
Psychotic experiences are commonly endorsed by individuals
in the general population.1–3 These experiences include
hallucinations or delusions that ‘may or may not be bizarre,
engender distress, draw attention or prompt help seeking . . .
and may be appraised as clinically relevant symptoms or as
subclinical, not reaching a threshold of clinical relevance’.1

Nevertheless, psychotic experiences may lie on a continuum with
psychotic disorders, as they share risk factors with schizophrenia,4

increase the risk of future psychotic disorders5,6 and are associated
with adverse health and social outcomes.7–9 Psychotic experiences
have also been associated with increased risk of mortality in older
adults with cognitive disorders10 and increased risk of suicide
attempts.11 However, little is known about the risk of all-cause
and specific causes of mortality associated with psychotic
experiences in the general population.

The association of psychotic experiences with mortality is of
particular interest as past research has consistently found a higher
mortality rate among individuals with psychotic disorders,
especially schizophrenia.12,13 If psychotic experiences lie on a
continuum with psychotic disorders and share the same under-
lying risk factors and/or consequent adverse health outcomes
(such as unhealthy life style and higher risk of physical health
conditions), then individuals with psychotic experiences could
be expected to have a higher mortality risk compared with
those without psychotic experiences. This study examined the
association between mortality and psychotic experiences using
data from participants in the baseline Epidemiologic Catchment
Area (ECA) survey conducted in the early 1980s, linked to
mortality data up until 2007. We hypothesised that: (a) the risk
of all-cause and specific causes of mortality will be greater among

individuals with lifetime psychotic experiences than those without,
(b) the association will not be entirely explained by the presence
of psychiatric disorders, and (c) there will be a dose–response
relationship between the number of psychotic experiences and
mortality.

Method

Study population

The baseline sample was from four of the five sites of the ECA
study conducted in 1980–83, the methodology of the ECA is
described elsewhere.14 In brief, individuals 18 years old or older
not living in institutions were recruited from New Haven,
Connecticut; Baltimore, Maryland; St Louis, Missouri and
Durham, North Carolina through a probabilistic random
sampling design (n= 15 440). Older adults were oversampled at
the New Haven and Baltimore sites. The overall response rate
across sites ranged from 77 to 79%. The Los Angeles site was
not included in this study because identifying data required for
linkage to the National Death Index (NDI) were discarded. We
excluded 391 (2.5%) participants from the total sample of
15 440 for one or more of the following reasons: lack of
information on age at the time of death from the NDI (n=219);
age of entry into the study being equal to the recorded age of death
in the NDI (n= 43); and age at death or age at follow-up (if alive,
see below) being less than 18 or more than 105 years (n= 147). We
reasoned that participants whose projected age in 2007 was over
105 years were most likely deceased in 2007, even though not
recorded in the NDI or other sources. The excluded cases were
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Background
Psychotic experiences are common in the general population
and are associated with adverse psychiatric and social
outcomes, even in the absence of a psychotic disorder.

Aims
To examine the association between psychotic experiences
and mortality over a 24–27 year period.

Method
We used data on 15 049 adult participants from four sites of
the Epidemiologic Catchment Area baseline survey in the
USA in the early 1980s, linked to the National Death Index
and other sources of vital status up until 2007. Psychotic
experiences were assessed by the Diagnostic Interview
Schedule.

Results
Lifetime psychotic experiences at baseline (n= 855; weighted
prevalence, 5.5%) were significantly associated with all-cause
mortality at follow-up after adjustment for sociodemographic

characteristics and psychiatric diagnoses, including
schizophrenia spectrum disorders (P<0.05). Baseline
psychotic experiences were associated with over 5 years’
shorter median survival time. Among the underlying causes
of death, suicide had a particularly high hazard ratio (9.16,
95% CI 3.19–26.29).

