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Abstract 

The popular consciousness has recently absorbed the cultural narrative of the invention of the 

vibrator: stuffy and sexist Victorian doctors so out-of-touch with female sexuality that they believed 

they were inventing a cure by giving women orgasms. Absent from this narrative are the male 

patients who were also treated with vibrators. This paper examines the build and instructions for 

use of the popular turn-of-the-century “Chattanooga vibrator,” to explore how medical vibration 

treatments may have been experienced by Victorian male patients. 
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It has recently become a piece of pop cultural knowledge, codified in texts like the 2011 film 

Hysteria, that the modern vibrator has its origins in Victorian doctor’s offices, where it was used to 

treat the eponymous ailment. “Hysteria” has its linguistic origin in the Latin word for uterus, and 

has long been used as a catch-all term for emotional, psychological, or psychosexual illnesses in 

women. In The Technology of Orgasm, Rachel Maines introduces hysteria by calling it “a disease […] 

that from at least the fourth century B.C. until the American Psychiatric Association dropped the 

term in 1952 […] displayed a symptomatology consistent with the normal functioning of female 

sexuality” (Maines 2). Although the exact nature of a hysteria diagnosis has varied across time and 

place, its association with women, and specifically with women who suffered psychological or social 

distress from some sort of inappropriate sexual experiences, has become the basis of a significant 

cultural narrative about how sexuality has been treated by medicine, history, and medical history. 

This cultural storytelling laminates the treatment of late-nineteenth-century hysteria with 

contemporary views of the late Victorian period and its treatment of women (the Victorian hysteric 

of the vibrator narrative is invariably a woman). 

However, despite both the uterine origins of hysteria, and the long-standing stereotype of 

Victorians as being particularly anti-woman, the hysteria diagnosis of the late nineteenth century 

was not confined to people with uteruses. The diagnosis – and subsequent treatment – of hysteria 

in men was also a matter of medical concern in the late nineteenth and early twentieth century. As 

such, the historical study of the hysterical vibrator remains incomplete if the narrative of the 

vibrator remains tied only to the narrative of the hysterical women.  

Historically, male symptomologies similar to hysteria, when they were categorized as medical 

problems, were assigned terminology such as “hypochondriasis” or “nervous illness” – or in the 

twentieth century, Damon Silvers posits, diagnosed as borderline personality disorder or immature 

personality disorder (Silvers 113, 115). This split in terminology between the “hysteric” and the 

“hypochondriac” has allowed hysteria to remain, in the popular consciousness, a woman’s disease. 

However, at the turn of the twentieth century, hysteria was not understood as exclusively female 

in the medical profession. Sigmund Freud, easily the most famous scholar of hysteria, described 

research that was, in the 1880s, being done on male hysterics (Freud 11-2, in Silvers 114). By the 

1910s, this had trickled into the popular consciousness as well, and the 1913 edition of the People’s 

Home Library, a popular book of home medicine, makes no mention of gender in its brief blurb on 

the treatment of hysteria (Barnum 19).  
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Nonetheless, the study of hysteria in the twenty-first century has continued to examine hysteria in 

the context of its traditional role: an all-purpose feminine diagnosis, or pathologization of the 

female body. Although contemporary studies are critical of this diagnosis, they reaffirm hysteria’s 

inherent femininity by continuing to position the discussion in the context of women’s history. 

Even when hysteria is used as a male diagnosis in the twentieth century, it is in the context of 

hysterical men’s pathological femininity: Silvers quotes twentieth-century doctors who claimed that 

“a male hysterical personality would most likely be a passive homosexual, and [...] appear [...] very 

feminine” (Chodoff and Lyons, in Silvers 114). Although scholars now, of course, criticize the view 

of women that calls functioning female sexuality “hysteria,” the framework by which they criticize 

it continues to undermine the history of male hysteria patients, and the way in which they may have 

experienced the treatments being developed for hysteria in the 1880s through 1910s. Because of 

the persistent femininity of the hysteria diagnosis, when the vibrator is prescribed as the cure for 

hysteria, it is likewise gendered female. The purpose of the vibrator in this narrative is not only to 

induce orgasm under medically sanctioned circumstances, but specifically to induce female orgasm. 

