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Emotional Archives and Body 
Politics: Towards an Analysis 
of Early Lobotomy Praxis in 
Sweden (1944-45)
Ulrika Nilsson

I
The first lobotomies in Sweden were performed in 1944-1945.  
65 people – 58 women and 7 men – had a total of 67 lobotomies. 
Two women were operated upon twice; a few had more 
neurosurgery later. The vast majority of these early lobotomy 
patients came from the poorer working class. Four had spent their 
childhood in foster care, three at various kinds of institutions. As 
many as 15 of the women had been working as maids; others had 
been factory workers, seamstresses, typists, cooks, and nursing 
assistants.1

In contrast, there were also a handful of patients, two men 
and three or four women, who in accordance with their level 
of education and family background can be said to belong to 
the middle or upper middle classes. They and their families 

1 This study is based on the annual reports from the Swedish mental 
hospitals to the Board of Health (Medicinalstyrelsen) from 1940 to 1960; 
in 65 medical records from the Neurosurgical Department of the Serafimer 
Hospital in Stockholm; and in 54 psychiatric medical records from mainly the 
Beckomberga Psychiatric Hospital. The archives used are Medicinalstyrelsens 
arkiv, Sinnessjukhusbyrån, E II a: 26–52, The National Archives at Marieberg; 
Serafimerlasarettets arkiv, Neurokirurgiska kliniken, Patient Register D1: 9 
(1944), 10 (1945), and medical records, The National Archives at Arninge; and 
medical records from the Stockholm County Council Archives at Huddinge.
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and friends were familiar with the latest development within 
psychiatry and specially demanded lobotomies. They were used 
to having access to the latest and supposedly best of everything. 
Another interpretation is that the limits for socially acceptable 
behaviours were particularly narrow in certain social circles; the 
price to pay for deviance was high, and lobotomy might provide 
possible ways out of difficult situations.2

13 of the women selected for lobotomy are described as 
sexually problematic in some way: one as a sometime prostitute, 
others as promiscuous, venereal diseased, hypersexual, 
unfaithful, having children out of wedlock, or divorced. Four 
women had had abortions, another four had been sterilised, one 
had been castrated. Four women were said to be completely 
or partly homosexual (cf., Braslow 1997). Homosexuality 
was given considerable attention. The focus on sexuality, and 
especially on potential homosexuality, is made quiet clear both 
in the medical records and in the pre-printed lobotomy forms, 
which were sent to the Department of Neurosurgery. The one-
page form contains a question concerning sexuality, with 
the accompanying explanatory examples of ‘(masturbation, 
impotency, homosexuality, bisexuality, et cetera)’, providing 
some noteworthy deviances. 

Apart from gender, sexuality is one of the most evident and 
frequent patterns when looking at the patients singled out for 
lobotomies. Deviant behaviour was linked to the body, especially 
to the wrong kind of feminine body and sexuality. Psychosurgery 

2 cf. Pressman 1997, 199–208, 220–35, on lobotomy in the U.S., Vaczy Kragh, 
2007. In his study of Denmark, Vaczy Kragh finds no variation due to socio-
economic class in the selection of patients for lobotomy. According to Kenneth 
Ögren, more men were eventually operated on, the average gender composition 
finally totalling approximately a good 60% women, and barely 40% men. See 
Ögren, 2005, 66f.; and Ögren, 2007.
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gave hope that it would be possible to change erratic or deviant 
behaviour by means of physically correcting the body (cf., 
Braslow 1997:165).

Although few, the men’s medical records also contain notes on 
sexuality. One man is said to have once sodomized a cow, but this 
was not related to his sexuality; neither that he had lived with two 
women without ever being married. Another man was married 
and had children with his wife while he also was engaged to and 
lived with another woman – the circumstances are described, but 
his sexuality does not seem to have been an issue. A third man 
had violent fits and sexually harassed women but, in his case, 
sterilisation or castration was not an option. 

In contrast to the women patients, those surgical procedures 
were never mentioned as a possibility. The men’s sexual behaviour 
seems to have been understood as specific acts, not as anything 
that would shape and define their identity. Neither does it seem to 
have been considered equally problematic as that of the women. 
Thus it can be argued that (i) men’s norm breaking (hetero)sexual 
behaviour was not thought of as defining their very identities; (ii) 
men’s behaviour was not thought of as being incarnated, or as 
closely connected to their bodies as was the case for women; and 
(iii) this can provide a partial explanation for the fact that it was 
far less common to sterilise and lobotomize men than women.

