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Broadening the Vision of the
History of Medicine*

The history of medicine as a branch of medicine

FROM THE TIME OF THE HIPPOCRATIC WRITERS UNTIL THE MIDDLE OF THE

twentieth century, the history of medicine was a part of medicine itself;
it was the business of physicians. But as medicine changed over this
long period,1 so too did the role of the history of medicine.

For the authors of the Hippocratic texts—for Celsus, Galen and other
writers of antiquity—the history of medicine or, more precisely, the his-
tory of medical doctrines, was a matter to be considered and argued by
an author as he worked out and justified his own position. This approach
was similar to Aristotle’s philosophical method of quoting from, criti-
cising and correcting his predecessors. It was, for Aristotle as for the
earliest historians of medical doctrine, a way of establishing the truest
or most plausible view. The focus that Medieval and Renaissance med-
ical scholars placed on authoritative texts, which now included author-
itative texts from Arabic as well as Graeco–Roman sources, perpetuated
the ancient role of the history of medicine within medicine itself through-
out this period, although in a somewhat different form.

In the 250 years between the establishment of modern anatomical
studies (most notably by Vesalius in the 1540s)2 and the definitive link-
age of clinical observation with pathological anatomy (most notably
by French medical reformers of the Revolutionary and Napoleonic era),3

the proliferation of new theoretical constructs and experimental tech-
niques eroded the authority that canonical texts had previously
enjoyed as models or paradigms of medicine as a system. The first group
to lose this status were the Arabic texts, as they were replaced by more
extensive and more accurate editions of Galen’s works in the later
Renaissance.4 We should also not overlook the fact that works by
Muslim authors became unfashionable at a time when the Reformation
was heightening the Christian sensibilities of both Protestants and
Catholics,5 and when the Muslim armies of the Turkish Empire had
conquered most of south-eastern Europe and were threatening Vienna.6
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But Galen, too, soon lost his authority as the source of a compre-
hensive medical system as a steady stream of innovators produced new
accounts of the human body and its functioning. Some of the more
prominent among these innovators, and the approaches they inaugu-
rated, were: Paracelsus and iatrochemistry; Vesalius and empirical
anatomy; Descartes and iatromechanism; Harvey and experimental
physiology; and Bordeu and medical vitalism.7

These innovators did not wipe the slate clean, however. Although
there were few, if any, dogmatic Galenists in eighteenth-century
European medicine, there were also few dogmatic adherents to any
other medical system; or, rather, even if they were dogmatic in theory,
they were most likely to be pragmatic or eclectic in practice. Classic
therapies, such as bleeding, purging and manipulation of diet, were
still the mainstay of medical practice in the late eighteenth century.
But their use was now theorised in an eclectic terminology drawing
upon Hippocratic–Galenic humouralism, mechanical and chemical the-
ories, and the latest results of experimental physiology and natural
philosophical speculation.

The poet Friedrich Schiller (1759–1805) was a member of the inau-
gural class of the Medical School at the Ducal Military Academy of
Württemberg.8 We can see in his medical dissertations of 1779 and 1780
the eclectic theoretical mix to which I just referred, as well as the mix
of clinical case histories drawn from both classic and contemporary
authors.9 I will have more to say about Schiller’s medical dissertations
in the final part of this article, but here it is sufficient to point out the
way in which material drawn from many different periods of the his-
tory of medicine was given equal status with case reports from the prac-
tice of Schiller’s teachers and with Schiller’s own clinical observations.

This same mixture was found in the curriculum of the Medical
School, which included lectures on classic and modern medical texts
as well as clinical study in a variety of Stuttgart hospitals. Nor was
the Ducal Military Academy idiosyncratic or second-rate in this respect.
Its medical curriculum was typical of the time and its medical teach-
ers were, in general, better than those at the nearby University of
Tübingen, whose authorities had done everything possible to prevent
the academy from opening a rival medical school.10

So, for eighteenth-century medicine, the history of medicine still
informed both theory and practice. Although ancient and early mod-
ern texts did not provide a paradigm for a medical system, they did
provide a treasury from which the practising physician could draw
resources that had equal standing with the latest experimental results
and clinical observations. ‘Life is short, the Art long’, as the first
Hippocratic aphorism put it,11 and what made the art of medicine ‘long’
was its cumulative, still growing and still practically useful history.
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command sought to contain official usage of the term shell shock in
the field, in order to limit pretexts for removing men from action.
Officially, New Zealand’s medical service fell into line behind the
British, although the situation in the field was perhaps more compli-
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Figure 1: Shell Shocks—New Zealanders in France. The cover of a
magazine produced by and for soldiers at the Front in 1916; the term
shell shock was already in common use. Artist W. F. Bell died in a
London military hospital in 1920. (Courtesy of National Library of
New Zealand, Te Puna M–atauranga o Aotearoa)



At the beginning of the nineteenth century, R. T. H. Laennec
(1781–1826), whose invention of the stethoscope in 1816 would rep-
resent the new turn in medicine toward a localised, tissue-based con-
cept of disease, began his career with a thesis on the Hippocratic
writings, affirming their relevance for practical medicine.12 But the work
of pathological anatomists early in the century, and, increasingly, of
experimental physiologists from the middle of the century, and, finally,
of bacteriologists in the last quarter of the century made it more and
more unlikely that physicians would find practically useful informa-
tion in pre-nineteenth-century medical texts.

