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‘It may be that there are other still undreamt-of possibilities of therapy. But for the moment, we have nothing better at our disposal than the technique of psychoanalysis’

— Sigmund Freud, 1938





INTRODUCTION

The Symptom

To protect patient confidentiality, some details in the following story have been altered.*

But not this one: Teddy P was a doctor. By day, he worked as a trainee paediatrician in a public hospital. He was coping with the stresses of the job pretty well, until, very suddenly, his mother died. (His father had passed away while Teddy was still at medical school.)

Teddy became depressed. He started making mistakes at work. At times, he found himself unable to remember what had happened moments before. He would walk out of consultations with no memory of what he had just been talking about. What had they just agreed? His days became filled with dread, punctuated by panic attacks, overwhelming him so badly that he often had to go to the staff room to calm down.

Even before he moved in with his girlfriend, he had struggled with premature ejaculation. She was less than sympathetic about that: ‘Seriously?’ she exclaimed the second time it happened. Now, out of nowhere, he had erectile dysfunction to deal with as well. It seemed like a cruel joke: the damn thing would do anything but what he wanted. How was it possible that it should be simultaneously too eager and too reluctant?

After a while, his girlfriend told him she was leaving him. That wasn’t a complete shock; she had already announced that she was seeing someone else. Still, he took it badly. He found it harder to sleep. Fatigue increasingly fogged his brain.

Time to take matters in hand. Teddy did what seemed to him the natural thing: he went to a psychiatrist, who diagnosed major depressive disorder and prescribed an antidepressant. The medication helped a bit, after a month or so. Yet the sleep difficulties and the racing pulse persisted (how was it possible that his heart should be simultaneously too eager and too reluctant?). The psychiatrist obligingly gave him an anti-anxiety medication and a sleeping pill. Teddy developed chronic muscle pain. The psychiatrist diagnosed fibromyalgia, and wrote him a script for strong opioid painkillers.

In the months that followed, Teddy’s hands began to shake. His memory got worse. His vision became blurred. Most worryingly, he was mixing up his patients, writing the wrong codes, prescribing unsuitable medications. One day he failed to recognize a girl he had examined just 24 hours earlier. Even when her mother reminded him, he had no idea who she was. Clearly, something was very seriously the matter. He asked the psychiatrist to refer him to a neurologist.

The neurologist, hearing about the blanking episodes and noticing the tremor in Teddy’s hands, sent him for an EEG and a CT brain scan. The EEG revealed no epileptic activity, although it did show ‘diffuse slowing’. Inconclusive. The CT showed ‘mild, age-inappropriate atrophy’, which is to say, general shrinkage. Again, inconclusive.

Two days later, Teddy blanked out at his home. He woke up covered in urine, with no idea how much time had passed. The neurologist ordered a second EEG. It shed no more light than the first. To be safe, he prescribed a low dose of an anti-epilepsy drug, on the basis that the absence of epileptic activity on an EEG did not rule out the possibility of seizures when doctors weren’t looking. He also noted that anticonvulsants can serve as mood stabilizers, in a pinch: an additional therapeutic motivation. Belt and braces.

It was recommended that Teddy stop driving. He wasn’t so far gone that he couldn’t read between the lines: if he was a liability behind the wheel, he was surely a danger to his patients. He promptly resigned from his position at the hospital and went home.

There he remained for some time.

His sleep patterns became ever more erratic – fragmented, with disturbingly vivid dreams and cold sweats. Not infrequently, he would remain in bed all day until nightfall. He stopped eating. Left alone with his thoughts, he fixated on the idea that he would never be able to return to clinical work, maybe any work, ever again.