II
As archive material psychiatric medical records are very 
emotional. To a present-day archive visitor the emotional charge 
of a 20th century patient’s records seems to be transmitted while 
reading. After the process of having been granted access to 
these classified files, I spent days in an otherwise empty room 
supervised from behind a glass wall by the archives staff. Given 
special permission to take digital photos without a flash, I made 
records of the lives of 49 women and 4 men, the very first people 
to have lobotomies in Sweden. 
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To work with medical records is very interesting, emotionally 
draining and exhausting. The records amass specific aspects of life 
stories that are gripping and impregnated with despair, anxiety, 
shame, guilt, rage, protest, rebelliousness, pride, contempt, and 
empathy. Long afterwards it felt like I was accompanied by 
these once institutionalized people, having them under my skin 
– restless, bumping and kicking. Some of them affected me more 
than others.

By studying diagnosis and treatment of the patients who had 
one or more lobotomies, I aim at a more careful examination of 
how the concepts of normality and deviance relate to categories, 
such as gender, class, sexuality, ethnicity, race and (dis)ability, 
as well as to the intra-action of these categories. The concept of 
normality is normative, and can as such be understood both as a 
level of aspiration, and as a cluster of actions and practices. The 
selection of patients for the operation shows how social and 
cultural concepts of normality and deviation are integrated in 
medical science and praxis, and how medicine is (re)producing 
them. I would argue that psychiatry and psychosurgery via the 
intersectional praxis of lobotomy attempted to (i) (re)create 
normality; and (ii) control deviation – but not necessarily in 
that order. 

As is often the case when delving into empirics, it forced me 
to reconsider the focus of my research, including its theoretical 
framing. Although the main analytical interests of the study 
remain, I have chosen to go about it in a different way in order to 
do the material and the people who it concerns more justice, and 
hopefully to take the analysis further.

Early on it occurred to me that the standard form of academic 
text might be contradictive and contraproductive if I would 
want to provide space for or try to (re)create the voices/noises/
positions/actions of the patients from the multi-vocal psychiatry 
records. Since such an aspiration also might be methodologically 
suspect, I thought of emphasizing the constructedness of these 
parts by trying a different style of writing. My first attempt was 
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to sample words, wordings and phrases from the records, and to 
juxtapose them with phrases taken from the announcement of 
the first Miss Sweden beauty contest in 1949. By making these 
two categories of more or less contemporary cut-ups interfoliate, 
I aimed at an interaction that would be able to illuminate the 
strong Swedish nationalist and ethnic element at the very core of 
normativity (Nilsson 2007). While that core is more obvious in 
the Miss Sweden Beauty Contest (as shown in essays by Katarina 
Mattsson and Katarina Pettersson), it is ever present in the patient 
records too, although quieter. By making the glamorous ideals 
for young, nubile and hegemonic nationalistic femininity of the 
Miss Sweden Contest communicate with the various failures 
of femininity, embodied by the women patients in long-term 
psychiatric care, the normative ordering of femininity is made 
quite clear (Mattsson & Pettersson 2007). 

Later on the series of workshops that Beverley Skeggs gave as 
a guest professor provided inspiration and new tools, particularly 
the one on affects and intimacy, concerning the social structures 
of emotions and feeling. In her overview of this field of research, 
Skeggs distinguished differences in emphasis between scholars’ 
theoretical approach to affect/intimacy. She summed up some 
main points, of which I focus on the ones that are the most use to 
my empirics and enquiries. These imply that (i) emotions/affects 
make things happen at all levels of social life; (ii) emotions/affects 
are required performances; (iii) emotions/affects are being made 
in the encounter (relational and constantly in process); and (iv) 
emotions/affects are being put to use (e.g. by the nation and/or 
privileged groups).

III
The case of the patient ‘Anna’ can be tied in with the most 
central issues of this lobotomy study in progress: the relations or 
intersectionality of power structures. A brief version of Anna’s 
medical history leading up to the lobotomy can be put in the 
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following chronological order: 1933 abortion and sterilization; 
1936 castration; 1941 legally incompetent; 1942 shock treatment 
with insulin and electricity; 1944 lobotomy. (When discussing 
Anna’s and the other patients’ cases I have chosen to use the 
medical vocabulary of the time. In the 1970s she was diagnosed 
with Cerebral Palsy.) 

