational and irrational, or
silly, delusions. This short comparison also reveals in which areas the conceptual shift
did not occur. It shows that symptoms perceived as belonging to the sphere of affect or
cognition neither played a role in the disintegration of the melancholia concept, nor were
they crucial in distinguishing between manic-depressive insanity and dementia praecox.

Generally speaking, Kure’s definition of manic-depressive insanity rested upon the
absence of those signs that indicated a dysfunction of volition. But as these signs were
very common, he had a tendency to identify more cases of dementia praecox than manic-
depressive insanity. This is not only expressed in his statistical results for the mental health
patients in the Russo-Japanese War but also in his statistical reports for Sugamo Mental

78 Hebephrenia was considered a sub-form of dementia praecox.
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Hospital. During the Russo-Japanese War, he diagnosed 49% of his patients with de-
mentia praecox and 16% with manic-depressive insanity. The difference was all the more
telling because the patient population that he examined during the war was exceptionally
homogeneous. As a matter of fact, all of his patients were male, most were between the
ages of twenty and twenty-four, and many had been peasants in their civil lives.””

Although Kure was an outspoken partisan of Kraepelin’s “psychiatric revolution,” it
is pointless to evaluate his diagnostic methods against Kraepelin’s original text. The dis-
ease descriptions presented in Kraepelin’s textbook are in many ways ambiguous and have
been interpreted in different ways by different people. Without guidelines for how to
weigh the different symptoms, there was ample room for dissent even among psychia-
trists who tried to follow Kraepelin’s classification method. However, even though Kure’s
diagnostic practice was certainly not representative of all adherents of Kraepelin’s new di-
agnostic scheme, it does show some tendencies that indicate changes in observation and
in rationalizing symptoms in different ways. In Kure’s approach there is a strong ten-
dency to psychologize the patient’s reaction to the medical environment. There is also an
inclination to evaluate degrees of rationality and to distinguish between “silly” delusions
in dementia praecox and “understandable” delusions in manic-depressive insanity.*® But
the most significant changes occurred in the formation and naturalization of symptoms
that allegedly showed a dysfunction in the volitional sphere. It was the invention and
elaboration of these new symptoms that laid the foundation for the disintegration of the
concept of melancholia.

The experience of the Russo-Japanese War had further spurred debates on the etiology
of mental disorders. With the healthiest and fittest men of the country suddenly experi-
encing mental states which medical textbooks defined as hereditary illness, debates on the
relationship between war and mental illness were bound to emerge. Although Araki and
Kure could not agree on one diagnosis in the case of Nakatsuji, they both believed that his
condition had been triggered by mental and physical exhaustion (kard J#57). The social
and discursive context of these etiological debates will be the subject of the next chapter.

79 Kure Shazo, “Nichiro seneki chii ni okeru yo no jikken seru seishin shogai ni tsukite,” 22, 26.

80 Many of these developments had a lasting effect on the diagnostic practice of later generations of psy-
chiatrists. For example in the Diagnostic and Statistical Manual of Mental Disorders the differentiation
between bizarre and non-bizarre delusions was only abandoned 2013 (American Psychiatric Association,

ed., Highlights of Changes from DSM-IV-TR to DSM-5, leaflet, 2013, 3).
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