What is the purpose of a vibrator? To produce orgasms. What is the purpose of a medical 

vibrator? To medically organize the production of orgasms. Maines calls this a response to “the 

failure of androcentrically defined sexuality to produce orgasm regularly in most women” (Maines 

3). As she claims, androcentric sex (that is, sex in the sense of penetration of a vagina with a penis, 

repeated until the point of orgasm for the owner of the penis) is not consistently sexually satisfying to the 

owners of the vaginas. Vibrators for women, therefore, operate outside the androcentric paradigm: 

no male orgasm is involved, and (depending on the model of vibrator) the stimulation is typically 

focused on the clitoris, which is a more reliable source of orgasms for women. As Maines illustrates, 

in spite of the success of the vibrator, the androcentric definition of sex is intensely culturally 

ingrained for women, affecting such elements of their lives as the presumption that they should 

masturbate penetratively (58) and the persistent advice that it is worthwhile for them to fake 

orgasms (119).  

If the model of sex in which a penis penetrates a vagina until the point of male orgasm is 

intensely ingrained for women, it is insurmountably so for men. Maines’s text, and others like it 

that point out the fallibility of this model for consistently satisfying female sexuality (Tavris & Sadd, 

for example) still do not go so far as to address the limits of the model in satisfying male sexuality. 

Indeed, the underlying assumption of Maines’s insistence on the centrality of this model is that it 

is so central because it is how men experience sexual pleasure, and men hold the power to dictate 

how sexual pleasure should be experienced. 

Few would disagree that human sexual response is a complex and variable matter, and thus 

that any generalizations about sexual experience will by nature be limited, normative, and not 
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necessarily the experience of any given individual. It is, therefore, unlikely that Maines, Travis, or 

Sadd would go so far as to insist, when questioned, that androcentric sex is the only way that all 

men experience sexual pleasure. However, all of them present it as a normative view on which 

other arguments are based, and thus enforce the notion that this model of male pleasure is an 

acceptable generalization. While acknowledging that any discussion of sexual experience will 

involve exceptions, it is important not to rely so strongly on normative claims, on the basis of their 

normativity, as to neglect the evidence that a significant number of people experiencing sexuality 

differently. It is for this reason that I call into question the immutability of the androcentric model 

in the sexual experiences of men living in the age of the hysterical vibrator. If it is agreed that the 

vibrator offered a meaningful supplement to female sexual experience, why should the same claim 

not be made about men? In short, I posit, it is a meaningful piece of information, not a bizarre 

side-note, that the medical hysterical vibrator was used on male as well as female patients. 

The use of the medical vibrator on men is rarely discussed, yet, in exploration of primary 

source documents, it is illustrated. As an example of a male-friendly genital-stimulating vibrator, I 

offer the Chattanooga vibrator, a device Maines does not discuss, but does include an illustration 

of.  

 

Fig. 1. Vibrator Instrument Company, The Chattanooga Vibrator, 3, 26, in Maines, 99. 

 

The specifics of the Chattanooga vibrator are detailed in M. L. H. Arnold Snow’s Mechanical 

Vibration and its Therapeutic Application, published 1904. The Chattanooga vibrator, which Maines 

calls “the Cadillac of vibrators” (15), is equipped with a range of attachments for therapeutic 

application to various body parts: “a hard rubber rectal, a throat attachment, a hard rubber ball for 

spinal work, a soft rubber brush, or multiple point vibratode, and a rubber cup” (Snow 33). While 

it is, of course, possible that Snow uses “abdominal” to euphemistically refer to vaginal stimulation, 

it is worth noting that there is nothing explicitly present either in the description of the vibrator’s 
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technical elements on page 33, or the instructions for usage on page 62, to suggest that this vibrator 

is intended for stimulation of the vulva or vagina. By contrast, its function as stimulating the rectum 

is listed first, and illustrated by the Vibrator Instrument Company. Maines presents without 

comment the image of the Chattanooga vibrator being used to penetrate a male patient. Neglecting 

the opportunity to comment on the disruption of androcentric sexual experience, the illustration 

(fig. 1) is presented only with the caption “The Chattanooga Vibrator in use on a male patient, 

about 1904.” 