Conclusions
Future research needs to explore the association of
psychotic experiences with physical health and lifestyle
factors that may mediate the relationship of psychotic
experiences with mortality.
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mostly female (55.2%, n= 216) and White (67.3%, n= 263); 15
(3.8%) reported psychotic experiences at baseline, and 298
(76.2%) were ascertained to be deceased in 2007. Analyses were
limited to the remaining 15 049 (97.5%). The ECA mortality study
was approved by the Institutional Review Boards of the four study
sites.

Assessment of vital status

Vital status was ascertained primarily by linking the baseline ECA
data with NDI vital statistics data. The methods used for this
linkage are described in detail elsewhere.15 Briefly, for each
individual in the baseline interview, matches were obtained from
the NDI database for deaths up to and including the year 2007.
The following information was used for linking data to the NDI
database: last name, first name, gender, ethnicity, date of birth,
social security number, father’s surname and last state of
residence. Other sources for all-cause mortality included the
Social Security Death Index and information from the follow-up
of the Baltimore ECA.16 As the match between the ECA and
NDI data was not perfect in all cases, we developed a scale for
quality of matches (definite, near definite, very probable,
probable, likely, possible or potential). This scale is described in
more detail elsewhere.15

Participants were classified as alive by the end of follow-up (31
December 2007) if they were not matched through the NDI or
other sources. For these individuals we calculated the apparent
age at follow-up by adding 24–27 years to the baseline age
(depending on the year of interview: 1980–1983). Age at death
was calculated from the date of birth and the recorded date of
death. We also obtained the primary underlying causes of death
(disease or injury that initiated events resulting in death) from
the NDI database if available. The underlying cause was available
for 6045 (91.2%) out of the 6626 individuals ascertained to be
deceased at follow-up. The causes of death were recorded using

the ICD-9 codes for death from 1980 to 1998 and the ICD-10
codes for deaths in 1999 or later.17,18 The causes were categorised
as natural (circulatory, neoplasms, other natural) and unnatural
(suicide, other unnatural).

Baseline measures

Psychiatric conditions and psychotic experiences were assessed
using the National Institute of Mental Health Diagnostic Interview
Schedule (DIS)19 based on the DSM-III criteria.20 The DIS is
designed for use by non-clinician interviewers and has been
shown to be a reliable and valid instrument.19 Eleven questions
related to lifetime psychotic experiences were asked in the
schizophrenia section of the DIS including nine questions about
delusional beliefs and two about hallucinations (Table 1). Any
positive response was followed by a series of probes to rule out
that the experience was trivial, caused by medical conditions,
substance-related or had plausible explanations. Only delusional
beliefs that were judged by the interviewers to be primary (i.e.
not under the influence of drugs/alcohol or general medical
conditions) and without plausible explanations, and primary
hallucinatory experiences, were included as psychotic experiences
in the main analysis. We also computed the total number of
psychotic experiences (psychotic experiences count, range 0–11).
In further analyses we included both primary and secondary
psychotic experiences.

Although the sensitivity of the DIS diagnosis of schizophrenia
in ECA has been shown to be low when compared with the gold
standard of clinician-administered semi-structured interviews, the
DIS has better sensitivity and specificity for detecting psychotic
symptoms.21,22 Furthermore, test–retest reliability studies have
indicated acceptable consistency in reports of lifetime schizophrenia
symptoms.23

The DIS diagnoses for this study included schizophrenia
spectrum disorders (schizophrenia; schizophreniform disorder),
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Table 1 List of the National Institute of Mental Health Diagnostic Interview Schedule (DIS) items used for ascertainment of

psychotic symptoms and prevalence estimates in 15 049 participants

Any positive responsea

Primary psychotic symptoms

(psychotic experiences)

DIS items n Weighted % (95% CI) n Weighted % (95% CI)

Have you ever believed people were watching you or spying on you? 1772 13.2 (12.5–14.0) 195 1.3 (1.1–1.6)

