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I
Introduction
In his 1887 treatise on spinal irritation, American neurologist William A. Hammond
observed that he would endeavour ‘not to claim too much for a pathological condition
which I am very sure exists, and which I therefore think is entitled to recognition’.1 The
fact that Hammond, who was unquestionably one of the most important physicians in the
USA during the latter half of the nineteenth century, begins his exposition by assuring
readers that spinal irritation does in fact exist implies his awareness that some members of
his intended audience might harbour doubts. Moreover, Hammond’s choice of language is
critical; he does not assert a nosological claim, that the disease of spinal irritation exists,
but rather advances a morphological/anatomical claim, that the ‘pathological condition
exists’. The linking of the disease entity to its pathological condition suggests that the
nosological reality is a function of its pathological anatomy. Where a discrete, material
lesion exists that can be clinically correlated with a patient’s illness complaint, the disease
exists and is entitled to recognition. Charles Rosenberg captures this framework when he
observes that, by the end of the nineteenth century in the USA, the social legitimacy of
disease presumed ‘somatic identity’.2
The central claim of this paper is that during the late nineteenth century, leading
neurologists generally denied the possibility that pain could exist in the absence of
material lesion. There is ongoing debate over the medical status of pain sufferers in the
mid- to late nineteenth-century West, with some arguing that what we might now term
‘chronic pain’ became invisible during the period;3 others assert that physicians of the
time were acutely aware of and sensitive to the suffering of their patients from a variety of
pain experiences.4 I argue that these apparently divergent views are both correct. On the
one hand, there is little support for the idea that American physicians of the time ignored
or trivialized the pain experiences of their patients. Indeed, given the Victorian emphasis
on suffering and sympathy, such behaviour would have been especially taboo, at least with
regards to socially privileged patients. On the other hand, the fact that American
neurologists were aware of and sensitive to their patients’ pain does not imply that they
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allowed that such pain could exist in the absence of a material (morbid) lesion. I contend
that American neurologists followed their European counterparts in repeatedly insisting
that if the patient experiences pain, then such a lesion must perforce exist, even if medical
techniques of the time simply did not permit discernment of the lesion itself.
There are at least two reasons for my specific focus on neurologists. First, because
many of the different experiences of pain without lesion implicated concerns related to the
brain and the nervous system, early neurologists often treated nineteenth-century pain
sufferers. As the neurologists themselves asserted, the ‘seat of disease’ for many kinds of
pain without lesion was located in the nervous system, and hence was properly deemed
within their purview. Second, and related, because so many experiences of pain without
lesion implicated the brain and the nervous system, attitudes, practices, and beliefs among
early neurologists regarding the mind–body relationship are important areas for
investigation.5
It is important to delineate at the outset the approach, scope, and justification for
this paper. A work of interdisciplinary history, it uses methods primarily drawn from the
history of medicine and the intellectual history of objectivity. These tools are significant
limiters because pain is a multivalent, dynamic concept that is represented, constructed,
and interpreted in myriad ways among diverse communities through a wide array of social
practices and rituals. It has occupied the attention of countless writers and scholars in the
context of religion and theology, penal reform and social welfare, criminal justice and
torture, politics and diplomacy, and rhetoric, to name but a few. Pain lends itself so easily
to the realm of figurative language that many historical studies of pain have unsurprisingly
tended to literary and cultural historiography.
Yet, for all of this dynamism, there is a paucity of studies located within
historiographies of medicine and health that specifically treat pain as the central object of
inquiry. There are many reasons for this lacuna, two of the most obvious being first —
outside of some well-plumbed exceptions — the general lack of sources across different
periods specifically discussing pain in context of medicine, therapeutics, and disease; and
second, the sentiment, which is perceptible in widely varied contexts and periods, that pain
is simply the by-product of an underlying disease, pathology, or morbid state, and that the
latter is what merits attention, the former being simply a sign or symptom.6 This paper
contributes to the ongoing efforts to fill the gap and analyse histories of pain, the sources
for which are located principally in contexts of illness, disease, medicine, and therapeutics.
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The dearth of extant narrative experiences of pain is one justification for this
article’s focus on the attitudes, practices, and beliefs of physicians regarding pain. In
examining the intellectual constructs through which leading American neurologists
understood pain that presented without discernible lesions, there is no intention to
minimize or invalidate the patients’ experiences. Rather, the assumption is merely that
understanding what physicians thought about their patients’ pain without lesion is a
worthy subject of inquiry in its own right, especially as there is little doubt that the
neurologists’ conceptions of such pain strongly influenced the nature of the therapies and
remedies deployed, including the decision of whether any intervention at all was
appropriate. If a physician disbelieved the existence of an underlying disease marked by
the patient’s pain symptoms, it was far less likely that treatment of any kind would be
prescribed. If the disease did not exist, why would clinical interventions be warranted?