A normative view of heterosexual sexual experience would most likely discount the function 

of sexual pleasure in this scene, and ironically play the same card as the Victorian doctors who 

claimed that the vibrator could not possibly be causing women sexual pleasure if it didn’t penetrate 

them. In both situations, to paraphrase Degler, a view of the sexual experience that “ought to be” 

(that is, what ought to promote maximum procreative heterosexual intercourse) overshadows the 

sexual experience that manifestly “was” (that is, that sexual response is generated through a variety 

of erogenous zones including but not limited to the clitoris, penis, interior vagina, and anus). The 

variant on this heteronormative narrative would be to suggest that hysterical men of the sort 

illustrated underwent this procedure so as to carry out, in a socially sanctioned way, homosexual 

experiences. The mid-twentieth-century specter of the gay male hysteric is resurrected. And while 

that the majority of late Victorian doctors were male, and thus a man undergoing a medical 

procedure would likely be doing it under the observation of another man, this alone is not cause 

for the assumption of homosexuality, the element that causes this image particularly to resonate 

with homosexuality is undoubtedly penetration. 

This is not to discount the probability that some men treated for hysteria were gay. In fact, 

they may indeed have been disproportionally represented, not only on the basis of homosexual 

behavior constituting hysteric symptomology, but also on account of the societal stress associated 

with male homosexuality in Victorian England. However, this does not by necessity indicate that 

hysteria treatment was experienced by all (or most, or many) men as a particularly homosexual act. 

It is, of course, difficult to determine how hysteria treatment was experienced, given our reliance 

on medical reports and other self-censored forms of documentation. However, in the same way 

that a normative view of clitoral stimulation protected it from being seen as illicit sexual activity, 

might a normative view of male anal penetration also similarly be viewed as something that 

normatively could not cause sexual pleasure and thus was not worth worrying about? Anal 

intercourse was indeed part of the topos of Victorian gay male experience and the way in which it 

was policed by concerned sexologists (for example, Richard von Krafft-Ebing’s encyclopedic study 

of sexual abnormality). Relatively queer pornography such as The Pearl’s serial story Lady Pokingham, 

which features strap-on dildos during lesbian sex scenes (Issue 6) as well as the rare material of gay 
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male sex (which does include anal penetration; Issue 11), includes no scenes in which women 

penetrate men, and male anal penetration is not fashioned as an element of sexual experience 

outside of homosexual experience. If these texts are indicative, the association of male anal 

penetration with homosexuality was in fact stronger than it is today.  

However, what it means to be associated with homosexuality today is not the same as what it meant 

at the turn of the twentieth century. Early-twentieth-century male homosexuality was figured as an 

intense psychological disruption, simultaneously congenital and prospectively criminal (Krafft-

Ebing 364). An accusation of homosexuality carried significantly more weight, and thus, 

conversely, either giving it or incorporating it into one’s self-identification was to be taken seriously. 

Krafft-Ebing’s work on gay men suggests that the prevailing desire identified by doctors as 

“homosexual” involves desire for “fervent embraces” (Krafft-Ebing 367), mutual masturbation, 

and oral sex with men (368), while anal sex, an “abnormality” of its own regardless of who was 

involved, was present but less emphasized. Regardless of the degree to which anal penetration was 

taboo particularly among men who were not identified as “homosexuals,” it undeniably falls 

squarely outside the androcentric paradigm that Maines outlines. A key element of the androcentric 

model is the penis as the ultimate site of sexual pleasure: to have a penis and not use it, therefore, 

constitutes a total failure to adhere to the model. While the use of a penetrative vibrator on a vagina 

(as was the case for the use of hysteria vibrators on women) mimics heterosexual androcentric sex, 

the use of a penetrative vibrator on a male rectum constitutes something entirely different.  