Was there ever a time when you believed people were following you? 894 6.5 (6.0–7.1) 97 0.6 (0.5–0.8)

Have you ever believed that someone was plotting against you or trying

to hurt you or poison you? 606 4.1 (3.7–4.5) 127 0.8 (0.7–1.0)

Have you ever believed that someone was reading your mind? 230 1.8 (1.5–2.1) 78 0.6 (0.5–0.8)

Have you ever believed you could actually hear what another person was

thinking, even though he was not speaking or believed that others could

hear your thoughts? 541 4.0 (3.6–4.5) 129 0.9 (0.70–1.1)

Have you ever believed that others were controlling how you moved

or what you thought against your will? 192 1.3 (1.1–1.5) 88 0.6 (0.5–0.7)

Have you ever felt that someone or something could put strange thoughts

directly into your mind or could take or steal your thoughts out of your mind? 205 1.4 (1.2–1.6) 72 0.4 (0.3–0.6)

Have you ever believed that you were being sent special messages

through television or the radio? 143 1.0 (0.8–1.3) 54 0.4 (0.3–0.5)

Other volunteered delusions 45 0.3 (0.2–0.5) 25 0.2 (0.1–0.3)

Have you ever had the experience of seeing something or someone that

others who were present could not see – that is, had a vision when you

were completely awake? 964 6.2 (5.7–6.7) 329 2.0 (1.8–2.3)

Have you more than once had the experience of hearing things other

people couldn’t hear, such as a voice? 668 4.7 (4.3–5.2) 305 2.0 (1.8–2.4)

Any symptom 3474 24.7 (23.8–25.7) 855 5.5 (5.1–6.0)

a. Includes the following categories: non-significant symptoms, associated with alcohol or substance use, associated with medical conditions, having plausible explanation and
primary psychotic symptoms.
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depressive disorders (major depression, dysthymia), bipolar
disorder, phobic disorders (simple phobias, agoraphobia, social
phobia), obsessive–compulsive disorder, panic disorder, alcohol
use disorders (alcohol misuse or dependence), other substance
use disorders (misuse of or dependence on barbiturates, opioids,
cocaine, hallucinogens, cannabis or methamphetamines) and
antisocial personality disorder, all based on the DSM-III criteria.
In addition, history of any psychiatric hospital admission was
included to improve sensitivity of the DIS for detection of severe
mental disorders. Cognitive impairment was assessed by the Mini-
Mental State Examination (MMSE),24 adopting a cut-off of 23 or
less as indicative of significant cognitive impairment.

Sociodemographic variables in the analyses included age,
gender, ethnicity, education and marital status, which are found
in past research to be associated with mortality.25 Education was
ascertained as the highest grade in school or year of college
completed by the individual. Occupational status score (percentile)
was based on the categorisation of current or most recent job
following the 1980 US Census Occupational Classification System.
The classification was converted to percentiles ranking for
occupations using a methodology developed by Nam et al.26,27

Statistical analysis

Survival models were used for the analyses of time to death.
Participants who were not recorded as deceased by 2007 were
assumed to be alive and censored in the analyses. As there were
only 10 deaths below age 25 years, we limited the analyses to years
after age 25. Thus, participants younger than 25 years at baseline
contributed to the analysis only with years after age 25. Initially we
attempted using a Cox proportional hazard regression model to
quantify the relationship of psychotic experiences with time to
death. However, examination of the log–log plots and goodness-
of-fit statistics based on Schoenfeld residuals did not support
the proportionality of hazards assumption of Cox regression.
Therefore, we tested a number of parametric models, among
which the generalised gamma model28 had the smallest Akaike
information criterion (AIC) value and was chosen (see online
Table DS1). The accelerated failure time in this model describes
stretching or shrinkage of survival time as a function of predictor
variables. The generalised gamma distribution is defined by three
parameters allowing for greater flexibility in distribution of hazards,
including beta (b), sigma (s) and kappa (k), corresponding to
location, scale and shape, respectively (for further information
see Cox et al28). The generalised gamma analysis does not assume
proportionality of hazards. We used the generalised gamma
analysis both to test the association between psychotic experiences
and mortality and to quantify survival times.