His remaining relatives – a step-mother, an aunt, and a semi-estranged brother – reacted with alarm to this withdrawal from the world. They urged him to get a second opinion. Living, as he was, on their handouts, he had little choice but to comply. In any case, he had lost confidence in the first neurologist’s vague diagnosis. He was finding it more and more difficult to concentrate, and couldn’t remember what had happened from one moment to the next. Every day brought a more painful headache. His speech slurred and he struggled to find words. Names, in particular, had become almost impossible. In light of that ‘mild, age-inappropriate atrophy’, he was beginning to suspect that he was in fact in the first stages of some terrible degenerative disease: early-onset dementia, perhaps.

A second neurologist reviewed his EEG and CT results. She found them essentially normal, attributing the slow waves on the EEG to the multiple psychiatric medications he was taking, and the mild atrophy to normal variation. She examined him clinically and concluded that there was nothing wrong with his brain. But she could see that he was in significant distress. To be on the safe side, she referred Teddy to me.

I am a neuropsychologist. That means I specialize in the diagnosis of neurodegenerative diseases (among other things), since the indicators of most such illnesses are psychological in nature: they show up mainly as impairments in cognitive functions. I also have experience in working with ‘functional’ disorders: physical and cognitive conditions that appear to be neurological but are really psychiatric. Given the absence of any convincing evidence from the EEG and the scan, it seemed possible that this was what we were dealing with in this case.

I examined Teddy and reviewed his records. The pattern of his symptoms didn’t remotely match any of the established neurodegenerative diseases. In any case, very few of them tend to afflict people as young as him. Alzheimer’s, frontotemporal dementia, corticobasal degeneration, Lewy body disease, vascular dementia, and the like: these are diseases of the elderly, not stricken swains like the drooping young man in my office. At the same time, his symptoms seemed pretty typical of major depression and panic disorder, combined with the side effects and interactions of the many drugs he was taking. Low mood, loss of energy and appetite, problems with sleep and concentration: these were the common currency of major depression, which frequently co-occurs with panic disorder. Loss of libido (which also accompanies major depression) and vivid dreams were common side effects of SSRIs – the antidepressant drugs he was taking. Loss of memory, blurred vision and slurred speech were common with benzodiazepines – the anti-anxiety drugs he was taking. Concentration difficulties (which, again, are symptomatic of depression) are commonly compounded by anticonvulsants and hypnotics. Headaches are common with opiates; and so on.

At the end of our consultation, I told Teddy how his case seemed to me. His cognitive symptoms and motor signs were mainly iatrogenic: illnesses caused by the medical treatment itself. Like the old woman who swallowed a fly, most of the drugs he was taking were treating symptoms that were caused by the other drugs he was taking. Doing my best to conceal my exasperation at the treatment he had received, I said that I would recommend to his psychiatrist that she taper off almost all his medications.

Teddy was glad to hear that he didn’t have dementia. Still, the prospect of stopping his drugs clearly worried him. He knew only too well how his low moods and dark thoughts could overwhelm him, how much he struggled to sleep without hypnotics, how pains would swarm his body if he couldn’t have opiates. The psychiatrist was reluctant to follow my advice, too, and relented only when the neurologist strongly recommended the same.

The medications the psychiatrist had prescribed were all just symptomatic treatments, anyway, I told Teddy. None of them addressed the actual causes of his suffering. This meant that he would have to keep taking them for life. Given their side effects, and the way that the body became accustomed to some of them, meaning he would need ever higher doses to achieve the same relief, this was not advisable. The ratchet went one way only. ‘But how else can I manage my symptoms?’ he said. Good question.

I told him that once we had begun weaning him off his medications, he should make another appointment to see me. During that session, the focus would not be on his cognitive and other quasi-neurological symptoms, but on the story of his life. I told him I wanted to understand what had caused things to fall apart for him in the way that they had. Based on our brief acquaintance so far, I had a suspicion, but I wanted to be sure. (I didn’t tell him the last part.)

Teddy gave me a strange look, as if I had done something improper, like inviting him for a drink. He thought about it.

‘Alright’, he said.

