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SUMMARY 
The geniuses Robert Schumann and Vincent Van Gogh show striking similarities both in the longitudinal nature of the 

progression of their illnesses, and the symptoms they experienced. There have been physiological explanations posed for both men,

including Meniere’s disease, tertiary syphilis, acute intermittent porphyria, terpenoid and lead poisoning, intracranial masses,

temporal lobe epilepsy and dementia caused by vascular hypertension. The evidence for these physiological explanations is assessed.

Schizophrenia and Bipolar disorder have also both been postulated to explain the symptoms of the two men, but neither man 

perfectly fits the diagnostic criteria for either. Schizoaffective disorder is a term used to describe patients who experience symptoms 

from both the psychosis of Schizophrenia and the mood disorders of Bipolar disorder. This paper aims to explain why Schizoaffective 

disorder explains the symptomology of these men better than either Schizophrenia or Bipolar disorder does alone. Schizoaffective

disorder, however, did not exist as a diagnosis when Van Gogh and Schumann were alive, and so was not considered by their 

physicians.
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*  *  *  *  *  

INTRODUCTION

While many people know that Robert Schumann and 

Vincent Van Gogh suffered from a psychiatric disorder, 

it is difficult to detail the psychopathology of their 

illnesses as they died such a long time ago. The symp-

toms that the two famous men presented with show 

similarities. Many different diagnoses can be postulated 

for the two men. These include a disorder that falls within 

the ‘Schizophrenia Spectrum’ between Schizophrenia and 

Bipolar disorders: Schizoaffective disorder.

MENTAL SYMPTOMS  

The case is easily made that both Robert Schumann 

and Vincent Van Gogh suffered from Mental Health 

Symptoms.  

Robert Schumann 

Robert Schumann (1810-1856) was a Romantic 

composer and music critic. He suffered from alternating 

depressed and elated moods from the ages of 18 to 38, 

when in 1848 his mental health went into decline. He 

attempted suicide and was voluntarily admitted to the 

Endenich asylum, where he died.  

In addition to these melancholic depressive episodes, 

Schumann suffered from auditory hallucinations. These 

took the form of the note A, angelic voices and the 

voices of demons. He suffered from delusions of being 

poisoned, and of being threatened with metallic items 

(Domschke 2010).  

Vincent Van Gogh 

Van Gogh (1853-1889) was a post-impressionist 

painter. He suffered from a similar longitudinal 

progression of illness to Schumann in that, from birth to 

death, he experienced elated periods and depressed 

periods. In his elated periods he worked intensely at 

preaching early in his life, and later at his art. In his 

depressed periods, except for one period in the Saint-

Remy asylum in 1889 where Starry Night was created, 

he did not produce any artwork.  

Van Gogh suffered from fits with both visual and 

auditory hallucinations and delusions, again similarly to 

Schumann (Blumer 2002). Self-mutilation, including 

cutting off his ear, was a further psychiatric symptom. 

Subsequently he committed suicide.  

PHYSICAL SYMPTOMS

AND EXPLANATIONS 

It has, however, been suggested that in the case of 

both subjects, physical illnesses could be explanations 

for the reported symptoms. These could explain some of 

both the mental and additional physical symptoms. 

Vincent Van Gogh 

A different explanation for the visual hallucinations 

described by Van Gogh’s physician is that they are a 

manifestation of nystagmus. Another interpretation for 

the auditory hallucinations is tinnitus. As such, a po-

tential retrospective diagnosis of Meniere’s disease has 

been proposed (Kaufman Arenberg 1990). 

Van Gogh presented with abdominal pain as 

described in his letters to his brother Theo. This has led 

to the suggestion of acute intermittent porphyria, a 

disorder of heme metabolism (Arnold 2004).  

Van Gogh was said to eat his oil colours, which, as 

well as containing lead, contained turpentine. He took 
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camphor for his insomnia, as well as drinking absinthe, 

which contains thujone; camphor’s structural isomer. 

These are all terpenoids. The convulsions that ter-

penoids induce are ameliorated by bromide, and in 

Arles bromide treatment helped Van Gogh (Arnold 

2004). This provides evidence for terpenoid intoxi-

cation. Van Gogh’s art showed a lot of yellow, for 

example the yellow coronas around each star in Starry 

Night. He could have simply liked yellow, or his 

physical state could have influenced his work and 

created xanthopsia (yellow halos). A first theory to 

explain this links the xanthopsia to terpenoid inges-

tion, as excessive consumption of terpenoids may lead 

to the consumer seeing all objects with a yellow hue. 

An investigation showed that a person must drink 182 

litres to produce this visual effect, so this is an 

unlikely explanation.  