To the best of my knowledge, there are no historical analyses focusing on ideas
regarding pain without lesion among American physicians of the mid- to late nineteenth
century. 7 It is well known that pain is far and away the most common complaint
contemporary American patients bring to their physicians; there is little reason to believe
that pain was significantly less common an experience for people living in the nineteenth
century. The argument, therefore, is that understanding something about the attitudes and
beliefs of the physicians treating them merits study. Understanding these attitudes and
beliefs in turn requires a basic understanding of the sea-changes in Western allopathic
medicine that occurred during the nineteenth century.
II
Pathological Anatomy and the Birth of the Clinic
In The Birth of the Clinic, Michel Foucault argues that, at the turn of the nineteenth
century, in one of the centres of Western medicine (Paris), a group of scientists and
physicians began to formulate a model of health and disease that would come to be called
the anatomoclinical method.8 Foucault’s answer to the implicit question in the title of his
book (how was the clinic born?) is premised on an understanding of the ideas,
conceptions, and conditions that preceded it. To understand the nineteenth-century
changes in medical practice, disease, health, and ultimately, in pain, it is necessary to think
about earlier conceptions of disease and the body.

Daniel Goldberg, Pain Without Lesion: Debate Among American Neurologists, 1850–1900
19: Interdisciplinary Studies in the Long Nineteenth Century, 15 (2012) <http://19.bbk.ac.uk>

4
Nicholas D. Jewson notes that ‘bedside medicine’ in the late eighteenth century
‘was polycentric and polymorphous […]. Medical knowledge consisted of a chaotic
diversity of schools of thought. The definition of the field was diffuse and problematic,
disciplinary boundaries weak and amorphous.’ 9 Even allowing for such complexity,
however, it is not impossible to discern some important themes and patterns among
competing medical cosmologies.
In contrast to the emphasis on discrete material lesions featuring prominently in
the Paris School of the nineteenth century, earlier healers working in the humoral tradition
tended to eschew the importance of material localization in thinking about illness. The
‘morbid forces [that caused disease] were located within the context of the total body
system rather than any particular organ or tissue’ (Jewson, p. 229). Prior to the nineteenth
century, prevailing medical cosmologies promoted a holistic conception, one predicated
on humoral balance rather than on local pathologies. Physician and historian Robert
Martensen notes that ‘in a humoral schema, none of the solid tissues of the body were as
important as the body’s hollow spaces. These spaces contained the humors and humors
had physiologic agency.’10
The emphasis on the illness sufferer’s life-world, on a holistic notion of the
interplay between subject and illness, is also evident in humoral understandings of pain.
Lisa Wynne Smith’s analysis of several sets of eighteenth-century medical consultations
confirms the general medical cosmologies attributed here to a humoral schema. The
language of pain in these letters ‘was extraordinarily descriptive and personal.
Humoralism fundamentally shaped sufferers’ experience of their bodies, as revealed by
descriptions of internal sensations and mind/body overlap.’11 Specifically,
suffering had a flexible vocabulary, concurrently describing physical and
emotional pains in ways that underscore the anxiety surrounding illness. This
emphasizes the extent to which body and mind were inseparable in the early
eighteenth century; pain involved one’s whole being, both body and soul.
Patients and their doctors often referred to emotional states as symptoms. (p.
463)
Thus one early modern physician linked his clinical diagnosis ‘with the patient’s
perceptions, which appear plainly — “sinking at the heart”. While it was a physical
problem, the term also indicated an emotion when alongside symptoms like “heavy
disposition” and “dejection of spirit”’ (p. 465).

Daniel Goldberg, Pain Without Lesion: Debate Among American Neurologists, 1850–1900
19: Interdisciplinary Studies in the Long Nineteenth Century, 15 (2012) <http://19.bbk.ac.uk>

5
This early modern linkage of body and soul in context of pain has older roots.
Esther Cohen observes that ‘all major late medieval discourses on pain — in theology,
medicine, and law — viewed “physical” pain as a function of the soul’. 12 Erected
primarily on Augustinian foundations, pain was inextricably linked with guilt and fear.13
Augustine explained the martyrs’ lack of pain on this basis: they, like the Virgin Mary
herself, did not suffer pain because they were free of guilt and fear: ‘The message was
clear: pain lay in the soul; it resulted from the soul’s sin and guilt, and its awareness of
that guilt, of the ensuing retribution, and of the fear thereof’ (Cohen, ‘Animated Pain’, p.
45).
The key point in the humoral conception of pain was the fundamental enmeshment
of ‘physical’ and ‘emotional’ pain, of mind, body, and soul.14 Consistent with humoral
medical cosmologies, the subjectivity of the patient’s lived experiences was inseparable
from illness and pain. However, this is not to suggest that the concept of pain in humoral
schemes was unproblematic. The connection between expressions of pain and truth
challenged persons and communities from the Middle Ages to the early modern period,
and the best evidence of this is in the practice of torture.15 Cohen observes that ‘for the
physician, expressions of pain led to the truth of illness, and, for the theologian, to the
truth of sin and salvation’ (‘Animated Pain’, p. 52). ‘Torture was thought to work because
of the close relationship between body and soul; the truth of the soul could be forced out
through physical pain’ (Wynne Smith, p. 467). Writing about the relationship between
pain, torture, and truth in early modern France, Lisa Silverman explains that
truth is lodged in the matter of the body; judges were required to draw it out
(tirer) or extract it (arracher) from the body, just as tears and teeth are drawn.