From this point in his story, things became more difficult. For one thing, my hunch turned out to be wide of the mark: Teddy’s story was more idiosyncratic than expected. At the end of this book, I will tell you what ultimately emerged when he came to me for treatment. This isn’t bait: I genuinely don’t think it would make sense if I told you now. But it will.
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Despite the long list of medications that my colleague prescribed for Teddy, this pharmacological tasting menu barely scrapes the surface of the range of medical specialities, hi-tech instruments and drug therapies now deployed to diagnose and treat mental suffering. Major depression alone might be treated by infusions of ketamine (a general anaesthetic), by low-dose psychedelics (like psilocybin), by vagus nerve stimulation, by ECT (electroconvulsive therapy), by TMS (transcranial magnetic stimulation), and even – albeit less frequently – by DBS (deep brain stimulation; the insertion of electrodes deep into the tissues of the brain).

All these treatments enjoy the serious stamp of science. This applies not only to the treatments and the investigations themselves, but also to the mountain of work that has gone into their development. Take the SSRI antidepressant, the first-line treatment that Teddy received. The birth of these drugs in the 1950s was followed by reams of research conducted by laboratory scientists into the variety of serotonin* receptors, the serotonin precursors and their transporters, and the genes that produce them. An equal amount of basic research has since been devoted to trying to work out what, exactly, SSRIs do. Why, for example, does it take so many weeks for them to start working, given that their primary physiological effect – increased availability of serotonin at the junctions between neurons – is immediate? All these decades later, it’s amazing how little we know about them.

In 2006–12, I was research co-director of the Hope for Depression Research Foundation (HDRF), whose founder – a formidable New York billionairess whose late mother (named Hope) had suffered from severe depression – tasked me with identifying scientists around the world who were doing the most promising work, using the widest range of the latest techniques, so that she could support them. (Her ambition, it seemed to me, was not merely to advance our understanding of depression but to wipe it off the face of the earth.)

As it turned out, most of the research that the HDRF supported was conducted not upon people like Teddy P, but on laboratory rats. A particularly vexing question therefore was what a suitable ‘animal model’ for depression might be; that is, what the rat equivalent of depression might look like. The most widely used protocol at the time was the ‘forced swim test’. The researcher placed a rat in a tank of water from which there was no escape, then measured how long it took it to stop swimming – to give up. The rats that became immobile the soonest were considered the most similar to depressed human beings. Depression, after all, is a state of hopelessness. A rat that wouldn’t swim anymore was a good rat to test new treatments on.

As I got to know these leaders of depression science in the early years of the millennium, I started to feel a little downcast myself. They seemed at least as interested in the technical magic they could perform with their exciting new gadgets as they were in the prospects of actually finding a cure. Not that this research was uninteresting: much of it was very interesting, and some of it may even be valuable. All the same, it felt somehow small, and very remote from the horrible experiences of patients like Teddy P. Most depressingly, there was little prospect of these scientists actually understanding the disorder they were investigating. Some treatments looked a little more effective than others under experimental conditions, but the overall process was one of fumbling in the dark.

Again and again, returning to the hotel after well-funded conferences in Vienna or Cold Spring Harbor, I found myself puzzling over how little this generation of laboratory gnomes resembled the great and terrible giants who once walked the earth.
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Astonishing as it seems, mainstream psychiatry was once dominated by a cadre of medical practitioners for whom insight was not merely the object of inquiry, but the very essence of the cure.

When I was born, 60-something years ago, it was almost impossible to obtain a tenured professorship in psychiatry at a decent American university unless you were a psychoanalyst. Psychoanalytic doctors wore flannels and tweed. Day after day, month after month, they sat listening while their patients reminisced about childhood upsets. This luxurious form of treatment occurred not in antiseptic hospital wards but in the brownstones of the Upper East Side and the leafy avenues of Hampstead, in consulting rooms tastefully fitted in a distinctive style: chaise longue for the patient; Persian rugs on the floor if not also the walls; a scattering of Egyptian or Greco-Roman antiquities. And of course, the obligatory touch: a plaster bust or a portrait of Sigmund Freud, gazing sternly down over doctor and patient.