Lead intoxication, as well as alcohol withdrawal and 

porphyrias amongst other things, can precipitate epi-

lepsy. A further theory centres around Van Gogh having 

had temporal lobe epilepsy that was precipitated by the 

used of absinthe (Blumer 2002). Temporal lobe epilepsy 

is the most common cause of partial seizures. This could 

explain his hallucinations and the temporal pattern of 

his illness in discrete episodes. Evidence against this is 

that potassium bromide controlled Van Gogh’s condi-

tion, and while potassium bromide is effective against 

grand mal seizures, absinthe intoxication, and acute 

intermittent porphyria, it is not effective against partial 

seizures. Furthermore, Van Gogh’s episodes lasted 

much longer than the typical minutes-to-hours duration 

of partial seizures (Arnold 2004). 

This links to a second theory for Van Gogh’s po-

tential xanthopsia, which is that he was overmedicated 

with digitalis. At the time, digitalis was a common 

treatment for epilepsy. Patients on large and repeated 

doses see world with a yellow-green hue, or yellow 

spots with coronas, much like in the starry night 

painting. Furthermore, Van Gogh painted 3 portraits of 

Gachet, his physician, who was depicted in one of 

these holding in his hand a stem of Digitalis purpurea 

(purple foxglove), from which digitalis the drug is 

extracted (Wolf 2001).  

One further piece of evidence is that both a photo-

graph of Van Gogh as an adolescent and later self-

portraits suggest craniofacial asymmetry. This might 

suggest that Van Gogh might have suffered an early 

brain injury at birth, which could have lead to his 

suffering epilepsy.  

Robert Schumann 

Schumann suffered from auditory symptoms. This 

could have, in fact, been tinnitus. The diagnosis of 

Meniere’s disease can be discounted as Schumann never 

lost his hearing. The tinnitus, or hallucinations, are also 

compatible with the diagnosis of syphilis (Walker 1972). 

Syphilis was very common in the time of Schumann. 

Tertiary syphilis can cause the development of general 

paresis 10-25 years after first diagnosis. This involves 

paranoid persecutory psychosis or simple dementia, 

which is consistent with Schumann’s later mental state 

(Walker 1972). There is debate as to whether the 

autopsy showed changes that are consistent with this. 

The prosector described brain atrophy, thickening of the 

meninges, and meninges adhering to the cortex, 

however it is not clear that this can be interpreted as 

significant (Janisch 1986). Furthermore, Schumann was 

painted several times in his final years, and he was said 

to have had large pupils. This could have been from loss 

of light reflex in Argyll Robertson pupil (Walker 1972). 

The treatment for syphilis at the time was Mercury, 

which could also explain some of his symptoms.  

Schumann’s autopsy mentions a ‘gelatinous’ intra-

cranial mass (Janisch 1986) at the base of the brain. 

There is insufficient evidence to interpret what this mass 

was, but possibilities include a colloid cyst, cranio-

pharyngioma or a chordoid meningioma. Both colloid 

cysts (Lawrence 2015) and meningiomas have been 

linked to mental health symptoms, the latter to auditory 

musical hallucinations (Scott 1979). 

Another suggested diagnosis has been dementia due 

to vascular hypertensive disease, which consists of 

small strokes due to hypertension. There is no evidence 

for this. The quoted symptoms include ‘giddy feelings’, 

shortness of breath, and cardiac anxiety, which sound 

much more like common anxiety. Despite this, the diag-

nosis was made popular by Joseph Goebbels, the Nazi 

head of Propaganda. Goebbels was trying to promote 

Schumann’s reputation over Mendelssohn’s, who was 

Jewish. There existed however, in Nazi Germany, a law 

which mandated sterilization for anyone diagnosed with 

Schizophrenia or Bipolar disorder, so Goebbels promo-

ted a non-psychiatric diagnosis to explain Schumann’s 

illness. This idea then lingered in medical and musical 

discourse until as recently as the mid-1980s (Braun-

schweig 2010). 

SCHIZOAFFECTIVE DISORDER 

Schizoaffective Disorder History  

Emil Kraepelin, in his 1899 book Psychiatrie, divi-

ded the complex spectrum of psychiatric conditions 

known as psychoses into two major classes, which were 

manic-depressive psychosis and dementia praecox. This 

is referred to as the Kraepelian dichotomy. He did not 

categorise patients which had symptoms of both, 

although he acknowledged that ‘there are many overlaps 

in this area’.  

Schizoaffective psychosis was introduced as a term 

by Jacob Kasanin in 1933 to describe episodic psychosis 

with affective symptoms.  