Truth resides in the flesh itself and must be torn out of that flesh piece by
piece […]. Pain is […] the vehicle of truth-telling, a distillation of the pure
substance lodged in the impure flesh. (Silverman, p. 63)
However, while the interplay between pain, suffering, guilt, and truth are complex
and challenging, there is in humoralism a unity between ‘physical’ pain and mental or
emotional experiences such as suffering, guilt, and fear. In comparison, the importance of
pathological anatomy to the practice of medicine during the nineteenth century signals a
sea-change. Disease began to be conceptualized in a different sense, and a novel medical
cosmology predicated on local, discrete entities as the cause of disease began to be not
simply studied, but practised.16
Foucault observes that
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at a very early stage historians linked the new medical spirit with the discovery
of pathological anatomy, which seemed to define it in its essentials, to bear it
and overlap it, to form both its most vital expression and its deepest reason. 17
While there is general acceptance among historians that anatomy gradually became more
important during the early modern era, it was not until the nineteenth century that it would
begin to take on a central role in defining medical practice.18 Foucault even terms the new
method the ‘anatomoclinical’ method, and his locution remains the norm.
Foucault characterizes this change:
The appearance of the clinic as a historical fact must be identified with the
system of these reorganizations. This new structure is indicated — but not, of
course, exhausted — by the minute but decisive change, whereby the question:
‘What is the matter with you?’, with which the eighteenth-century dialogue
between doctor and patient began (a dialogue possessing its own grammar and
style), was replaced by that other question: ‘Where does it hurt?’, in which we
recognize the operation of the clinic and the principle of its entire discourse.
(p. xvi)
Foucault’s point is that the birth of the clinic is linked with the capacity to localize discrete
agents of disease to specific places, structures, and tissues inside the body. Whereas prior
to the nineteenth century, tissues were far less important than the hollow channels through
which humours flowed, this conceptual geography was inverted during the nineteenth
century.19 This inversion shows the importance of pathological anatomy to the birth of
clinical method. Indeed, Martensen goes so far as to suggest that ‘Western learned
medicine’s most distinctive knowledge-making feature has been its historic reliance on
anatomy’ (p. 95). In a particularly revealing passage, Elizabeth Hurren notes the changing
conceptions of cadavers in the Oxford anatomy department of the late nineteenth century:
When the department opened, every body taken for dissection was named, and
funeral expenses were recorded individually. After ten years, during which the
department expanded, the bodies were no longer named but instead were
numbered. Finally, once the department was fully established, each pauper
was simply recorded as ‘material’ or ‘subject’. (p. 792)
Hurren concludes that ‘at each stage in the development of Oxford’s cadaver business,
reductionist language evolved. In a literal sense, the poor had become objects of material
interest, rather than individual cases’ (pp. 792–93).
But the importance of Foucault’s analysis extends well beyond a simple
explanation of the role of anatomy in shaping modern clinical method. Foucault is
interested in medical perception. Anatomy was so important to the birth of the clinic
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because of what the investigating, clinical Eye could see through such practice. As such, a
crucial rhetorical device Foucault uses to explain the birth of the clinic is what he refers to
as the ‘clinical gaze’ that connects lesions and illness complaints. Foucault’s conception is
not meant to be taken literally; the importance of physically seeing the signs of illness was
understood long before the nineteenth century.20 But the clinical gaze itself did mark
something fundamentally distinct from the medical cosmologies that preceded it. As
historian Roselyne Ray observes in context of pain,
at the dawn of the nineteenth century, physicians were looking for a pure sign
which would remove the ambiguities inherent in symptoms. They wished to
find a sign, the meaning of which would be as certain as that provided by the
lesion found at dissection.21
Within this context, I now turn to an analysis of how pain without lesion was conceived of
among leading neurologists in mid- to late nineteenth-century America. The nineteenthcentury changes in medical culture had dramatic effects on the way pain was
conceptualized.
III
The Invisibility of Pain
Literature scholar David Morris picks up the Foucauldian interpretation of the birth of the
clinic and connects these nineteenth-century changes to pain in context of
a revolutionary readjustment in the realms of the visible and the invisible. In
effect, while a new clinically based scientific medical perception begins to
make pain increasingly visible inside the body, pain outside the nervous
system and outside the clinic begins to seem correspondingly invisible.22
His point is that the focus on tissue pathologies and structural lesions that shaped the
anatomoclinical method meant that pain that was not visible inside the body began to
vanish from sight. Morris further argues that
pain […] becomes newly visible and objectified. The physician does not see
the pain directly, of course, but the clinical gaze penetrates deep within the
body to expose pain’s hidden sources and processes. The lesion —
illuminated, mapped, and verified — increasingly comes to represent pain as it
is made newly visible to the gaze of the physician. As a corollary, what the
gaze of the clinic cannot see, cannot verify, and cannot transform into an
objectified visible image of pain becomes, so to speak, invisible. (p. 193)
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These are provocative claims, made without extensive analysis of primary sources. They
have provoked fairly strong reactions among several pain scholars. Noémi Tousignant
charges that Morris has ‘caricatured the modern medically-dominated view of pain’,
‘exaggerated the medicalisation of pain’, ‘overestimated the power exercised by the
medical establishment over the definition and the management of pain’, and
‘oversimplified the medical view of pain’.23 Psychiatrist Andrew Hodgkiss devotes an
entire monograph (From Lesion to Metaphor) to the repudiation of Morris’s claims
regarding visible and invisible pain. Although in large part I accept these criticisms, the
analysis that follows shows that the perspectives of Morris and his critics can in fact be
reconciled. Nineteenth-century American neurologists did not trivialize or invalidate their
(socially privileged) patients’ pain; nevertheless, the idea that pain could exist in the
absence of a discrete, material lesion becomes increasingly untenable over the course of
the long nineteenth century.