Analyses were first performed after adjustment for gender and
ethnicity that clearly are antecedent to psychotic experiences. The
analyses were repeated after adjusting for all covariates (socio-
demographics and psychiatric conditions entered individually),
which may have preceded or followed the onset of psychotic
experiences. We further examined the interaction terms of the
covariates with the main predictors. Since no significant inter-
action terms were found, we removed these terms from the
models. We also allowed the ancillary parameters of the
generalised gamma distribution (the scale (s) and the shape
(b)) to be modified by the covariates. As the overall results of
the generalised gamma analyses were not substantively different
from the Cox proportional hazard regressions, we present adjusted
Cox hazard ratios along with the generalised gamma coefficients
(b). Analyses were repeated to test the association of psychotic
experiences with each category of specific causes of mortality.

For each cause, individuals who had died of other causes
(competing causes) were censored.

In further analyses, we assessed whether the association of
psychotic experiences with mortality persisted after (a) excluding
all individuals with a DIS schizophrenia spectrum disorder instead
of adjusting for these disorders in the regression model and (b)
expanding the definition of psychotic experiences to include
individuals with both primary and secondary psychotic
experiences (i.e. those whose psychotic experiences was judged
to be associated with drug misuse and/or medical condition).
Separate survival models were fitted for each of these analyses.
All analyses were conducted using Stata version 12. Sample
weights were used to compensate for potential biases introduced
by sampling design and non-response. The Taylor series
linearisation method was used to adjust standard errors. All
reported estimates are weighted unless otherwise indicated. A
P50.05 statistical significance level was used.

Sensitivity analysis

To assess the potential impact of late-life cognitive deficits, which
may be associated with both psychotic experiences and increased
mortality,10 we repeated the analyses after excluding participants
who were 75 years old or older at baseline. We repeated the
analyses a second time, after adjusting the analyses for significant
cognitive impairment based on MMSE.

We conducted further sensitivity analyses to assess the
potential impact of quality of NDI matches. For this, we repeated
the analyses after eliminating observations with a less than ‘likely’
match. Among all cases with rated quality of matching, less that
10% were rated as less than a ‘likely’ match.

Results

At baseline, the average age of the 15 049 participants was 43.0
years, 53.8% (n= 9087) were female, 58.1% (n= 7211) were
married, 19.6% (n= 5005) were widowed or divorced, and
22.3% (n= 2817) had never been married. The majority of the
participants were non-Hispanic White (n= 10 581, 74.5%);
22.5% (n= 4051) were non-Hispanic Black and 3.0% (n= 387)
were from other ethnicities. A majority (64.2%, n= 8375) had
12 or more years of education. In total, 855 (5.5%) participants
reported one or more psychotic experiences (Table 1). Of these,
629 (76.5%) met the criteria for at least one of the study’s
DSM-III disorders; 186 (27.6%) met the criteria for a schizo-
phrenic spectrum disorder. Proportions of individuals with more
than two comorbid disorders and history of psychiatric hospital
admission were higher among the individuals with psychotic
experiences than those with any psychiatric disorder with or
without psychotic experiences (online Table DS2).

The 15 049 participants provided a total of 293 769 life-years
of observation. During the follow-up period, 6626 (44.0%) of
the 15 049 ECA participants were ascertained to be deceased.
The average age of death in participants with psychotic
experiences (67.5 years, 95% CI 65.3–69.6) was lower than
for those without psychotic experiences (74.0 years, 95% CI
73.5–74.5). The Kaplan–Meier survival curves for the groups with
and without psychotic experiences are presented in Fig. 1.