Scientific medicine in the late nineteenth century was seen as hav-
ing its foundations in the laboratory. Chemistry, physiology, microscopy
and other fields that had previously been referred to by physicians as
‘accessory’ sciences would become known, around the 1890s, as the
‘basic’ sciences—that is, those studies on which practical medicine had
to be based.13 In this context, ‘a school of thought grew up that regarded
historical research in medicine as [a] waste of time’.14 But a counter-
vailing tendency, at least in English-speaking countries, was the view
held by Sir William Osler (1849–1919) that historical background and
the reading of original sources should be a small but integral part of
clinical instruction.15

While it was still acknowledged at the end of the nineteenth cen-
tury that ‘Life is short, the Art long’, the meaning of this aphorism
was substantially reinterpreted. Medicine was now understood to con-
sist of both art and science. The science was the knowledge base, while
the art was the practical skill and the spirit of humanity required to
apply this scientific knowledge to the treatment of individual patients.
So ‘Life is short’ now referred to the fact that most of the medical cur-
riculum would be devoted to science. The art was, therefore, too ‘long’
to fit in, other than by way of occasional extracts slipped into the inter-
stices of this curriculum.

It was around this same time that the history of medicine became
a specialised area in the organisational sense.16 In preparation for the
opening in 1893 of the Johns Hopkins Medical School in Baltimore,
the first institution outside Germany to be devoted to the aggressive
teaching of the new science-based medicine,17 Osler and the other senior
physicians planning the school also established the Historical Club of
the Johns Hopkins Hospital in 1890.18 It was set up as a voluntary
organisation for physicians attached to the new Johns Hopkins
Hospital, which had opened in 1889, as well as for students of the
future Medical School. By the middle of the twentieth century this
group, then known as the Johns Hopkins Medical History Club, came
to be regarded as the oldest active medical history society in the world,
since comparable bodies in France, Germany and Italy had not been
established until after 1900.19
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This shift in military attitudes translated into a clear policy for a new
initiative in national health, but it appeared too as a form of postwar
compassion and relaxed discipline in regiments. Following the suicide
of a returned soldier in January 1921, the colonel in charge of the man’s
regiment instructed officers to act tactfully and not make the men
worry. ‘There was a large number of such cases, some may still be in
the Regiment.’ The colonel remarked that the deceased was not thought
‘mentally deranged’, only ‘somewhat depressed and nervous’.22

However, public committal hearings of soldiers to mental hospitals
remained a political nightmare for the army command and govern-
ment, and so they arranged to commit soldiers to institutions more
surreptitiously. Moreover, as expenses for treatment and disability pen-
sions rose, the army’s senior officers struggled to rein in the numbers
of men eligible for compensation. Reports and memoranda from 1916
to 1922 show that while senior army officers and government offi-
cials tried to control public awareness of war neuroses, they could not
do so because there were people who fought for a wider understand-
ing of the war’s mental health consequences and then fought for spe-
cial medical help for shell-shocked soldiers.

Shell shock and nerves enter the vernacular and
politics

The term ‘shell shock’ came into usage in medical and scientific pub-
lications as early as the autumn of 1914.23 Initially, it described the
certain strange effects that exploding shells could have on soldiers’
behaviour. Within a year, New Zealand soldiers were using the expres-
sion, for in 1915 on the Western Front they produced a sanctioned,
poignant magazine of humour and mourning entitled Shell Shocks [see
Figure 1, next page]. Shell shock then travelled home in the vocabu-
lary and conduct of returned soldiers. By late 1915 or early 1916, a
few returned and discharged soldiers began to exhibit odd behaviour.
The symptoms included nervous tics, paranoia, aphasia, memory loss,
insomnia, flashbacks, melancholy, and nervous breakdowns. An
increasing number of soldier suicides24 rattled communities through-
out New Zealand; family members and association secretaries wrote
directly to the Minister of Defence who read their letters appealing for
specialised, compassionate medical attention for traumatised soldiers.

As a result of the conduct of some returned soldiers and the peo-
ple who took up their cause, ‘shell shock’ entered the vernacular sud-
denly and became a benign, lay shorthand for a host of signs and
symptoms assumed attributable to war, but not tantamount to tradi-
tionally defined ‘insanity’. Concurrently, as is well known, the British
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The Johns Hopkins Medical Society was another voluntary organ-
isation established at about the same time as the Historical Club for
the discussion of scientific and clinical matters. Evening meetings of
the two groups were apparently well attended by both medical staff
and students in the early days of the Medical School.20 But the sepa-
rate existence of the Medical Society, which met twice a month, and
the Historical Club, which met once a month, was an indication that
the history of medicine, while still of interest to medical practice and
education, was no longer central to it.

The first research institute devoted to the history of medicine was
founded in Leipzig, Germany in 1905 by Karl Sudhoff (1853–1938).21

In 1929, the Johns Hopkins Medical School followed suit with the first
such institute in the English-speaking world.22 It was modelled on the
Leipzig institute,23 and Sudhoff himself attended its opening ceremony.24

The founding of such specialised institutes for the history of medicine
was intended to give a small number of physicians the opportunity to
do full-time research in the field, to provide some teaching in medical
history to medical students (usually on a non-compulsory basis) and
(in Europe but not America) to allow the occasional medical student
to complete an MD thesis in the history of medicine. The ‘best con-
tributions to medical history’ from such institutes were expected to
come ‘not from professional historians but rather from scientists with
a historical interest, who were able to handle the medical aspects with
more authority’.25

While the field was still iatrocentric, or physician-centred, it was
not necessarily focused on the search for pragmatic solutions to prac-
tical medical problems, as it once had been. Sudhoff, for example,
approached his archival material in the way that any medievalist would
have.26 But it was assumed that both the producers and the consumers,
or reading audience, of such studies were physicians who had been
educated in the humanities as well as in medicine. It was still possible
to take for granted that most physicians had studied Latin, and some
of them ancient Greek, as part of their pre-medical education. Most
had also been exposed to a modern foreign language and to the clas-
sics of Western literature, at least in translation where they were not
originally in English, as well as ancient and modern history.27 With this
background, much (although not all) of the historical work done by
physicians was of a high standard, and addressed topics and texts that
would generally not have been covered by historians of other stripes.28

During the first half of the twentieth century this approach to the
history of medicine was seen as an antidote to some of the negative
features of the prominence of science in modern medicine.29 It made
use of—and, therefore, kept alive, as it were—the humanistic learn-
ing to which physicians had been introduced before they entered sci-
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size, overcrowding and physical isolation of the mental hospitals often
helped establish and perpetuate stereotypes about the mentally ill.17 At
that time, involuntary (non-criminal) confinement required two med-
ical certificates of insanity and a magistrate’s warrant. The Mental
Deficiency Act 1911 also made voluntary commitment legal for the
first time.