The first step to understanding how this reconciliation is possible is assessing the
impact of the specificity theory as to pain, a theory that was connected to developments in
experimental physiology and electricity. Many nineteenth-century physicians and
scientists discussed the potential and capacity of electricity to treat various kinds of pain.24
Some of the most significant conceptual work regarding electrophysiology was done by
Johannes Müller, whose findings were also critical to the conceptualization of pain during
the nineteenth century. His discovery of the specialization of nerve fibres and the
electrochemical conduction of signals is crucial because it facilitated the development of
the specificity theory with regard to pain.25
The specificity theory is not one account, but is rather a general framework for the
physiology of the nervous system. In its most basic form, the idea is that specific nerve
fibres respond to specific stimuli and convey particular sensations related to the stimulus.
This means that the application of cold, heat, and pain result in the activation of certain
nerve fibres, but not others (Ray, pp. 192–201). In addition to research on the sensory
specificity of nerve fibres, French physiologists François Magendie and Claude Bernard
emphasized the distinction between the specific control of the motor function of the spinal
nerves’ anterior roots and that of the sensory function of its posterior roots (Ray, pp. 182–
83). American neurologist John Call Dalton observed that
it is evident that the impressions of sensibility pass to the nervous centres
exclusively by the posterior roots [of the spinal nerves], while the stimulus
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which excites the muscles to contraction is conveyed only by the anterior
roots. We therefore have a separate localization of sensation and motion in this
part of the nervous system; and it is easy accordingly to understand how one
may be impaired without injury to the other. 26
Similarly, in an early treatise on ‘spinal irritation’, which, as we shall see, was a topic of
great interest to leading late nineteenth-century American neurologists, Philadelphia
physician Isaac Parrish cites the efforts of several notable European scientists to clarify the
pathways through which the pain of spinal irritation proceeds. Lauding anatomist Xavier
Bichat,27 surgeon-anatomist Charles Bell, and Magendie, he notes that
these authors have taught us to consider the nervous system not as
homogeneous tissue, possessing an identity of structure and function […] but
as composed of separate parts, differing essentially from each other, both in
their functional actions, and anatomical character.28
Decades after Parrish’s writing, the links between electricity, lesion, and localization had
become entrenched; H. Lewis Jones reports in the July 1899 issue of The Practitioner that
‘the crispness with which the localisation of the nerve lesion is brought out by the
electrical test is full of charm’.29 Corning’s 1890 treatise on neuralgic pain contains two
chapters on the use of electricity in localizing and treating pain, and his 1894 treatise on
headache evidences a similar treatment.
Unsurprisingly, then, the single most important facet of the specificity theory as to
pain is the implication that it was generally localizable. Thus in describing neuralgia,
which Corning defined as pain due to ‘extra-cranial causes’, he notes the appearance of
‘painful spots’ which are ‘present in the majority of cases of neuralgia’, and about which
‘careful digital exploration will rarely fail to result in their accurate localization’.30 In late
nineteenth-century discussions on neurology and pain, the concept of localization
generally does not refer to the notion that an impression or sensation is caused by a nerve
that exists proximal to the area in which the sensation is experienced. Rather, what is
usually meant by ‘localization’ is the idea, quite foreign to humoral theory, that the
material pathology causing the sensation is localizable to a discrete, specific point or area
within the inner body.
Historian Timo Kaitaro traces one of the earliest examples to a paper authored by
physician Jean-Baptiste Bouillaud in 1825, the title of which is translated as ‘Clinical
studies demonstrating that the loss of speech corresponds to a lesion in the anterior lobules
of the brain and to confirm the opinion of Mr. Gall on the seat of articulated language’.31
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Bouillaud is focused on the specific area of the brain in which a lesion produces the
observed sign, the ‘seat’ of the function of language. The lesion is not local, but is
localizable to the ‘anterior lobules’. Kaitaro suggests that even ‘different words could have
separate localizations in the cortex’ under Bouillaud’s rubric.32
A half-century after Bouillaud, Broca, and Wernicke’s investigations provided
further proof of the merits of cerebral localization. Historian Noga Arikha uses the term
‘locationism’ to describe their attempts to correlate discrete material pathology with an
observed sign (p. 261). This term further supports the idea that the term ‘localization’ in
late nineteenth-century neurological texts on pain refers not to the proximity of the
material pathology, but to the fact that such a pathology exists at a discrete location inside
the body. Similarly, the fact that physicians of the time were well aware that gross cerebral
lesions were capable of producing certain kinds of pain is consistent with this concept of
localization.33 This is because the attribution of pain to cerebral lesions links the symptom
itself to a specific tissue pathology.