Anna grew up in an asylum for the imbecile; later on she 
lived with her mother. The parents were separated; the mother 
supported the two of them with needlework. At the age of 22 
Anna became pregnant. In order to have an abortion she had to 
consent to sterilization. She did. The following year, in 1934, 
Anna was admitted to the Beckomberga Psychiatric Hospital 
on the outskirts of Stockholm. The first entries in her record 
describe her as slightly imbecile. Somewhat later her intelligence 
tests gave unexpectedly high scores. Some doctors suggested 
that her intelligence might have been misjudged because of her 
crippleness, being spastic and having a speech disorder.

Along with the impairment, Anna’s erotic interest was 
understood as her most serious problem – the social and the 
health aspects of her state of mind and behaviour seamlessly 
interwoven and inseparable. In 1935, her ground privileges were 
revoked for some time as a punishment for her ‘eager socializing 
with men patients in the street’. A physician noted that Anna was 
tormented by her impairment. Anna had told him that ‘[s]he had 
such a strong need to love, but could never find a release for 
those emotions. They were so strong; either the patient had to 
love a man or a woman. She was often in love with women’.

Awaiting a trial discharge in 1936, Anna was castrated. As 
a consequence of the operation where her ovaries and uterus 
were surgically removed, Anna reached menopause shortly 
before her 25th birthday. Before the castration Anna had been 
deemed as varyingly undisciplined, sexually acting out, quiet 
and compliant. At times she was ‘lazy and uncommitted in the 
workroom, not having sat quiet by her weave’, at other times she 
was seen as ‘being undiscerningly optimistic and unable to assess 



55 

her abilities’. Her doctors had hoped to change her behaviour 
by way of castration, but the operation did not have the desired 
effect. According to my interpretation, Anna was understood as 
a woman who did not understand her proper place, and who was 
engaged in various forms of improper and undesirable behaviour. 
In short, she overstepped the mark and did not demonstrate 
the proper kind of femininity for a woman in her position, i.e. 
unmarried, crippled, and poor.

Awaiting another trial discharge in 1941, Anna was declared 
legally incompetent. In 1942, she was readmitted to Beckomberga 
at her own request, as she, according to the record, ‘can’t stand it 
without help anymore’. That which she could not stand was ‘the 
sexual’. Anna fancied and fantasized about women, while she 
also suffered severely from harbouring such unnatural feelings. 
Because it was as such that she and the major part of medicine and 
society understood same sex sexual desire and homosexuality. 
This was also in line with the Swedish legislation of the time.

In the record Anna was quoted as feeling that she had nothing 
to live for since she ‘neither could work, nor love’. Her constant 
crying and despair caused a disturbance on the ward, and she was 
treated with higher and higher dosages of insulin. Despite the 
insulin therapy, Anna’s putative homosexual ‘trouble’ persisted. 
In 1944, she fell in love with a ward sister. In the autumn, at the 
age of 33, Anna had a lobotomy. 

IV
Psychogenic factors

Military service
Financial troubles
Stress at work
Marital conflicts
Inheritance dispute
War-related psychosis and 
neurosis

Unemployment
Unhappy love
Unwanted pregnancy
Religious contemplation
Escape from occupied nation
Misfit
Fear
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The definitions in the above listing are collected from the 
Swedish mental hospitals’ annual reports to the Board of 
Health for the years 1940 to 1954. The seemingly randomness 
of the compilation is typical of the category of ‘psychogenic 
factors’.

Up until 1954, the printed forms of the annual reports contained 
a box with the heading psychogenic factors, i.e. various factors 
with an affective influence, that were considered to either lead 
up to or to be linked to the outbreak of psychiatric disorder 
in an individual. Whether they originated within the patient’s 
body, psyche or close environment, or rather in society or the 
world at large, does not seem to matter. I find this apparent lack 
of boundaries between society, outer events and the individual 
quite remarkable.

What the concept of psychogenic factors does is to provide 
diagnostic room for something which I, for the time being, 
term the trans-individual. This room or space may seem to be in 
conflict with the modernistic concept of the body and the human 

General election
Somatic disease
Social failure
Worry 
Overstrain
Divorce
Husband’s unemployment
Sexual conflict
Only child’s death
Child out of wedlock
Feeling of isolation
Husband conscripted
Fiancée’s previous record
Fright 
The war
Fire
Changed life 
circumstances

Rape
Fear of pregnancy
Sexual act
Bomb attack
Abortion
Scare
Loneliness
Broken engagement
Hard work and night watch
Homosexual abuse
Grief over a brother’s death in 
the war
Grief over having been 
given notice
Harassment by former fiancée
Suicide in the family
Relative’s insanity
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individual, but it also seems that medicine – or at least some 
aspects of medicine, such as psychiatry – has not been able to 
operate without a concept for it. 