Relief societies that attended to the care of returned soldiers and
aided their families, like the public in general, were hesitant about what
might befall individuals admitted to these controversial institutions.
As a consequence, they sought an alternative to the traditional men-
tal hospital model. The Federation of New Zealand Patriotic War Relief
Societies lobbied in mid-1917 that those with ‘light mental disorders
or neurasthenia and shell shock’ be given special treatment, as these
men ‘require more care and attention than they can expect to receive
in a boarding house’. ‘Is it right that these men should be discharged
to roam aimlessly’, lamented one representative. ‘Surely they are the
care of the State.’18 However, although the associations felt that nei-
ther boarding houses, frequented by single labourers, nor mental hos-
pitals were suitable, they did not know precisely what they wanted for
presumed light mental illness cases: a recuperation hostel? a board-
ing-out arrangement with farm families? They clearly did not want
men exposed to the public light of certification and escorted to lunatic
asylums.19 An officer responsible for contacting next-of-kin after the
terrible losses of October 1917 acknowledged that the terse designa-
tion ‘mental’ that he had to put into simple telegraphs gave no sense
of the soldiers’ condition and precipitated great alarm among family
members: ‘Omitting deaths, these messages probably cause more dis-
tress to the next of kin than any other.’20 Families and friends thus did
not seek to reorganise mental health services, just special treatment
for their ‘boys’ and a related avoidance of the stigma attached to the
label ‘mental’. The associations wanted shell-shocked men ‘placed in
homes where they could receive special attention, and their lives be
made bright as possible’.21

Once the war had ended, rigid control over traumatised soldiers
ceased, replaced by looser evaluation processes at home and a greater
willingness to accept the legitimacy of neurasthenia as a service illness.
The military dam controlling the flow of shell-shock and neurasthe-
nia cases home was about to burst, because a number of traumatised
men that had been kept in Europe were about to be demobilised.  It
would be difficult to deny medical help for trauma to demobilised sol-
diers—particularly those who had dealt with breakdowns and
remained combatants—if and when they requested it. Finally free from
having to maintain combat strength, the army was able to focus on
appropriate treatments for shell shock and, now, for neurasthenia too.
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entific medicine, and this process was understood as a way of helping
them to retain a balanced outlook. It also provided a sense of the whole-
ness and the traditions of medicine at a time when scientific advances
were forcing greater specialisation and placing the focus on the latest
knowledge rather than antecedent developments.

And finally, the history of medicine provided inspiring stories, some-
times exaggerated, of great figures who triumphed over adversity or
achieved immortality as much through their moral qualities as
through their technical work, even though that work was in many
respects now superseded. Contemporary physicians, knowing that the
pace of scientific development was such that their own work was likely
to be superseded in the relatively near future, saw in this aspect of med-
ical history the promise of a kind of immortality to which they could
still aspire.

The history of medicine as a branch of history

In the decades after World War II, as medicine became ‘the health indus-
try’, the gentlemanly attributes that the history of medicine was
regarded as fostering among physicians lost their earlier value. At the
same time, it became less likely that a physician would have had a pre-
medical education in the classics or humanities. These changes within
medicine were paralleled by external changes as general historians—
like their colleagues in sociology, economics and many other social sci-
ences—became interested in medicine as an integral part of human
society, a trend that had started in the 1930s. These professionals came
with their own agendas, and these agendas did not necessarily privi-
lege the work of great physicians of the past.30

Historians whose careers are pursued within university academic
departments are professionally trained in the standards of the disci-
pline of history and reinforced in their adherence to these standards
by university hiring and promotion practices. Their research is sub-
ject to peer review by other professional historians, so it must meet
established standards while also reflecting new developments in the
field in order to be accepted for publication by a professionally rep-
utable journal or publishing house. The longer term reorientation of
the history of medicine from a branch of medicine to a branch of his-
tory thus extended the history of medicine into virtually all the areas
typically covered by the discipline of history.31

Changes in prevailing historical methodologies have opened the his-
tory of medicine to social history and historical sociology; feminist and
post-colonialist approaches; ‘history from below’, or medicine as seen
from the patient’s perspective; history focused on groups marginalised
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government to assist friends and relatives. By war’s end, exposure and
debate had forced the New Zealand army to graft a dedicated hospi-
tal for ‘shell shock’ and ‘neurasthenia’ onto the country’s older sys-
tem of mental hospitals, and to add psychotherapy to the array of then
conventional mental health practices.

Although the process of institutionalisation on the ground was not
straightforward, army officials appear to have misrepresented to the
public the scope and quality of facilities awaiting shell-shocked sol-
diers at home. Further, they downplayed the gravity of soldiers’ men-
tal health problems to those asylum superintendents charged with
implementing the new arrangements. This led to the unusual situation
of the government proclaiming on the one hand that ex-soldiers were
not being sent to mental hospitals—when many were—and that they
would only send light or so-called functional cases to the new facili-
ties—when in fact many soldiers suffered from severe disorders.
Although New Zealand was the combatant country furthest from the
European innovations in mental health, the response to shell-shocked
soldiers closely resembles international patterns. These similarities
speak to an emerging internationalisation of psychiatric practice and
knowledge in the early twentieth-century medical world.