This is why Foucault’s characterization of clinical medicine centres on medical
perception: what did the clinical Eye perceive? What did it project as causing illness?
Furthermore, causal attributions of disease are a significant window into social, cultural,
and political beliefs.34 That nineteenth-century physicians seemed to attribute many kinds
of pain to disturbances in relevant tissues, whether ‘irritation’ of the nerves as in spinal
irritation and neuralgia, or to cerebral lesions, as in some forms of headache, is important
for what it indicates regarding the meaning of pain.35
Given the significance of pathological anatomy to nineteenth-century medical
thought, it is unsurprising that nineteenth-century neurologists found pain caused by gross
lesions easy to diagnose (though not necessarily easy to treat).36 This is at least in part
because gross cerebral lesions tended to produce a number of other symptoms that
contributed to the differential diagnosis, including ‘progressive loss of muscular power,
vertigo, visual impairment and derangement of the faculty of recollection’.37 But what of
pain that tended to occur in the absence of discoverable lesions? Corning observes in two
of his texts that ‘organic disease is by no means as frequent a cause of headache as might
be imagined from the percentage of gross cerebral lesions’. 38 How did leading
neurologists conceive of pain without lesion during this period?
If one understands the term ‘lesion’ as more than the gross cerebral lesions that
physicians had long known of, then the best answer is that leading neurologists did not
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conceive of it at all. This is certainly not to suggest that nineteenth-century American
physicians were ignorant of pain without lesion, nor that they trivialized it.39 Indeed, there
is little support in virtually any primary sources for the proposition that physicians
typically invalidated their patients’ pain.
However, this observation must be qualified: it is socially privileged patients
whose pain was more likely to be legitimized and acknowledged. Like most forms of
medical care, nineteenth-century regard and treatment for pain was distributed according
to a number of different social strata, including class, race, age, gender, occupation, and
other indicia of social status and hierarchy. Thus, for example, Martin Pernick pointed out
over a generation ago that a complex moral calculus governed the dispensation of
analgesia in nineteenth-century America, and predictably, that members of marginalized
groups in American society (for example, African-Americans and the poor) were less
likely to be administered analgesia.40 Furthermore, while it is generally correct to note that
socially privileged patients’ pain was not ignored by nineteenth-century physicians in
either Europe or in the USA, there are well-documented exceptions, such as the case of
railway spine or spinal concussion. In both Great Britain and the USA, many physicians
and neurologists rejected injured workers and railway passengers’ complaints of injury
following railway accidents.41
But even with these qualifications, the general proposition that nineteenth-century
neurologists did not ignore or trivialize their socially privileged patients’ pain is generally
correct. However, the claim Morris advances is that pain without lesion becomes invisible
during the nineteenth century. A number of leading nineteenth-century physicians and
neurologists suggested that even pain which seemed to appear in the absence of any
lesions must nevertheless feature such lesions. As an object of inquiry, then, pain without
pathology in some kind of tissue ceases to exist in the clinical gaze.
One of the best sources for locating this view is Hammond’s treatise on spinal
irritation. Hammond was one of the progenitors of American neurology and the founder of
the American Neurology Association.42 His views on pain without lesion are therefore
particularly important. Nineteenth-century physicians were quite aware of the existence of
pain that seemed to persist in the absence of any identifiable lesion. Accordingly,
Hammond has no patience for those who reject the disease known as ‘spinal irritation’:
It must be admitted that there are not wanting those who refuse to believe in
the existence of such a disorder. Such persons must necessarily belong to one
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or the other of the following categories: Their experience must have been very
limited, and therefore they cannot see; or they must have been endowed either
with restricted powers of observation or with minds so constituted as to cause
them wilfully to close their eyes to the facts that they did not care to see.
(Spinal Irritation, p. 19)
In referring to those who ‘cannot see’, who have ‘restricted powers of observation’, and
who ‘close their eyes to the facts that they did not care to see’, Hammond emphasizes the
power of clinical sight in validating spinal irritation. 43 Yet, the fact that Hammond
undoubtedly believed in the existence of spinal irritation does not imply that he
countenanced the existence of pain without any material pathology.