The fact that the sexual experience of male hysterics treated with vibrators has not yet been 

explored may be related to the pervasive discussion of the medical vibrator in the context of 

women’s history. The assertion that vibrators were in fact satisfying a healthy female sexual desire 

is an unsurprising reaction to the aggressive attempts by late nineteenth- and early twentieth-

century doctors to disavow the possibility that hysteria treatment could be equivalent to other 

sexual experience for themselves or their female patients (Maines 4). The dissociation between 

medical theory and sexual experience has systematically affected women, to a greater extent than 

men, by categorizing common sexual experiences as medical problems, or practicing “what 

Foucault called the ‘hystericization of women’s bodies’” (Foucault 104, in Maines 7). While 

medicalization has affected male bodies, the discourse of male sexuality as inherently abnormal has 

never been either as pervasive or as genital-specific as it has been for women. However, now that 

the medical-sexual origins of vibrators in women’s health have entered into the mainstream 

consciousness, the world is ready for this narrative to be complicated by the inclusion of male 

hysteria patients. 

To my knowledge, there exists no personal testimony describing the effects (either erotic or 

non-erotic) of the Chattanooga vibrator from a patient’s perspective. However, M. L. H. Arnold 
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Snow’s book Mechanical Vibration and its Therapeutic Application does provide descriptions of its 

functionality. 

 

Fig. 2. Maines 16. 

To quote at length, Snow describes the mechanical elements of the Chattanooga vibrator in the 

following way: 

It consists of a perpendicular1 bar mounted on a metal base at right angles to it. To the perpendicular bar is attached one 
end of a jointed arm supporting a weight, the other arm being supported by a short perpendicular bar to the base. On the 
upper part of the long perpendicular bar is a rigid jointed arm supporting a motor, to one side of which is attached the 
metal handle bar with its perpendicular attachment, on the end of which are screwed the vibratodes. The rigidity of the arm 
is a particular feature of this apparatus. It can be operated by means of the direct or alternating electric current.  
By means of two adjusting devices the vibratodes as a whole can be swung backwards and forwards, or from side to side. 
The motor is connected by insulated cords to a plug screwed into an incandescent lamp socket. The holder of the vibratode 
has a short shaft clamped by a nut on each side, which can be shifted in such a manner as to lengthen or shorten the stroke. 
The motion of the vibratode itself is to and fro in one plane. (Snow 33) 

Stationary and upright, the Chattanooga vibrator bears little resemblance to a contemporary hand-

held vibrator. The large box attached to the lower arm, illustrated in fig. 2, is a weight, the sole 

purpose of which seems to be to keep the vibrator’s center of gravity low enough that it is stable, 

as it would otherwise tip forward from the weight of the engine.  

The vibratode (vibrating element meant for application to the patient) may be identified as the 

small vertical attachments at the end of the upper arm – an almost comically small attachment 

compared to the size of the apparatus. 

                                                 
1 In this passage, “perpendicular” invariably means “perpendicular to the ground” – that is, vertical 
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Fig. 3. The Chattanooga vibrator vibratode (detail). Snow 34. 

 

The size of the Chattanooga vibrator allowed it to be positioned with great versatility, which 

contributed to both its functionality on various parts of the body, and its ability to be used “while 

he [the patient] is sitting or standing, if desired” (Snow 35).    

The precise nature of the vibratode’s movement, which Snow speaks of as the “stroke” “to 

and from in one plane” (30) seems to be like a pendulum: that is, a short u-shaped movement, the 

“plane” of which is perpendicular to the handlebar. While a pendular movement of variable size 

(the “short shaft clamped by a nut on each side [...] can be shifted in such a manner as to lengthen 

or shorten the stroke” (Snow 33)) seems reasonable for massage to the back, it does not seem like 

the ideal motion for anal penetration, since the movement is u-shaped rather than either a “buzz” 

(as with a contemporary vibrator) or a straight “in and out” line. And, should there be any doubt 

from Fig. 1 as to whether it was in fact penetrative, Snow’s description on page 62 advises on the 

use of the rectal attachment for maximum comfort: 

The rectal attachment of the above machine [the Chattanooga vibrator] can be more easily tolerated when the attachment 
(having been lubricated) is set in motion before introduction, and removed while still in vibration, as the greatest vibrating 
arc then comes in contact with the external parts and gradually makes a way for itself as it is introduced; whereas, otherwise 
the maximum vibrating arc for a given speed acts more in the nature of a shock to that part of the bowel reached by the 
free or distal end of the attachment. (67) 