In generalised gamma models, lifetime psychotic experiences
were associated with increased hazard of all-cause mortality after
adjustment for gender and ethnicity (Table 2); the association
persisted after including all covariates (Table 2). These results were
corroborated in Cox regression models, in which the gender and
ethnicity-adjusted hazard ratio (HR) associated with psychotic
experiences was 1.41; the hazard ratio was reduced to 1.23 after
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adjustments for all sociodemographic and psychiatric variables
(Table 2). The median and percentile ranges of years lost in each
gender and ethnicity stratum are presented in Fig. 2. The
predicted median years lost associated with psychotic experiences
were over 5 years in groups stratified by gender and ethnicity
(5.2–5.8 years). In addition, male gender, less education, lower
occupational status, not being married, minority ethnic status,
phobic disorders, alcohol and substance use disorders and anti-
social personality disorder were associated with increased risk of
mortality in generalised gamma regression analyses (online Table
DS3).

The majority of deaths in both participants with and without
psychotic experiences were related to natural causes. Psychotic
experiences were associated with increased risk of mortality as a
result of both natural and unnatural causes in the models
adjusting for gender and ethnicity. Among specific causes,
psychotic experiences were associated at a statistically significant
level with deaths because of both suicide and neoplasms. The
association of psychotic experiences with mortality as a result of
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specific causes was not statistically significant in models adjusting
for all variables, although the direction of associations did not
change across models (Table 2).

The number of psychotic experiences (psychotic experiences
count) was associated with mortality in models adjusting for
gender and ethnicity (b=70.04, 95% CI 70.06 to 70.02,
P50.001) and for all covariates (b=70.03, 95% CI 70.05 to
70.01, P50.01) (online Table DS4). Furthermore, there was a
statistically significant trend across psychotic experiences count
in both models (z= 37.1, P50.001 and z= 25.2, P50.001,
respectively) – the larger the psychotic experiences count, the
higher the risk of death.

Further analyses were performed to assess whether the
associations persist after (a) exclusion of individuals with a DIS
schizophrenia spectrum disorder and (b) expanding the
definition of psychotic experiences to include both primary and
secondary psychotic experiences. The associations observed in
these analyses did not differ substantively from those in the main
analyses reported here (online Table DS5 and online Fig. DS1).
The results also did not substantively change in sensitivity analyses
taking into account the potential impact of late-life cognitive
deficits and varying quality of NDI matches. Psychotic experiences
remained significantly associated with mortality after excluding
878 (5.8%) participants who were 80 years old or older, after
adjusting for significant cognitive impairment and when using a
more stringent NDI match quality level (data not shown).

Discussion

In this large, multisite, community sample, 5.5% of participants
reported lifetime psychotic experiences. Moreover, presence of
lifetime psychotic experiences was associated with increased risk
of death in a 24–27 year follow-up. Past research has found
associations between psychotic disorders, especially schizophrenia,
and increased mortality risk.12,13 Past research has also identified
associations between psychotic experiences in adolescence and the
risk of future suicide.11 However, to our knowledge no previous
studies examined the association of psychotic experiences with
all-cause mortality in adulthood.

The majority of the participants with psychotic experiences
in this study also met the criteria for at least one comorbid
DSM-III disorder. Increased risk of mortality has been previously
reported among individuals with mental disorders.15,29 However,
the association of psychotic experiences with mortality remained
statistically significant even after controlling for psychiatric
disorders, including schizophrenia and mood disorders. Therefore
the increased risk cannot be attributed solely to psychiatric
disorders. Although, in some of these individuals, psychotic
experiences at baseline might have been the prodromal
manifestations of a future psychotic disorder, such as schizo-
phrenia. Psychotic experiences appeared to be strongly associated
with suicide deaths as reflected in the high HR of 9.16. However,
the association was attenuated (HR= 2.28) and rendered
statistically non-significant when adjusted for psychiatric
conditions. Therefore, increased risk of suicide associated with
psychotic experiences may at least in part be explained by
comorbid psychiatric disorders. However, the number of recorded
suicides as the cause of death was small. Future studies with larger
samples are needed to examine whether psychotic experiences
increases risk of death by suicide independent of comorbid non-
psychotic psychopathology as suggested by past research. 11 The
risk of death as a result of accidents was also slightly higher among
those with psychotic experiences, however the association was not
statistically significant. There are some indications of incorrect