The New Zealand context

Between 1914 and 1918, just over 100,000 men embarked from New
Zealand for overseas duties, or 42 per cent of the male population of
military age.16 As soldiers returned from the Front, regional patriotic
and returned soldiers’ associations pressed for compassion and gen-
erosity in mental health policy. They alerted authorities to episodes of
mental illness among returned men and insisted that something be done.
The government paid attention to demands, but was also cognisant
of the expense of recognising the trauma of war as a cause of mental
illness. What were the costs of keeping non-functional soldiers on the
rolls overseas? Who merited disability pensions and for how long?
What exactly had caused mental illnesses and alcoholism among
returned soldiers?

The government worked within an existing mental health system
that had been established in New Zealand over the course of the pre-
vious fifty years. Like many English-speaking countries, New Zealand
had established an extensive institutional archipelago of regional asy-
lums, also known by then as mental hospitals, at Auckland (Avondale,
est. 1867), Tokanui (est. 1912), Porirua (est. 1887), Nelson (est. 1876),
Christchurch (Sunnyside, est. 1863), Hokitika (Queen Mary, est. 1916)
and Seacliff (est. 1879). Conditions, however, were not ideal, and the
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because of their sexual orientation, race, delinquency, religion or other
factors; the social construction and deconstruction of expert knowl-
edge and institutionalised authority structures; and many other
approaches. These valuable trends have often appeared with revolu-
tionary historiographical claims being made on their behalf, but the
apparent discontinuities need to be seen against the backdrop of a more
continuous development within the academic field of history toward
greater scope and inclusiveness.

None of this is problematic in itself, but when applied to the his-
tory of medicine in particular, and combined with the relative lack of
preparation that physicians now have for doing historical research,
some alarm bells do sound. Firstly, to gain acceptance from their pro-
fessional colleagues in history, university-based historians of medicine
had to distance themselves as much as possible from the amateur med-
ical history of physicians. Many of them would not join associations
for the history of medicine, because these organisations typically wel-
comed physicians and other health practitioners as members and were,
therefore, regarded as semi-amateur bodies.32

Secondly, physicians viewed some historians of medicine as ‘anti-
medicine’ or ‘physician-bashing’ in their orientation. Critical organis-
ing concepts, such as ‘medicalisation’ or ‘medical dominance’, could
be deployed in a variety of ways by historians: from neutral, descrip-
tive categories to instruments for the deconstruction of all medical
authority. To many physicians interested in the history of medicine,
the emphasis seemed to be on the latter use. And for some historians
this was intentionally the case.33 By the middle of the twentieth cen-
tury, medicine had developed what seemed to be an unchallenged posi-
tion of authority; and it is not unusual for academics to challenge the
heretofore unchallenged. But it is also necessary to ask, in retrospect,
whether for historians the issue of ‘medical dominance’ within soci-
ety was not, in part, a proxy for the issue of physician dominance within
the history of medicine34—thus enabling historians to pursue, in an
apparently disinterested context, their own professionally interested
aim of displacing physicians from the centre of medical history.

Thirdly, by the last decades of the twentieth century, health care was
being reorganised in developed countries in ways that would make the
mid-century stereotypes of ‘medical dominance’ largely obsolete.35

Government regulations, insurance requirements, hospital and health
service administrators, the rise in status and improved formal train-
ing of other health professions, the health consumer movement, the
redefinition of previously unorthodox and marginal health practitioners
as providers of ‘complementary’ rather than ‘alternative’ services, and
changes in medical education itself, have all greatly altered the role of
physicians in the health industry and in society generally over the last
generation.
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came to embody the essence of war service itself. It represented, he con-
tends, a ‘vehicle that allowed [soldiers] to explain their experiences to
a society and political culture lacking full understanding of what they
had gone through’.10

Within the context of demobilisation and the desire to construct
‘homes for heroes’, the presence of shell shock among discharged sol-
diers posed significant social problems for families and communities,
and political problems for British and colonial governments. The pro-
vision of psychological therapies and allocation of pensions for men-
tally troubled ex-soldiers was particularly limited.11 Official (and un-
official) national investigations explored the challenges precipitated by
psychogenic trauma. These enquiries investigated, retrospectively, the
extent to which those soldiers who had been court-martialled, and even
executed for cowardice and desertion, had, in reality, been suffering
from ‘shell shock’.12 Despite periodic bouts of guilt, however, many
government ministries nonetheless adopted narrow definitions of ‘dis-
ability’ that made government entitlements difficult to access for suf-
fering ex-soldiers. Some prominent individuals—such as British
Minister of Pensions, Sir John Collie—promoted a restrictive defini-
tion of disability so as to limit government expenditure and to dimin-
ish ‘malingering’.13

Recent research, however, has suggested that soldiers and the vet-
erans’ associations were not helpless victims without agency in the face
of parsimonious or unsympathetic government officials. Rather,
organisations like the American Legion lobbied hard to prevent the
stigmatising label of mental illness, and its association with public
‘lunatic asylums’, from tainting the public perception of men return-
ing from the battlefield. Veterans’ associations after World War I were
instrumental in influencing new, and less controversial, psychiatric clas-
sifications to be applied to ex-soldiers suffering from ‘neuropsychiatric’
problems. They also helped found new medical institutions—such as
the ‘psychopathic’ hospital—that were quite distinct from the State
mental hospitals.14 In this way, lay groups precipitated a transforma-
tion both in psychiatric terminology and in mental health treatment.