According to Hammond, the general cause of spinal irritation is anaemia of the
spinal cord, which in late nineteenth-century terminology generally translated as
‘weakness’ of some sort.44 However, in spite of his acknowledgment that anatomical work
revealed no gross lesions or pathologies that would account for the pain of spinal
irritation, Hammond did not hesitate to localize the causes of such pain to lesions in
various regions of the spinal cord:
The spinal cord is a long organ, and while one part may be the seat of anemia
of the posterior columns, the others may be comparatively healthy. It will be
shown, however, that the differences in the symptoms as manifested in the
various cases which come under notice, are in the main such as result from the
fact that different sections of the posterior columns of the cord are the seats of
the lesion. (Spinal Irritation, p. 29)
This excerpt also demonstrates the work that the concept of localization performs in
Hammond’s medical cosmology; the issue is not whether the material pathology exists,
but is simply where the lesion can be localized. Later in the treatise, Hammond explains
why he conceptualizes the causality of spinal irritation in terms of lesions that pathological
anatomy does not reveal:
Owing to the fact that spinal irritation is not per se a fatal disease, we rarely
have the opportunity to verify any views we may hold in regard to its
pathology. In the few cases in which post-mortem examinations were made
nothing abnormal was found, a circumstance, however, far more compatible
with the idea I have expressed than with any other.
In all cases in which the patho-anatomy of a disease cannot be positively
ascertained, we are warranted in constructing a hypothesis of its real nature
from such data as is at our command. It is better to do this, even if the view we
enunciate is not absolutely sufficient to account for all the observed
phenomena, than to shut up our opinions in our own minds, or, worse still,
form none whatever. (p. 53)
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The chain of reasoning here is significant. Hammond begins by noting that because spinal
irritation is not fatal — and post-mortem is therefore impossible at the moment — there is
no sure way to link tissue pathologies with the pain. This underscores the connection
between pathological anatomy and clinical method that Foucault and Martensen
emphasize. Hammond moves on to admit that even where post-mortems have been
conducted, they have failed to reveal any obvious pathologies that might cause the disease.
However, not just in this case, but in ‘all cases’ in which correlation of disease and
pathological anatomy is unavailing, it is appropriate to construct a hypothesis of the ‘real
nature’ of the disease. Although Hammond does not expressly say so, there is little doubt
that the ‘real nature’ of spinal irritation is a reference to the specific lesion to which he
attributes causation. In fact, Hammond notes that some do not accept his general theory of
anaemia in the spinal cord as the general cause, to which he responds by defending the
general notion of pathological localization:
And what is true of the spinal cord is true of other organs of the body. There is
not one which may not be the seat of a morbid process in some exceedingly
limited part, while the remainder of its tissue presents no evidence of disease.
Indeed, the reverse is the exceptional condition. (p. 57)
As such, the general failure to locate the lesion that causes spinal irritation at post-mortem
does not imply its non-existence. On the contrary, given the localization of lesions, it is
likely that the seat of disease exists at some specific region in the spinal cord or central
nervous system.
Thus, Hammond’s argument is that the seat of spinal irritation is localizable in a
lesion that exists somewhere in the spinal cord, but whose precise location and character
has not yet been ascertained. Hammond confirms this:
From all these points it appears to me that the pathology of spinal irritation is
as clearly made out as that of any other disease in which we do not have the
opportunity of making post-mortem examinations, or in which, having such
opportunities, the lesion remains undiscovered. (pp. 67–68)
The power of the lesion in the construction of pain is such that the possibility that pain
might exist without a lesion is not tenable for Hammond. This does not mean that
Hammond denies the existence of spinal irritation; it does mean that he denies the
existence of a disease entity named ‘spinal irritation’ without a concomitant tissue
pathology of some sort. Hammond even extends the analogical nature of his argument to
anatomy, noting that
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upon the principle of exclusion we are justified in assuming the pathoanatomical feature to be anemia. There is no other known condition which
could give rise to the phenomena. The symptoms of other affections of the
spinal cord are well known, and are for the most part exceedingly definite in
their indications. The alterations in the nerve structure, to which they are due,
are easily detectable after death, and hence groups of symptoms are readily
associated with well-known lesions. (pp. 58–59)
Hammond does not admit the possibility that no pathological anatomy might correlate
with the pain produced by spinal irritation. Accordingly, there is for him no such clinical
entity as pain from spinal irritation that cannot be located in a tissue pathology. Moreover,
Hammond’s preferred remedies follow the principle of localization as well; he lauds the
efficacy ‘of counter-irritants to the skin over the affected region of the cord’ (p. 61).
Similarly, Parrish notes (decades earlier) in his 1832 discussion of spinal irritation that
‘many chronic nervous disorders have a local and determinate seat in some portion of the
spinal marrow or great sympathetic ganglia, and hence that these obstinate diseases are
most effectually treated by applications directed to spinal column’.45
As historian Bonnie Ellen Blustein points out, however, Hammond was a
particularly committed reductionist as to the role material structure played in defining
illness.46 Thus, if Hammond’s views on pain without lesion are isolated, that may diminish
the strength of the claim regarding the power of the visible lesion in late nineteenthcentury American neurological discourse on pain. As it turns out, Hammond’s views were
typical. His account of pain without lesion — that it in fact is pain with (undiscovered)
lesion — appears throughout nineteenth-century American texts on pain. In his 1854
dissertation on neuralgia (for which he was awarded the Fiske Fund Prize Essay by the
Rhode Island Medical Society), Brown University physician Charles Parsons notes that
‘neuralgia may have its origin in the nervous centers’.47 He declines to specify ‘all the
affections of the brain or spinal cord’ that may cause neuralgia, but observes among the
many potential causes of neuralgia several familiar possibilities (p. 424). These include
disorder within both anterior and posterior branches of spinal nerves, disorder in an
internal organ, cerebral ‘congestion’, and anaemia (pp. 417–46). All of these, of course,
represent pathology within a material structure or tissue which produces pain.