labelling of suicides as accidents in the ascertainment of the cause
of death; because of the difficulties in distinguishing some deaths
because of accidents from suicides some investigators have
suggested that these categories be combined.30

Past research has found that the increased mortality associated
with various psychiatric disorders (especially schizophrenia) is
mainly attributable to natural causes, and is mediated by medical
comorbidities such as cardiovascular diseases, which in turn are
associated with life-style factors such as smoking and sedentary
lifestyle.13,31 We observed a similar pattern in the distribution of
causes of death associated with psychotic experiences. Further-
more, increased use of tobacco and alcohol32,33 and a higher
prevalence of lifetime medical conditions and health problems8

have been observed in individuals with psychotic experiences.
Unfortunately, the ECA did not assess lifestyle factors such as
smoking and diet that might explain the increased mortality. On
the other hand, individuals with psychotic experiences, similar
to patients with other psychiatric conditions, may not receive
adequate physical healthcare, hence, medical illnesses may be
poorly detected and treated which, in turn, may increase mortality
risk.34

Alternatively, both psychotic experiences and mortality may be
related to a third factor, such as social adversity and life stressors.
These stressors may prolong and exacerbate psychosis proneness
on the one hand35,36 and contribute to premature mortality,
on the other hand.37 It is also possible that the psychotic
experiences–mortality link involves a number of different
mechanisms including both lifestyle factors and stress. Future
research needs to investigate these mechanisms.

Strengths and limitations

Our study had important strengths. First, it examined the
mortality risk in a large and diverse sample of community adults
from four geographic regions. With few exceptions,13,31 past
studies of the association of psychiatric disorders with mortality
were not based on representative community samples. Prior
studies typically are based on psychiatric registry- or hospital-
based data-sets. However, individuals with psychotic experiences
who have not received psychiatric treatment are not captured by
such data sources. Second, the follow-up in this study was
considerably longer (up to 27 years) than many past studies and
together with a large sample size the study provided substantial
person-years of observation. Third, we used a relatively novel
and flexible procedure for survival analysis28 that is robust to
assumptions regarding the proportionality of hazards.

Nevertheless, the study’s limitations should be considered
in interpreting the results. First, ascertainment of psychotic
experiences was based on self-reports, which are prone to errors
because of recall bias, poor insight, stigma and misunderstanding
of the questions. However, self-report is the only possible method
for ascertaining psychotic experiences in population surveys.
Second, the DIS items capture a narrow definition of psychotic
experiences. The prevalence of psychotic experiences might be
higher if assessed using instruments with a broader definition of
these experiences. Third, psychotic experiences may be indicators
for other factors associated with increased mortality, such as
severity of psychiatric illnesses. Consistent with this view, past
research in community samples has shown that psychotic
experiences are associated with higher levels of depressive and
anxiety symptoms.9 Similarly, in the present study, we observed
a greater number of comorbidities and higher prevalence of
psychiatric hospital admissions among participants with psychotic
experiences. Finally, the ECA did not assess lifestyle factors (e.g.
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smoking and diet) or income that could influence the association
with mortality.