This article builds on this recent historiographical trend. It exam-
ines the response of political and mental health authorities in New
Zealand to the plight of mentally ill soldiers returning from World War
I. In particular, it analyses the way in which patriotic associations pres-
sured officials into distorting the legal committal process to mental hos-
pitals, established novel types of institutions for soldiers, and
experimented with new and less stigmatising psychiatric labels. In a
manner analogous to Caroline Cox’s findings on the American Legion’s
response to shell shock in the United States,15 New Zealanders who
cared most about individual soldiers could, and did, press their national
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University-based historians of medicine have been slow to incor-
porate these developments into their worldview. Perhaps as academics
they have only recently been in a position to appreciate what such
changes have meant to the autonomy and status of physicians, as they
have begun to experience for themselves the effects of the greater pro-
fessionalisation and profile of non-academic support staff in univer-
sities; the increasing constraints of government policy decisions and
their funding implications; the exercise of non-collegial forms of exec-
utive authority by senior university managers; the prospect of manda-
tory continuing education and professional development in order to
retain certification as a university teacher and research supervisor; the
imposition of formal quality assurance procedures and cyclical audits
by an outside agency; and many other changes that are analogous to
those that have affected physicians over a longer period of time.

Contemporary agendas shape the questions that historians ask of
the past and also cause certain features of what they find in the past
to appear with greater or lesser salience. Because of this fact, the dis-
juncture between university historians interested in medical history and
physicians interested in medical history has narrowed the vision of his-
torians of medicine in a number of ways. Firstly, it has locked the view
of some historians about the authority and status of physicians into a
time warp, frozen in the 1970s. Secondly, it has reduced the oppor-
tunities for historians of medicine to explore questions about the past
that relate to physicians’ interests—questions about technical medical
issues, clinical practices, or the experience of being a physician, for
example. And thirdly, even in cases where the questions pursued do
not relate directly to physicians’ interests but arise from other agen-
das, the absence or marginalisation of the physician’s perspective lim-
its the salience that some aspects of the past will have in medical history
research.

I have taken physicians as a reference point for my discussion so
far because of their centrality to the origins of the history of medicine;
but what I have said about the setting of questions and the salience of
evidence relating to those questions can now be generalised to other
health practitioners. Nurses, dentists, pharmacists, physiotherapists,
indigenous and other traditional healers, complementary therapists,
hospital and laboratory technicians, veterinarians, and many others
all have something to contribute to the history of medicine—using the
term ‘medicine’ now in its most generic sense, that is, not limited to
the work or the profession of the physician.

It is acknowledged that relations between and among these various
groups of health practitioners are not fixed for all time, and that each
may wish to use claims about the past to advance its own position vis-
à-vis any of the others. Eric Hobsbawm, in his contribution to a
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Shell Shock and the Politics of
Asylum Committal in New
Zealand, 1916–22

SHELL SHOCK CONSTITUTES A RICH OBJECT OF HISTORICAL INQUIRY SITU-
ated, asit is, at the intersection of such prominent disciplines as the
history of military medicine, the history of psychiatry, and war and
society.1 Within the history of health and medicine, researchers have
identified ‘war neurosis’ as a significant moment in the history of
medico-psychological thought, illustrating the extent to which exter-
nal trauma (rather than biological lesions) could directly cause certain
forms of mental illness.2 It thus opened a century-long chapter into
‘neurotic’ disorders and highlighted the need for strong psychothera-
peutic outpatient, as well as somatic inpatient, treatments. As a con-
sequence, shell shock has been often been identified as the taxonomical
pre-cursor to Post-Traumatic Stress Disorder (PTSD),3 as an early form
of twentieth-century war trauma4 and, indeed, used as an archetype
for understanding war-related physical ailments more generally.5

Researchers have demonstrated how responses to, and classification
and treatment of, shell shock brought out the subtle differences, as well
as the similarities, between national political and medical cultures. In
Britain, for example, historians have explored the extent to which the
‘psychological collapse’ that accompanied shell shock was conceived
as ‘effeminate’ within the context of contemporaneous notions of mas-
culinity. As a consequence, psychological treatment focused on ‘reha-
bilitating’ deviant men in order to return them to their true ‘aggressive’
dispositions and, ultimately, to the Front.6 In other contexts, shell shock
encapsulated a generalised form of social deviance for those apparently
not coping with the readjustment to civilian life, regardless of whether
or not those so-labelled were suffering from a recognised mental dis-
order.7 By contrast, Germany and the Austro–Hungarian Empire, influ-
enced as they were by Freudian psychodynamics, proved to be more
sympathetic and supportive of soldiers suffering from ‘war neuroses’.8

German political leaders were more trustful of the efficacy of psychi-
atric interventions than their counterparts in Britain and the
Dominions.9 Most recently, a prominent historian of World War I
asserted that, within inter-war British society and culture, shell shock
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34.  In the 1960s historians were still conscious of the need to ‘battle for the right and
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UNESCO-sponsored collection of articles entitled The Social
Responsibility of the Historian, noted that

all human beings, collectivities, and institutions need a past, but it is only
occasionally the past uncovered by historical research. The standard exam-
ple of an identity culture which anchors itself to the past by means of myth
dressed up as history is nationalism. … Inevitably the nationalist version
of [a nation’s] history consists of anachronism, omission, de-contextual-
ization and, in extreme cases, lies. To a lesser extent this is true of all forms
of identity history, old or new.36

How, then, to incorporate the practitioner’s view into the history of
medicine without falling into ‘anachronism, omission, de-contextual-
ization and…’ I won’t say ‘lies’ in this context, but rather, ‘conclusions
that are not supported by the evidence’?

The firm relationship of conclusions to evidence and the linking of
events to their appropriate historical context are among the most fun-
damental standards of the discipline of history, and it is absolutely
essential that these standards be upheld in relation to health practi-
tioner viewpoints as well as any other viewpoints. Whether the histo-
rian’s research concerns a dispossessed people or a professional group
struggling for what it considers to be its appropriate place in society—
and no matter how sympathetic the historian is to that group’s cause—
the relaxation of rigorous historical standards in order to score political
points does the group a disservice, not least because the exposure and
discrediting of unjustified claims also casts doubt on other, better sup-
ported claims.