Interestingly enough, the underlying thought structure of 
psychiatry’s concepts for the trans-individual seems to have 
parallels with the theoretical framing of social structures of 
emotion within theories of the emotional turn. What they 
have in common is that they both provide modes for relating, 
understanding, and examining (i) individuals/the body/actors, to 
(ii) outer events/society/culture/structures. Beverley Skeggs has 
commented on this as a trans-individual, processual, and sub-
representational dimension of social life. 

V
Anna was the eighth person to have a lobotomy in Sweden. 
A neurosurgeon drilled holes in her temples, inserted a long, 
thin, sharp instrument, and moved it around twice on both 
sides in order to sever certain nerves connecting the frontal 
lobes to the thalamus. 

The referral from the psychiatrist at Beckomberga to the 
Neurosurgical Clinic at the Serafimer Hospital says that Anna 
at an early age had showed ‘signs of hypersexuality’. The stated 
purpose of the lobotomy was ‘to free the patient of her inner 
tension and anxiety-linked sexual problems, which at times 
makes her residence at home impossible’. The hope was for Anna 
to become calmer and quieter and be able to live with her mother 
– basically the same hope that earlier had led to her castration. 

The fact that lobotomy was a new operation made it 
highly interesting from a scientific point of view, both for 
psychiatry and neurosurgery. The neurosurgeons wanted to 
know how the patients were affected in the aftermath of a 
lobotomy. Thus they asked the patients, their legal guardians 
or physicians, to submit a short report on their (the patients’) 
health annually. 
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In 1945, one year after the lobotomy, Anna’s psychiatrist 
gave an account of a positive development. Anna had become 
calmer and was released into her mother’s care. He wrote: 
‘The sexual thoughts are still disturbing her, but nowadays 
she is heterosexually inclined. She occupies herself with 
knitting, and the like, but any more substantial capacity for 
work is naturally not to be expected, since she is crippled’. He 
describes Anna as better corresponding to a desired form of 
femininity, which is constructed in interaction with her age, 
marital status, and social class – as unmarried and relatively 
young, she resides in her mother’s home; she is heterosexual 
but sexually abstinent; and her work and duties are suitably 
inclined.

The following year Anna’s condition is more in doubt. For a 
period of time she was readmitted and once again treated with 
insulin due to her sexual obsession. The psychiatrist reports that 
Anna still lives with her mother and that she ‘feels rather calm, 
but disturbed by a certain fixation that she has towards a lady 
among her acquaintances. Altogether, the patient is satisfied with 
her operation’.

In the last report in 1948, the psychiatrist writes that Anna 
has been admitted a few more times and has been given insulin 
for her anxiety and depression. Compared to her pre-lobotomy, 
Anna’s condition has not ameliorated. He sums up her status: 

Still has passive homosexual feelings for various women in her 
surroundings, and is pained by these. On the other hand no feelings 
for men. Objectively, the patient seems to be considerably calmer than 
before surgery, but is periodically anxious and goes back to the hospital. 
As earlier, rather roundabout, fastidious, and dull.

Thus, he once again describes Anna as less adequate compared 
to the norm, as yet again further from the basic requirements of 
normalcy.

Anna’s life- and patient history coincides with the overriding 
changes that took place concerning (homo)sexuality, and 
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with the changes that eventually came about after the 
decriminalization of homosexuality in Swedish law in 1944. 
To be homosexual or bisexual as well as crippled, uneducated 
and with little financial means, like Anna, meant being in a 
very vulnerable position, more so than many other psychiatric 
patients. The deviation from normalcy by way of several 
normative orders was something that Anna shared with other 
early lobotomy patients.

From 1948 on Anna was transferred between Beckomberga, 
her mother’s home and nursing homes. In the 1950s more 
psychiatric and neuroleptic medication was available and 
prescribed to Anna, while the insulin treatment continued. 
In the late 1950s her mother died. In the 1960s and ’70s, the 
entries in her and other patients’ records became briefer and 
less moralizing.