Implications

In the context of the study’s limitations, our findings support an
association between psychotic experiences and increased risk of
death in the general population. Moreover, the association of
psychotic experiences with mortality remained statistically
significant even after controlling for psychiatric disorders,
including schizophrenia and mood disorders; therefore, the
increased risk cannot be attributed solely to psychiatric conditions
at baseline. The dose–response associations suggest a possible
causal link and the need for additional research to elucidate the
association of psychotic experiences with increased risk of mortality.
Much of the discussion on the public health burden of psychotic
disorders is limited to schizophrenia and other psychotic
conditions that meet the criteria for distinct DSM diagnoses.
The findings from this study and other studies on the health
and social consequences of the psychosis spectrum5–9,32,33 suggest
that psychotic experiences, which are more prevalent than specific
psychotic disorders, are also associated with adverse social and
health consequences. The link between psychosis, on the one
hand, and social well-being and physical health, on the other
hand, might be more widespread than suggested by prior research
limited to psychotic disorders. If future research on the nature of
the association between psychotic experiences and increased
mortality proves a causal role for psychotic experiences, then
additional research efforts are needed to elucidate the mechanisms
underlying this association. Results from this longitudinal,
population-based sample provide much-needed data for this
understudied area.
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Thérèse Raquin by Emile Zola: surgical method in psychiatry

Jonathan P. Rogers and Jonathan Patterson

There are several novels that pique our common interest, but Zola’s ambition to put a ‘scientific aim above all others’ in his
19th-century novel Thérèse Raquin provides a particularly interesting topic for collective reflection. After being criticised for vulgarity,
in the preface to the second edition of his work Zola justified his portrayal of a gruesome ménage à trois as being analogous to the
‘analytical work that surgeons conduct on cadavers’. Criticism of Zola’s work often focuses on whether he achieves the degree
of reductionism and determinism that he allegedly strove for or whether, in fact, his predilections for the gothic and fantastic
overshadow the novel’s scientific, ‘surgical’ veneer. Similarly, psychiatric case notes often begin with a highly formulaic scientific
account, yet on closer inspection digress to read more like a tragic novel.

In terms of reductionism, Zola, inspired by the natural scientist Claude Bernard, endeavoured to make every chapter into a ‘study of a
curious case of physiology’, while the character’s ‘soul’ was to be kept out altogether. Similarly, in psychiatry we endeavour to
reduce to and separate the biological, psychological and social causes of illness; yet, as Zola found, these so often overlap and
interact. In Thérèse Raquin, the eponymous character and her adulterous lover Laurent plot to murder her husband Camille. Once
Camille is out of the way, marriage is a viable and eagerly awaited prospect. But Thérèse and Laurent start to experience unease and
fear at the prospect of greater intimacy, which they repress by using maladaptive psychological coping mechanisms. Following their
union, the pair develop powerful visual hallucinations of the deceased, as the soul of the brutally murdered Camille ineluctably forces
itself into the narrative. Frequently, patients’ psychotic experiences seem to demonstrate some moral or religious aspect, which
mirrors this imposition of Camille’s soul.

With regard to determinism, a conscious inevitability is played out as the protagonists are hurled by their genes and circumstances
from one horror to another, while the narrative is punctuated by a predictable weekly game of dominoes. Inherited dispositions
(which Zola terms ’blood’) form the genetic backdrop on which the environmental forces of a narrow, murky existence act to
produce depravity and insanity, in a similar vein to the way in which there often appears to be a certain inevitability to patients’ case
histories. Experienced psychiatrists find themselves wondering about risk factors such as parental mental illness, childhood abuse
and substance misuse before patients mention them.

As Zola’s narrative pans out, characters are held accountable for their actions, despite their apparent moral paralysis. For the doctor,
the narrative leads one to question whether Zola could have foreseen any psychiatric interventions being able to alter the awful
concatenation of circumstances he describes. For the literary scholar, these questions are no less relevant. Many years ahead of
his time, Zola hit upon the value of interdisciplinary approach to subjects that cannot be simplistically restricted to the realm of either
literature or medical science. In Thérèse Raquin, Zola’s ‘surgical’ approach to psychiatric disorder, prostitution and abortion makes
for a harrowing read that nonetheless brings the literary critic and the doctor into productive dialogue.
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