The collaborative option: A personal view

Few health practitioners have received training in historical research
methods and the caveats relating to the use of historical evidence. The
intensive nature of the training that most of these practitioners receive
makes it difficult to induct them into anything more than the rudi-
ments of history while they are students; and the number who wish
to undergo formal training in history after they have qualified in their
profession is relatively small. This pathway is not to be discouraged:
the small number who follow it are in a position to make exception-
ally important historical contributions. But in quantitative terms, their
impact is minor.

More promising, I believe, is the option of greater collaboration
between historians and health practitioners in medical history research.
A few years ago I would not have been in a position to make this sug-
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gestion, having had no experience with a collaboration of this kind.
But since I have now had the opportunity of working on a series of
historical projects with a practising physician, I would like to use that
experience to illustrate some of the points I wish to make.

My collaborator, Dr George M. Weisz of Sydney, is an orthopaedic
surgeon who, late in his career, completed a BA majoring in History
and then an MA in Renaissance Studies. We have jointly published
two articles on Erasmus and medicine,37 and a third article on Schiller’s
medical dissertations,38 while a fourth project on medicine in
Castiglione’s Book of the Courtier is in the planning stages. My focus
here is on the Schiller article.

Schiller studied medicine for five years and then practised as an army
doctor for two years before abandoning the medical profession in 1782
for a literary career. His most extensive medical writings are the three
dissertations that he submitted in 1779 and 1780 in order to complete
his course of study and qualify as a practitioner. In addition, we have
from him a necropsy report written in 1778, a series of reports on a
fellow student suffering from melancholia in June and July of 1780,
(all written by him in the same period), two short medical letters from
1788, and a prescription of uncertain date that probably emanated
from his army medical practice. All these materials are published in
English translations, together with a biography, commentaries, and an
analysis of the influence of medicine on Schiller’s literary work by
Kenneth Dewhurst and Nigel Reeves in their 1978 book, Friedrich
Schiller: Medicine, Psychology and Literature.39

At the time this book appeared, Dewhurst was a consultant psy-
chiatrist and an eminent historian of medicine, having published exten-
sively on the history of neurology and on a number of seventeenth-
century medical figures, and Reeves was a professor of German. So in
these two collaborators we had an apparently ideal combination for
this project: a physician, who was also a historian of medicine, and a
literary scholar.

I confess that when I first read the Dewhurst and Reeves book, I
felt there was not much more that Weisz and I could add about Schiller’s
medical writings. Dewhurst and Reeves had analysed and contextu-
alised these writings, to all appearances very carefully. And looking at
the original texts from which they had made their translations, or at
the comments of other Schiller scholars, or at Schiller’s major literary
work from his medical student days—the play entitled The Robbers—
the points on which I thought we might disagree with or add to the
comments of Dewhurst and Reeves, or other commentators, seemed
too minor to warrant pursuing.

But here the issue of salience, to which I referred earlier, becomes
important. Both Dewhurst and my colleague Weisz are medical prac-
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titioners, but medicine is, of course, a complex field with many spe-
cialties and what is salient in the case of one specialty may not be so
in the case of another. In the present instance, what is salient to a psy-
chiatrist may not be so to a surgeon, and vice versa. What most
attracted Dewhurst and Reeves were the psychological and psycho-
somatic aspects of Schiller’s medical writings, a perception shared by
literary scholars who have looked at these writings in connection with
Schiller’s poetry, plays and works on aesthetic theory.

From this psychological and aesthetic point of view the key medi-
cal texts by Schiller are his two dissertations on the connection of mind
and body, and his reports on his fellow student’s melancholia (all writ-
ten in German). The remaining substantial medical text, a Latin dis-
sertation on fevers, and the other brief materials in German, are
generally treated more dismissively. I will limit my discussion here to
the contrasting treatment of the psychosomatic dissertations and the
fever dissertation.

The first psychosomatic dissertation was submitted in 1779 and was
unsuccessful. Only chapter one (of five) remains, and it is in German
although the thesis was apparently translated into Latin for submis-
sion. The second psychosomatic dissertation, submitted in German,
and the Latin fever dissertation were presented to the examiners ‘at
virtually the same time in November 1780’.40 This was an unusual step
that ‘has never been satisfactorily explained’,41 although Dewhurst and
Reeves propose that Schiller was interested only in the psychosomatic
dissertation—a substantially rewritten second attempt after the first
dissertation of 1779 had been failed. The fever dissertation they con-
sider a mere back-up or ‘safeguard’ in case the second psychosomatic
dissertation was rejected as its predecessor had been.42

According to Dewhurst and Reeves, the fever dissertation addressed
a ‘more practical and pedestrian topic…, and as a further precaution
[Schiller] presented it in the traditional language for medical theses of
the day—Latin’;43 whereas the German dissertation on the connection
of mind and body ‘lucidly explored the exciting field of psycho-somatic
medicine and philosophy’.44 This contrast between the ‘pedestrian’ and
‘traditional’ fever thesis and the ‘lucid’ and ‘exciting’ psychosomatic
thesis is reinforced by later comments that Dewhurst and Reeves make.
The fever dissertation, they say, ‘treats in a fairly orthodox manner a
common subject for an eighteenth century graduation thesis’;45 ‘both
its topic and the language in which it was presented point to an attempt
to satisfy solid convention’.46 The psychosomatic dissertation, on the
other hand, ‘boldly tackled the controversial problem of body/soul rela-
tions…. Clearly this was where [Schiller’s] heart lay’.47 One also has
to infer that this is where Dewhurst’s and Reeves’ hearts lay—or to
put the matter differently, the ‘problem of body/soul relations’ was
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edge, I wanted to use this example to show how the involvement of a
medical practitioner in a medical–historical research project had influ-
enced the direction and outcome of that project for the better. And, in
particular, I wanted to show how the specific clinical orientation of that
medical practitioner raised research questions that had not previously
been raised, or at least seriously pursued, and gave known evidence a
different salience in the light of those research questions.