Despite that none of the treatments aimed at her same-sex 
desire from the 1930s and on were considered to have had 
any effect, they nonetheless did result in a pronounced self-
hatred directed at that desire. As Elspeth Probyn argues, the 
body is the place of emotion, and it generates and carries 
meaning (Probyn 2004). Anna somatically carried the effects 
of past treatments into the present and the future. Her self-
hatred, which somewhat simplistically may be understood as 
internalized homophobia, also resulted in a profound aversion 
to women. According to the record, Anna preferred to deal 
solely with men physicians and staff; she was deeply troubled 
by women who were kind to her since they stirred up unwanted 
emotions. Her feelings for women were connected to the 
knowledge of them being wrong, unnatural and shameful. 
That knowledge had been invoked as a repeated shaming by 
the means of punishments and of medical treatments, such as 
electroshocks, insulin comas, and the invasive and irrevocable 
surgical procedures of castration and lobotomy. Shame was 
basically a required emotional response – it had also been 
required in order to deem Anna as ameliorated.
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Responding to one’s own shame by self-regulation may be 
an appropriate and practical reaction, but is not always an 
available option. Anna opted for avoiding women as far as 
possible. While shame is experienced as a deeply intimate 
feeling, it is nonetheless brought into being by closeness to 
others; it is simultaneously intimate, social and impersonal 
(Probyn 2004). It is this very simultaneousness or interweaving 
of individual and social space which makes shame and 
shaming so very powerful – and why they are constantly and 
repetitively being put to use in various normative structures 
by dominant groups. 

As Anna’s patient record tells a personal life history it 
also amasses the daily practices of psychiatry, including a 
rationalisation of these practices. The intersectional praxis of 
lobotomy and shaming is all part of professionalism and the 
ongoing professionalization of psychiatry. The medicalization of 
bodies and behaviours is a form of body politics that produces 
and reproduces power and power structures. Shame and shaming 
are imbued in these processes. Examining the social structures of 
emotions may provide means to further develop notions of the 
personal and the social.

VI
Patients like Anna usually spent most of their lives in institutions. 
Anna was among those who put up the most resistance to the life 
limits imposed upon her. She constantly struggled to make space, 
but her own actions never proved to be enough. Towards the end 
of her life, coinciding with more general social change, Anna 
was able to influence her life to a larger degree and to change her 
life situation.

During the autumn of 1968 Anna expressed discomfort with 
her housing both at Beckomberga and at the nursing home, 
but since she neither had the financial means nor relatives, 
she had no options. From the spring of 1969 entries mention 
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regular leave to visit a ‘male friend’, a friend who a year later 
was mentioned as her fiancé (‘Gustav’). In 1970, she told the 
chief resident psychiatrist that she once again was suffering 
from sexual thoughts about women. In 1971, Anna obtained a 
doctor’s note to move in with her fiancé, although the couple had 
trouble finding a flat. In 1972, the patient record describes Anna 
as ‘a well-kept and proper 60-year-old, who looks considerably 
older’. It is pointed out that she ‘receives lots of help from 
her fiancé with her clothing and things in general. She really 
appreciates him, “he is so kind”’. 

While Gustav kept dealing with the authorities concerning 
finding a flat, Anna’s physicians were actively involved in 
helping the couple. Calls to the housing authorities on their 
behalf proved to be successful – the couple were to move into a 
home of their own. Thus, after having spent most of her life at 
various institutions, of which nearly 40 years of admittances 
and releases from Beckomberga, Anna finally managed to 
have a life that resembled the one that she had expressed a 
longing for in record entries dating as far back as the 1930s: 
with a life partner and a home of her own. This resulted in 
something that sets her patient record apart from most other 
lobotomy patients’ – it does not end with an autopsy protocol 
as the final institutional marker.

VII
Anna’s relationship and her subsequent release enable the plotting 
of her medical and/or life history with a happy ending of sorts. 
I must emphasize that it is highly unusual and most unlikely to 
find any happy endings in the case histories of the lobotomized. 
Neither do I know anything – besides what has been written 
above – about the character of Anna and Gustav’s relationship. 
Due to late entries in her record I do know that Anna’s traumatic 
combination of attraction to women and her repulsion by anything 
remotely lesbian persisted.
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While the happy ending thus has complications and uncertainties, 
I nonetheless have a strong desire for it. Be it sentimental, or be 
it a need to focus Anna’s agency, her efforts and struggle to make 
her own life, and to convey some of the incredible courage that 
her record also conveys: whatever, I need it. I need that ending to 
what otherwise would be unbearably tragic; I need that glimmer 
of hope in what seems to be the very dark pain and struggle of 
psychiatric patients and of the mentally ill. Perhaps it is this pain 
and looming darkness that for so long have prevented the history 
of lobotomy from being written.

One flew over the cuckoo’s nest, then no more.

All translations of medical journals by the author.
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