Similarly, neurologist Edward Payson Hurd begins his 1890 treatise on neuralgia
by setting forth that the ‘cause [of pain] is generally an abnormal modification of some
part of a nerve of sensation’.48 Hurd identifies as exciting causes the usual suspects,
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including inflammation, anaemia, and tumours or other ‘foreign bodies’ that compress the
nerve (p. 1). Note that Hurd, like many American physicians and scientists who
considered the problem of pain without lesion, freely admitted that ‘we know very little
about the material alterations which attend neuralgia’ (p. 7). As with Hammond, however,
this does not prevent Hurd from attributing as a cause for ‘neuralgic hyperasthesia’, or
excessive and painful sensitivity, ‘intrinsic and primary modifications of the excitability of
the nerve itself in some part of its tract from the gray nucleus of its origin to its terminal
expansions’ (p. 12). In other words, the material modification must exist somewhere along
the nerve fibre itself, even if the state of the art does not permit specification of the precise
pathology.
As I have suggested, late nineteenth-century neurologists were acutely aware of the
difficulties presented by pain without lesion. Thus, in the preface to his treatise On
Common Forms of Functional Nervous Diseases (1880), Leopold Putzel, a physician at
Bellevue Hospital in New York City, observes that ‘pathological anatomy has exercised
such an enormous influence upon the advances made in practical medicine within the last
twenty-five years that many pathologists sneer at the term “functional” diseases’. 49
However, perhaps because he is aware of the extent of that influence, Putzel hastens to
add that ‘we fully agree that there can be no morbid manifestations without a change in the
material structure of the organs involved’ (p. v). This illustrates that insofar as the term
‘lesion’ is understood in the nineteenth-century sense as material alteration/pathology in
some kind of tissue or internal structure, pain without lesions ceases to exist. The only
question is whether it was discoverable via the prevailing state of the art, as Putzel went
on to note:
We are nevertheless fully convinced, in view of the fruitless search of
pathological anatomists, that the diseases which we have considered in this
work present no primary anatomical changes which are visible to the naked
eye or to the microscope — in other words, that the changes in structure are of
a molecular nature. (p. v)
Again, following a similar path of reasoning as virtually every physician referred to in this
article, Putzel begins by noting that pathological anatomy has not revealed the lesion that
causes nervous disorders (which includes neuralgia), but that such lesions perforce exist.
Along the same lines as Putzel, neurologist Landon Carter Gray notes his frustration with
the panoply of opinions regarding the pathology of neuralgic pain:
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A great deal of energy has been spent in discussion as to whether neuralgia is
due to changes in the central cells of the sensory nerves, in the nerve-fibres
themselves, or in the end-organs […]. It is useless to go into these differences
of opinion, because they are entirely speculative, with scarcely a respectable
fact to prop any one of them up. The truth of the matter is, that we do not
know of the molecular changes which constitute neuralgia, and we shall never
know until we have instruments delicate enough to enable us to dip down into
a living cell of cord or skin and have a microscopic view of molecular life.50
Putzel and Gray’s emphasis on the technical gaps preventing visibility of the lesions
presages the importance of the subsequent use of medical imaging techniques in
illuminating features of the inner body that were previously undiscoverable — X-rays,
electroencephalography, tomographic techniques, and, of late, fMRI.
What these sources demonstrate regarding the notion of pain without lesion is its
incoherence. Severe chronic pain most certainly ‘existed’ in the eyes of these healers, and
the general humanitarian impulse of the nineteenth century prompted widespread social
and cultural concern with pain and suffering itself.51 The key point is neither that pain
without lesion was ignored or trivialized nor that American physicians failed to appreciate
the depth of their patients’ suffering. Rather, the crucial point is the link between material
tissue pathology and pain. That chronic, intractable, difficult pain could exist without
lesion as a primary causal factor was untenable, so much so that leading American
neurologists were prepared simply to assume the existence of a lesion in a specific
location in the body. Pain itself becomes a material problem, in the sense that its existence
seemed to be predicated on the existence of a localized tissue pathology that causes the
pain.
I have argued in this paper that many primary American sources do support
Morris’s claims regarding the disappearance of pain without lesion from the clinical gaze
during the late nineteenth century. Hodgkiss, however, vigorously disputes Morris’s
arguments. Accordingly, assessing his arguments is an important means of pressing the
merits of my perspective further.52 Hodgkiss attributes to Morris a version of ‘social
constructionism’ in the latter’s belief that pain is ‘constructed as much by social
conditions as by the structure of the nervous system’ (p. 8). Hodgkiss argues that because
the ‘clinical picture and prevalence of lesionless pain is rather historically invariant, the
position falls’ (p. 8). In turn, by ‘historical invariance’ Hodgkiss apparently means that
from the inception of the anatomoclinical method, scientists and physicians were aware of
and concerned with the problem of lesionless pain.