Psychoanalysts in those days were demigods. It wasn’t just that they were widely considered to know more about what makes us tick than we could ever know ourselves (which explained why so many people would fork out such vast sums for daily consultations); the psychoanalysts themselves really did believe that they knew the hidden truths of the human condition. They saw through the muddle and happenstance of life to its core. The very workings of fate were revealed to them.

I was just a child during this heyday, but I met many of its leading lights in the 1990s, in the twilights of their careers: psychoanalytic psychiatrists such as Charles Brenner in New York, André Green in Paris, and Hannah Segal in London. I can confirm that they were not much given to self-doubt. They didn’t offer opinions; they made pronouncements – even as their pedestals were crumbling beneath their feet.

In the 1960s, more than half of all American psychiatrists were psychoanalysts; today the percentage has dwindled to single figures.1 The physicist Max Planck claimed that science progresses at the speed with which the old guard dies off. The fall of the psychoanalytic empire seemed a little quicker than that.

It was matched by the commensurately rapid rise, between the 1960s and 1980s, of what was then called ‘biological psychiatry’. We don’t call it that anymore. Today, almost all psychiatry is ‘biological’; it is based in the certain knowledge that mental suffering is best treated physically, because its root causes are plainly to be found within the brain. Modern mental health practitioners and researchers are no less certain of this truth than the psychoanalysts of the past century were of theirs.

Not that this was the end of psychoanalysis. In the English-speaking world, it has survived as a form of alternative medicine, like homeopathy and acupuncture, a slightly eccentric recourse for the worried well-to-do. The situation is less dire in Latin America, Germany and France (roughly in that order), but the trend has been the same. And for the past 30 or so years, that is how it has remained.

Now, however, the ground seems to be shifting again. Since the COVID pandemic, it has become increasingly difficult to refer patients to psychoanalysts and psychoanalytic therapists (child psychotherapists, in particular) as none of them have any vacancies. Ever more psychiatrists and psychologists are applying for specialist training in psychoanalysis. Pro-Freudian opinion pieces are popping up all over the mainstream media.2 From the depths, a figure hitherto relegated to the realm of cranks and innuendo is once again rising to the surface. Why is it happening now? What should we make of it?
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Among the less controversial claims I am going to make in this book is that pretty much all modern forms of psychotherapy are derived from the work of Sigmund Freud, an Austrian neuroscientist and neurologist whose long working life took him from fin de siècle Vienna to Hampstead in London, where he died in exile a few weeks into the Second World War.

Many of the clichéd images of therapy derive from him: the couch, the accent, ‘tell me about your mother’, and so on. Freud exists now in popular imagination as a set of jokey half-remembered provocations: the Oedipus complex, penis envy, dreams reveal hidden wishes, mistakes are really intentional, sometimes a cigar is just a cigar. Even if you have never heard of these things, you’ll recognize the man himself in one of his characteristic portraits: white beard, round glasses, cigar, three-piece suit. He’s an icon of the intellectual culture of the previous century, like Einstein: a cartoon character.

But Freud doesn’t have Einstein’s saintly aura. If anything, there is something rather disreputable about him. Didn’t he intimidate young women into accepting outrageous sexual interpretations of their lives? Wasn’t he half crazed on cocaine? Like Karl Marx, charged with the excesses of the Soviet Union, or Friedrich Nietzsche, allegedly to blame for the atrocities of the Nazis, surely Freud must answer for much of the nonsense that we have to put up with: all the navel-gazing pseudoscientific know-it-all-ness that forestalled objective investigations of mental illness for a half-century or more. And while it could be argued that Marx and Nietzsche were no more responsible for Soviet and Nazi crimes than Einstein was for the nuclear arms race, Freud really was the father of therapy-speak. His ideas about trauma, or projection, or narcissism, or denial, or being ‘anal’, have become our folk psychology. That ‘whole climate of opinion’, as W. H. Auden put it,3 that even today seems to permeate every variety of relationship, intimate, professional, and points between? That was his show.