In 1959 Kurt Schneider began to look at psychotic 

illnesses sequentially over a longitudinal course. This 

was the key observation needed to elucidate Schizo-

affective disorder. He identified patients with a 
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sequential type illness, which was marked with alter-

nating mood and psychotic episodes. He described 

Schizoaffective disorders as ‘cases in between’ the 

Kraepelian dichotomy.  

In 1970 Kendell and Gourlay brought up the schizo-

affective concept again by describing a trimodal distri-

bution of symptoms in a large group of patients: those 

with schizophrenic type symptoms, those with bipolar 

symptoms, and those with a mixture of both (Kendell 

1970). Sir Robin Murray described 3 groups of genes 

related to psychosis: one group linked to schizophrenia, 

another to Bipolar disorder, and a third with both 

conditions. With the onset of genome-wide association 

studies (GWAS), it became more evident that not even a 

trimodal distribution is sufficient, and that psychosis is 

not one illness, but many illnesses due to many 

combinations of genes (Craddock 2005). 

In terms of symptoms, it is beyond the scope of this 

paper to describe all symptoms or subtypes. Reference 

is made to the international classification of diseases 

ICD10 (WHO 1994) and DSM-5 (American Psychia-

tric Association 2013). In general, however, Schizo-

phrenia is a mental disorder characterized by abnormal 

social behaviour and failure to understand reality. 

Positive symptoms include false beliefs, referred to as 

delusions; unclear or confused thinking, manifested as 

various types of thought disorder; hallucinations of 

any modality, but especially including third party audi-

tory hallucinations; and cognitive deficits. Negative 

symptoms include reduced social engagement and 

emotional expression, and a lack of motivation. Bipo-

lar disorder, formerly known as Manic Depression, is a 

condition that affects mood, which can swing from one 

extreme to another. People with Bipolar disorder can 

have periods of depression, feeling very low and 

lethargic, or mania, feeling very high and overactive. 

Each episode of high or low mood can last for several 

weeks. At the highest degree of mania, as well as in 

deep depression, psychotic symptoms including hallu-

cinations and delusions may occur. Schizoaffective 

disorder is a mental disorder diagnosed in patients who 

have features of both Schizophrenia and Bipolar 

disorder or depression, but who may or may not meet 

the diagnostic criteria for either alone.  

PSYCHIATRIC EXPLANATIONS  

Vincent Van Gogh 

Another psychiatric explanation for Van Gogh’s 

symptoms is borderline personality disorder. Van 

Gogh’s brother Theo once sent a letter to his younger 

sister regarding Vincent, saying ‘it seems as if he were 

two persons: one marvellously gifted, tender and 

refined, the other egotistic and hard hearted. They 

present themselves in turns, so that one hears him talk 

first in one way, then in the other, and always with 

arguments on both sides.’ (Blumer 2002). 

Bipolar disorder was also suggested frequently as 

Van Gogh suffered from reactive depression followed 

by euphoric periods. Evidence against pure Bipolar is 

the speed of onset and offset of the mood changes - Van 

Gogh’s were rapid, while Bipolar patients seem to have 

more sustained mood changes. The nature of his cycloid 

psychosis has also been used to rule out pure schizo-

phrenia due to the total recovery between episodes, as 

well as the amnesic confusion experienced after his 

attacks (Blumer 2002). Schizoaffective disorder combi-

ning the symptomology of both disorders could there-

fore fit the account of his symptoms. 

Robert Schumann 

Mental health diagnoses clearly fit due to the ado-

lescent onset, progression by fits and starts with pe-

riods of partial remission, symptoms of delusions, 

hallucinations, mood changes, and behavioural disor-

ders. The psychotic symptoms of hallucinations and 

delusions discussed are more likely to be explained by 

schizophrenia than Bipolar if one were to analyse 

Schumann’s symptoms using Kraepelin’s dichotomy. 

Schizophrenia does not, however, fit alone, as the 

cycle of mood changes in his earlier years looks more 

like Bipolar disorder, which is primarily a mood 

disorder. An intermediate diagnosis of schizoaffective 

disorder thus could fit Schumann well. This does not 

necessarily exclude concomitant symptoms of physical 

diseases. In fact it has been suggested that the final 

illness, from the suicide attempt onwards, must have 

begun from a state of delirium, typical of acute 

psychosis but not schizoaffective disorder. This state 

could be explained by neurosyphilis.  

CONCLUSIONS 

Both subjects could have potentially been diagnosed 

with Schizoaffective disorder if presenting now, but the 

concept was not present at the time and so this diagnosis 

could not be used. Schumann died in 1856, and Van 

Gogh in 1890, both before even dementia praecox was 

used as a term (1891), let alone Schizoaffective disorder 

(1933). If this diagnosis had been available, it may have 

been used, and it may then have turned out that some of 

the mental and physical diagnoses postulated were not 

good fits. 
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