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There are a number of problems with Hodgkiss’s argument. First, there is
widespread agreement among pain scholars, regardless of their discipline, that social and
cultural conditions deeply influence pain experience.53 Moreover, it is well settled that
pain varies across all manner of demographic indicia including but not limited to culture,
age, class, race, and gender. David Resnik, Marsha Rehm, and Raymond Minard observe
that ‘cultural beliefs, social groups, and religious traditions can play an important role in
the response to pain by affecting how we interpret and attend to pain’. 54 The pain
physician who does not take the social context of their patient’s lives into account is
contravening basic practices of pain medicine.55 Accordingly, if maintaining that social
conditions deeply shape and influence pain experiences renders one a strong social
constructionist, then we are all strong social constructionists.
Second, Hodgkiss is operating under a confused notion of both social
constructionism and historical invariance. The fact that nineteenth-century scientists and
physicians were aware of the challenges posed by lesionless pain does not imply they
perceived it as equivalent to pain resulting from gross lesions. Indeed, Hodgkiss’s own
evidence demonstrates precisely how many influential nineteenth-century European
physicians, like their American counterparts, viewed the possibility of pain without lesion
as untenable.
Hodgkiss notes that ‘one very telling assumption in [surgeon Benjamin] Brodie’s
thought is that any lesion anywhere in the body will do to account for an otherwise
inexplicable pain’ (p. 59). Obviously, then, Brodie was aware of the problem of lesionless
pain, but just as obviously, he continually sought to explain it by virtue of the existence of
some lesion located anywhere in the body. This hardly qualifies as evidence in favour of
Hodgkiss’s claim that the focus on the importance of the visible lesion in conceptualizing
pain is mistaken. Quite the contrary, it seems to support the argument.
Similarly, in describing surgeon Joseph Swan’s willingness to attribute a patient’s
severe pain over eleven years to a minor structural lesion of a digital nerve, Hodgkiss
acknowledges that
it seems perverse to us that Swan should be satisfied with a trivial lesion of a
digital nerve as an explanation for a decade of multiple, disabling pains all
over the body. But what was at stake for him were the tenets of a new
anatomoclinical method. The whole thrust of this programme was to match
symptom and lesion, even if the lesion was at a distance from the pain and the
pain was out of all proportion to the lesion. (p. 63)
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This too seems to buttress Morris’s and my argument. Swan was so determined to
corroborate the objectifying tendencies of the anatomoclinical method that he was willing
to ascribe virtually any pain symptoms to virtually any lesion. This demonstrates the
power and importance of matching illness and symptom to visible pathology, which is
exactly how Foucault, Morris, and I depict the focus of the anatomoclinical method.
This pattern continues in Hodgkiss’s account across a variety of scientists and
physicians. He notes that in lectures published in 1863, Professor of Anatomy and Surgery
Joseph Hilton ‘did not entertain the possibility of pain without structural lesion’ (p. 65).
An 1855 autopsy of a woman diagnosed with hysteria displayed apparent spinal
abnormalities, which Hodgkiss deems ‘an example of how the developing field of
neurology was shrinking the category of hysteria by way of its ever more impressive
clinico-pathological correlations’ (p. 116). In lectures published in 1863, University
College London Professor of Surgery John Erichsen insisted that many persons suffering
disabilities after railway accidents had incurred physical damage to the spine. Though ‘he
acknowledged that the spinal cord was “without serious lesion” in such cases, [he] argued
that “molecular changes in its structure” must be present’.56 Finally, Charcot maintained
that for any report of pain, ‘a dynamic lesion was present in the cortical domain
corresponding to the region of the body implicated by the patient’s ideas’.57
Ultimately, much of the evidence Hodgkiss cites supports Morris’s (and my) claim
that while pain without lesion was neither ignored nor trivialized, the possibility that
severe and persistent pain could exist without a correlative pathology in some material
structure in the body, be it brain, nervous system, organ, or other, was simply untenable.
IV
Conclusion
In this paper, I have offered one possible means of resolving the historical debate
regarding the medical status of persons experiencing pain without lesion in mid- to late
nineteenth-century America. The dispute has centred on the question of whether pain
without lesion became invisible during this period. I have argued that there is a very real
sense in which pain without lesion ceased to exist; namely, the idea that pain could exist in
the absence of a discrete, material pathology became increasingly untenable during the
long nineteenth century. This interpretation differed from earlier constructions of pain in
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therapeutic contexts, in which solid entities were far less important than humoral flows,
and their responsiveness to the myriad predisposing conditions that reflected the patient’s
subjective life and social contexts. My reading accommodates the notion that, at least as to
socially privileged patients, American physicians neither trivialized nor ignored those
patients’ experiences of pain without lesion. They regarded the pain as quite real and as
meriting remediation of some kind even as they rejected the very idea that the pain itself
could exist in the absence of an antecedent lesion.
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