In some ways it’s surprising that his influence spread so far. Freud’s account of human existence has an unsettling intimacy: childish longings, embarrassing strivings, private parts, bodily fluids, humiliating inadequacies, irretrievable losses; so many things that we would rather forget. He was always a scandalous figure, always at risk of going too far. Perhaps no theorist so discomfiting could remain in power for long. The accusations against him grew throughout the psychoanalytic century: cocaine addict, pervert, scientific fraud, bully, philanderer, patriarch, money-grabber, child-abuser, bigot, sexist, misogynist, homophobe.

The mainstream mental sciences ultimately rejected him for a variety of somewhat more sober reasons: reactions against hubris, but also intellectual fashion, and even (as we shall see) ideologies, including Stalinism. Yet in a peculiar way, psychoanalysis also rejected Freud. The field today tends not to be interested in, or even to recognize, his deep aspirations as a scientist. Freud’s theories were always meant to answer to the evidence, even when it was obtained from other fields of inquiry; and his psychological model was always waiting to make firm contact with brain research once again. The prophet of today’s psychoanalysts, and the disreputable old man of popular stereotype, are much less interesting, much less challenging figures, than the dedicated and serious scientist that I have come to know over the course of my career. That is the Freud I would like to introduce you to now.

Among the more controversial claims that I am going to defend in this book is that we need him today more than ever.
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I have been a neuroscientist all my working life. I started investigating the brain mechanisms of sleep and dreaming in 1985, before extending my research to take in the anatomy and physiology of consciousness in general, and the close relationship between sentience and emotion. Along the way, I studied the brain mechanisms of psychiatric conditions such as major depression, panic disorder and addiction, and of neurobehavioural disorders such as Korsakoff syndrome (confabulatory amnesia) and anosognosia (unawareness of being paralysed). From this work, I have published more than 300 peer-reviewed scientific journal articles and book chapters, and I have authored several technical books.

Unlike many neuroscientists, I am also a clinician. I have treated all the conditions just mentioned – both the psychiatric and the neurological ones – and participated in neurosurgical treatments of other conditions, such as brain tumours, pharmacologically intractable epilepsy and Parkinson’s disease.

More unusually, I decided in the late 1980s to train as a psychoanalyst – much to the dismay of my neuroscientific colleagues. I have practised psychotherapy and psychoanalysis for many years. This apparently eccentric sideline led me to engage deeply with Freud’s writings, to the extent of producing scholarly editions of much of his published and unpublished output – including English translations of his early neuroscientific and neurological papers, and those of some other 19th-century neurologists.

This gives me a rare, although not a unique, vantage point on the development of mental science over the past century, and especially on changes that took place during the last four decades. Among the most surprising patterns that I have observed is this. From the 1970s onwards, just when mental science was officially turning away from psychoanalysis, fragmentary evidence from all manner of experimental studies in many different fields began to coalesce into a big picture that we might call the modern scientific model of the mind. It is, not to beat about the bush, astonishingly like the one Freud sketched out in the first decades of the 20th century. Much as it might suit the pride of neuroscience to call this a coincidence, it is not. It is a testament to genuinely deep insights, attributable to Freud and then fruitfully developed by some of his followers, into how the mind really works.

This is of course interesting, in an abstract way, as a piece of intellectual history. But it’s more than that, too. My conviction, formed both in the trenches of mental healthcare and in a long research career, is that this convergence of modern neuroscience and the half-forgotten conjectures of psychoanalysis is actually important. As I will argue, Freud gleaned his remarkable insights precisely because of the angle from which he examined the mind. He looked, not from the perspective of brain anatomy and physiology, but from the vantage point of being a mind. Freud (and with varying levels of rigour, his followers) undertook to map the organization of the mind as it manifests subjectively.