This example supports my contention that historians of medicine
ought to seek out and welcome collaboration with health practition-
ers across the full range of contemporary health fields. If physicians
with different specialist backgrounds—in this case, psychiatry and
surgery—approach the same historical problem differently, it is evi-
dent that health practitioners from even more diverse backgrounds will
contribute an even greater range of perspectives to historical research.

Within the context of university career advancement, professional
historians are not typically rewarded for collaborating with people from
outside the field of academic history, except in special cases where such
people are themselves in some way the subjects of research. But in the
history of medicine, collaboration with health practitioners can be
highly fruitful both in generating research questions and in assessing
the salience of evidence relating to these questions. These factors, in
turn, can contribute to the successful completion of research projects—
and this, of course, is something for which professional historians are
typically rewarded.

The approach I am advocating is, in fact, a form of cross-cultural
collaboration. The different professional cultures of university histo-
rians and health practitioners will undoubtedly lead to divergent views
on some points, and to potential miscommunication between the col-
laborators. But I have found that with goodwill and trust these issues
can be resolved. To some extent, also, the division of intellectual labour
makes it easier to collaborate with someone outside one’s own pro-
fession than someone within it. In any case, I have no doubt that given
the right circumstances, a historian’s collaboration with a relevant
health practitioner (i.e., relevant to the historical topic under consid-
eration) can produce far more benefits than difficulties. And for the
history of medicine in particular, as distinct from many other sub-fields
of history, this kind of collaboration is not so much a new venture as
it is a reinvigoration of the original roots of the discipline.

University of New England

*  This article is a revised version of the author’s keynote address for the Symposium on
Visions of the History of Medicine at the twelfth Biennial National Conference of the
Australian Historical Association, 8 July 2004.

1.  For an overview of the development of European medicine up to the beginning of the
twentieth century, see Lawrence I. Conrad et al., The Western Medical Tradition, 800 BC
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clearly the aspect of Schiller’s medical thought that appeared most
salient to them, given their respective professional backgrounds.

In this judgment, Dewhurst and Reeves followed the opinions of
earlier literary scholars. Herbert Meyer, for example, in his 1958 intro-
duction to volume twenty-two of the German Nationalausgabe edi-
tion of Schiller’s complete works, seems almost to resent that he has
to include the fever dissertation for the sake of completeness. Schiller’s
text, he says,

was written in haste, without serious consideration, and in reality it only
rehashes the views of anthologies and of his teachers. It contains hardly
any reference to critical analysis and in this regard cannot be considered
as a significant medical history document. It is informative only in so far
as it is a reflection of the medical education at the Academy and offers
clear proof that Schiller obviously regarded medicine as just a ‘compul-
sory subject’…. The young poet was generally interested in medicine only
when he could pursue issues concerning the relationship between medicine
and philosophy, and the relationship between the body and the spirit or
soul.48

And yet, what evidence is there that the fever dissertation, which failed
to interest Dewhurst and Reeves and other literary scholars, also failed
to interest Schiller? This was essentially the question raised by my sur-
geon–collaborator Weisz in his response to Meyer’s negative com-
mentary, and it presented a challenge to us both to consider the fever
dissertation more carefully.

Weisz examined the clinical descriptions reported in Schiller’s text
from the point of view of their clarity, empirical plausibility and rele-
vance to the general conceptual scheme Schiller was using. Since there
was no evidence of carelessness, superficiality or incoherence on that
score, I then did the things that historians are trained to do: I mapped
out chronologies of related and potentially related events; I compared
different accounts of these events; I collated the available circumstan-
tial information bearing on the two dissertations of 1780; and, in the
light of this evidence, I developed in consultation with Weisz an alter-
native explanation to the one generally received. I will not elaborate
the supporting argument here, since it can be read elsewhere,49 but our
conclusion is that the balance of evidence supports the view that Schiller,
at the time in question, was as genuinely interested in the purely somatic
aspects of medicine as he was in the psychosomatic aspects of medicine.
His simultaneous presentation of two dissertations, far from being a
puzzle, directly reflects this dual interest.

These are perhaps minor historical points, but apart from noting that
a great deal of scholarship proceeds by such small accretions of knowl-
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titioners, but medicine is, of course, a complex field with many spe-
cialties and what is salient in the case of one specialty may not be so
in the case of another. In the present instance, what is salient to a psy-
chiatrist may not be so to a surgeon, and vice versa. What most
attracted Dewhurst and Reeves were the psychological and psycho-
somatic aspects of Schiller’s medical writings, a perception shared by
literary scholars who have looked at these writings in connection with
Schiller’s poetry, plays and works on aesthetic theory.

From this psychological and aesthetic point of view the key medi-
cal texts by Schiller are his two dissertations on the connection of mind
and body, and his reports on his fellow student’s melancholia (all writ-
ten in German). The remaining substantial medical text, a Latin dis-
sertation on fevers, and the other brief materials in German, are
generally treated more dismissively. I will limit my discussion here to
the contrasting treatment of the psychosomatic dissertations and the
fever dissertation.