From this description, it is clear that the “attachment” should be “introduced” into the “bowel” 

and not merely used to stimulate the outer sphincter, yet it warns against the prospective discomfort 

that may be caused by the movement trajectory. Lacking the ability to evaluate the range of 

movement with a physical version of the Chattanooga vibrator, these descriptions of its 

functionality clearly illustrate that it was not comparable in ease (or, probably, pleasure) of use to a 

contemporary sex toy. That begs the question of why it was used at all – much less to have “called 

forth considerable favorable comment” (Snow 33) or warrant the moniker “Cadillac of vibrators” 

for anything other than its size (Maines 15). Bearing in mind the potential for discomfort in anal 

penetration (particularly in a period when, if Lady Pokingham is indicative, the lubricant of choice 

was cold cream), an anally penetrative device is not necessarily an obvious choice for an addition 
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to a doctor’s office. Granting also that, unlike the difference between clitoral and vaginal 

stimulation, anal stimulation is not necessarily the most efficient way to achieve orgasm, then what 

could possibly possess people to want to use it? 

The first option is, naturally, that there is something genuinely curative about mechanical anal 

penetration, apart from its contribution to sexual relief. If a medically educated reader informs me 

that this is the case, then we may leave the question here. However, I am doubtful of this possibility. 

Of course, it is also not impossible that the Chattanooga vibrator, rudimentary though it was, was 

still significantly more pleasurable to use than non-vibratory options such as fingers, or than no 

anal penetration at all. This seems to consistently be the case with clitoral vibrators, even 

rudimentary ones, hence their documented popularity with doctors for their efficiency.  

Similarly, the use of a vibrator of any sort may have sidestepped taboos against masturbation, 

as seems to have been the case with the use of vibrators on women. While it is hard to judge 

whether fear surrounding male masturbation was stronger or weaker than fear surrounding female 

masturbation, it was certainly more a topic of public debate, which could understandably lead to 

anxiety around the morality of seeking sexual release outside of a marriage. As with women’s 

vibrators, the presence of a doctor meant that the project of inducing orgasm was not masturbation, 

and that it was sanctioned by the authority of institutionalized medicine. However, in this context 

and for the sake of both sexes, it is important not to elide too closely the experiences of male and 

female patients of the Chattanooga vibrator, because this can lead to a temptation to see the entire 

process – from the diagnosis of hysteria to the penetration itself – as an exercise in emasculation 

for the male patient. 

Undoubtedly, the experience was not identical for all patients. Some patients probably did 

experience it as an emasculation, just as some female patients of the hysterical vibrator probably 

experienced it as a violation. However, just as some female patients probably experienced the 

hysterical vibrator as a source of pleasure, there is no reason to assume this was not also the case 

for male patients. How the medical process was felt is a question that can only be answered by the 

one feeling it. However, given the challenges inherent to the technology, the non-intuitive decision 

to use a rectal probe at all (compared to the long history of stimulating the vulva to relieve female 

hysteria), and the fact that men have not historically experienced the same type of dispossession of 

their bodies that would allow decisions to be made systematically on their behalf and without their 

consent (as has periodically been the case with women’s bodies) there is reason to anticipate that 

the hysterical vibrator was not experienced negatively by the broad collective of male patients. 

As always when historical details enter the realm of cultural storytelling, the details and experiences 

of turn-of-the-century hysterics are in the process of being distilled into a grand narrative. In this 

case, the narrative is that the late nineteenth century had become so immersed in anti-sex and male-
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dominated perspectives that they were shocked and awed by facts about the female body that any 

woman could have told them. While this is an amusing story that fits comfortably with a teleological 

perspective on sexual progress (after all, we in the twenty-first century would never be so dismissive 

of women’s sexual experiences), its cultural prominence does nothing more than replace one set of 

broad assumptions about sexuality with another. Even as the hysterical vibrator enjoyed its greatest 

success, the experiences associated with its use cannot and should not be reduced to a single 

narrative of male chauvinism, nor to a fresh set of normative assumptions about sexual experience.  
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