Neuroscience has to an impressive degree refused to avail itself of this perspective. There are semi-good reasons for this – not least that science aims for objectivity. Yet it is surely a fundamental feature of the brain, seemingly alone among all the organs of the body and every other object in the known universe, that it does possess a subjective perspective; that there is, as philosophers say, ‘something it is like’ to be one.4

This extraordinary attribute must have evolved for a reason. That in turn implies that it must make a difference to how the brain works. Is it not obviously true that what you feel influences what you do? Denying this is tantamount to excluding the psyche from psychology.

Freud’s view was that we must adjust our methods of observation to our objects of study, not the other way around. Accordingly, he and his followers achieved many novel insights into the nature and organization of the mind that are only now being rediscovered by neuroscience. They cover everything from the meaning of suffering to the structure of memory to the significance of childhood. I will describe nine of them in the chapters that follow. It’s a great shame that ideological opposition to Freud in the later 20th century has held neuroscience up for so long.

If that’s a shame, what it has meant for mental healthcare is nothing less than a scandal. Let me say it bluntly, here at the outset: nearly every psychiatric disorder listed and defined in the standard diagnostic manuals is best understood and treated, not pharmacologically, but psychologically. This applies even to some mental conditions originating in genetic predispositions and in physical brain disease. As things stand, physiological treatments of psychiatric disorders are limited to the temporary relief of symptoms, and psychiatric understanding is close to being a contradiction in terms. Not that relief of symptoms cannot be valuable at times, to pave the way to more enduring causal treatments. But there are, as things stand, no physiological cures in psychiatry.

And yet, for many disorders, a causal treatment has been available all along.

As we shall see, there is now a mountain of evidence that the mainstream psychotherapies derived from psychoanalysis are astoundingly effective. That goes even more so for psychoanalysis itself – not only when compared to other psychiatric interventions such as the drugs prescribed for Teddy P, but also when compared to regular medical treatments for common physical ailments. Even relatively brief courses of psychoanalysis deserve to be described as ‘highly effective’ by the standard medical definition of that term, and not by a narrow margin. For certain conditions, they are as dependable as, say, insulin is at managing type 1 diabetes, or as the HPV vaccine is at preventing cervical cancer. These treatments are so well proven that it would strike most doctors as – to use a technical term – crazy not to deploy them by default.

Why does psychoanalysis work so well? And why do patients treated on Freudian lines reliably continue to get better long after treatment has ceased? This isn’t ‘regression to the mean’, or people naturally getting better over time. It’s a very distinctive effect of the therapies derived from Freud’s ideas. It is most strongly visible in the treatments that hew closest to his original methods. As I hope to convince you, the reason for the pattern is this: psychoanalysis actually gets to the root of the problem. The talking cure is a cure – and still the only real one we have in psychiatry.
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This is not a self-help book. For the really difficult, really deep problems, you actually can’t fix them by yourself, whatever some authors might suggest. If I explain a bit of what is ultimately going on in various types of mental disorder, that won’t put me and my colleagues out of work. Even so, I hope to give readers who have no professional stake in these subjects a rough-and-ready map to the mind that is not just interesting but also useful. It can be consoling to view one’s problems in the light of what has been learnt from treating similar problems in thousands of other people. And it can illuminate one’s existence in countless big and small ways to have a general sense of how the mental apparatus as a whole fits together.

That’s what I offer in the pages that follow: the core insights of psychoanalysis, clarified and updated with the best of modern neuroscience. Together they yield a single, intuitive scheme that explains in broad terms what is going on inside the heads of each one of us, in sickness and in health, in sleep and waking, in our public lives and the deepest privacy of our souls, which in the end no censor can quiet.

‘Our science’, wrote Freud in 1927, ‘is no illusion. But an illusion it would be to suppose that what science cannot give us we can get elsewhere.’5



* Likewise for all patients described in this book.

* The second ‘S’ in SSRI stands for serotonin: ‘selective serotonin re-uptake inhibitors’.
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