The first psychosomatic dissertation was submitted in 1779 and was
unsuccessful. Only chapter one (of five) remains, and it is in German
although the thesis was apparently translated into Latin for submis-
sion. The second psychosomatic dissertation, submitted in German,
and the Latin fever dissertation were presented to the examiners ‘at
virtually the same time in November 1780’.40 This was an unusual step
that ‘has never been satisfactorily explained’,41 although Dewhurst and
Reeves propose that Schiller was interested only in the psychosomatic
dissertation—a substantially rewritten second attempt after the first
dissertation of 1779 had been failed. The fever dissertation they con-
sider a mere back-up or ‘safeguard’ in case the second psychosomatic
dissertation was rejected as its predecessor had been.42

According to Dewhurst and Reeves, the fever dissertation addressed
a ‘more practical and pedestrian topic…, and as a further precaution
[Schiller] presented it in the traditional language for medical theses of
the day—Latin’;43 whereas the German dissertation on the connection
of mind and body ‘lucidly explored the exciting field of psycho-somatic
medicine and philosophy’.44 This contrast between the ‘pedestrian’ and
‘traditional’ fever thesis and the ‘lucid’ and ‘exciting’ psychosomatic
thesis is reinforced by later comments that Dewhurst and Reeves make.
The fever dissertation, they say, ‘treats in a fairly orthodox manner a
common subject for an eighteenth century graduation thesis’;45 ‘both
its topic and the language in which it was presented point to an attempt
to satisfy solid convention’.46 The psychosomatic dissertation, on the
other hand, ‘boldly tackled the controversial problem of body/soul rela-
tions…. Clearly this was where [Schiller’s] heart lay’.47 One also has
to infer that this is where Dewhurst’s and Reeves’ hearts lay—or to
put the matter differently, the ‘problem of body/soul relations’ was
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gestion, having had no experience with a collaboration of this kind.
But since I have now had the opportunity of working on a series of
historical projects with a practising physician, I would like to use that
experience to illustrate some of the points I wish to make.

My collaborator, Dr George M. Weisz of Sydney, is an orthopaedic
surgeon who, late in his career, completed a BA majoring in History
and then an MA in Renaissance Studies. We have jointly published
two articles on Erasmus and medicine,37 and a third article on Schiller’s
medical dissertations,38 while a fourth project on medicine in
Castiglione’s Book of the Courtier is in the planning stages. My focus
here is on the Schiller article.

Schiller studied medicine for five years and then practised as an army
doctor for two years before abandoning the medical profession in 1782
for a literary career. His most extensive medical writings are the three
dissertations that he submitted in 1779 and 1780 in order to complete
his course of study and qualify as a practitioner. In addition, we have
from him a necropsy report written in 1778, a series of reports on a
fellow student suffering from melancholia in June and July of 1780,
(all written by him in the same period), two short medical letters from
1788, and a prescription of uncertain date that probably emanated
from his army medical practice. All these materials are published in
English translations, together with a biography, commentaries, and an
analysis of the influence of medicine on Schiller’s literary work by
Kenneth Dewhurst and Nigel Reeves in their 1978 book, Friedrich
Schiller: Medicine, Psychology and Literature.39

At the time this book appeared, Dewhurst was a consultant psy-
chiatrist and an eminent historian of medicine, having published exten-
sively on the history of neurology and on a number of seventeenth-
century medical figures, and Reeves was a professor of German. So in
these two collaborators we had an apparently ideal combination for
this project: a physician, who was also a historian of medicine, and a
literary scholar.

I confess that when I first read the Dewhurst and Reeves book, I
felt there was not much more that Weisz and I could add about Schiller’s
medical writings. Dewhurst and Reeves had analysed and contextu-
alised these writings, to all appearances very carefully. And looking at
the original texts from which they had made their translations, or at
the comments of other Schiller scholars, or at Schiller’s major literary
work from his medical student days—the play entitled The Robbers—
the points on which I thought we might disagree with or add to the
comments of Dewhurst and Reeves, or other commentators, seemed
too minor to warrant pursuing.

But here the issue of salience, to which I referred earlier, becomes
important. Both Dewhurst and my colleague Weisz are medical prac-
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UNESCO-sponsored collection of articles entitled The Social
Responsibility of the Historian, noted that

all human beings, collectivities, and institutions need a past, but it is only
occasionally the past uncovered by historical research. The standard exam-
ple of an identity culture which anchors itself to the past by means of myth
dressed up as history is nationalism. … Inevitably the nationalist version
of [a nation’s] history consists of anachronism, omission, de-contextual-
ization and, in extreme cases, lies. To a lesser extent this is true of all forms
of identity history, old or new.36

How, then, to incorporate the practitioner’s view into the history of
medicine without falling into ‘anachronism, omission, de-contextual-
ization and…’ I won’t say ‘lies’ in this context, but rather, ‘conclusions
that are not supported by the evidence’?

The firm relationship of conclusions to evidence and the linking of
events to their appropriate historical context are among the most fun-
damental standards of the discipline of history, and it is absolutely
essential that these standards be upheld in relation to health practi-
tioner viewpoints as well as any other viewpoints. Whether the histo-
rian’s research concerns a dispossessed people or a professional group
struggling for what it considers to be its appropriate place in society—
and no matter how sympathetic the historian is to that group’s cause—
the relaxation of rigorous historical standards in order to score political
points does the group a disservice, not least because the exposure and
discrediting of unjustified claims also casts doubt on other, better sup-
ported claims.

The collaborative option: A personal view

Few health practitioners have received training in historical research
methods and the caveats relating to the use of historical evidence. The
intensive nature of the training that most of these practitioners receive
makes it difficult to induct them into anything more than the rudi-
ments of history while they are students; and the number who wish
to undergo formal training in history after they have qualified in their
profession is relatively small. This pathway is not to be discouraged:
the small number who follow it are in a position to make exception-
ally important historical contributions. But in quantitative terms, their
impact is minor.

More promising, I believe, is the option of greater collaboration
between historians and health practitioners in medical history research.
A few years ago I would not have been in a position to make this sug-
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