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To Nicola, incurably




Preface


The Roman philosopher Lucretius is famous for writing an extended poem titled On the Nature of Things. It contains sections on a wide range of subjects, such as the movement of atoms, the cosmos, time – and a great deal of psychology.


Among Lucretius’s writings on the mind and behaviour is a description of what happens when people fall in love. He observes that the besotted frequently become agitated and stirred up by insatiable desires. Sexual union, often passionate and violent, results in only temporary relief, because lovers always want more of each other. Lucretius seems to be describing an addiction. He uses language that suggests that falling in love is a little like becoming ill or, even worse, going mad. Love, he says, is like an unconquerable disease and lovers waste away from wounds that can’t be seen. They are lovesick: weak and neglectful of responsibilities, they behave foolishly and fritter away fortunes on excessive gifts; they become jealous and insecure.


After describing all these symptoms, Lucretius employs a device that many stand-up comedians use. He subverts our expectations to make us laugh. He says: That’s what love’s like when things are good – just imagine what it’s like when things get bad. All of a sudden, he is no longer a classical philosopher but a friend or drinking companion.


Lucretius proceeds to tell us what happens when love goes wrong. Lovers become delusional and lose the power to make objective judgements. They experience a kind of ongoing hallucination. Ordinariness, or even ugliness, is perceived as outstanding beauty. They can’t keep away from their beloved, and everyone else in the world becomes insignificant. Lovers become abject and helpless, and what pleasures they enjoy – sensuality, mutual delight – serve only to limit them. The goddess of love, Lucretius warns, has sturdy fetters.


It’s interesting, even remarkable, that a Roman philosopher, dead for over two thousand years, can supply us with a description of lovesickness that we all recognise. In this respect, it doesn’t seem that human nature has changed very much since classical times. But Lucretius doesn’t stop there. He refines his argument and makes a distinction between love going well and love going wrong – love that is normal and abnormal love. In a more general sense, the whole discipline of psychiatry is predicated on this division: the identification of abnormal individuals within the wider, ‘normal’ population.


In fact, the symptoms that Lucretius associates with love going well are only marginally less dramatic than the symptoms he associates with love going wrong. This suggests a continuum of increasing severity, rather than a real difference between normal and abnormal. I doubt Lucretius had particularly strong views on this issue, and the distinction he makes might appear in his poem only in order to make his joke work.


Lucretius described the lovelorn as fools. Indeed, the tone of his verse is quite contemptuous. He invites us to laugh along with him at their folly. It’s an attitude that many may share. There’s a certain amount of questionable pleasure to be had from watching other people making fools of themselves, but when we mock the lovelorn, we do so either as hypocrites or automatons. Who hasn’t acted foolishly – or at the very least conspicuously out of character – when in love? Only those who renounce society or repress their emotions are immune.


We know almost nothing about Lucretius. Saint Jerome tells us that he committed suicide when he reached his middle years. It is thought that he had been driven mad by a love potion. Perhaps he should have taken lovesickness more seriously.


She was clever, successful and horribly depressed – an opera singer with a very considerable talent. As is often the case with depressed patients, she was also extremely irritable. She told me what sex felt like with her husband: ‘I feel like a blow-up doll,’ she said, forming an ‘O’ with her mouth and stiffening her limbs. Then, suddenly, she looked at me as if she’d only just noticed I was sitting there. Her eyes narrowed. ‘Why do you do this?’ she demanded. My answer was thoughtless and trite. ‘It’s my job … ’ I should have known better and didn’t get the chance to elaborate. She was expecting something more insightful from a psychologist. ‘All this misery and unhappiness,’ she exploded. ‘Day after day – listening to people’s shit – listening to my shit! What kind of person does this for a living?’ Then the fire went out of her eyes and I could see her sinking into a quagmire of self-loathing. She made a feeble, apologetic gesture. ‘It’s okay,’ I said. And I gave her a better answer – although it was still incomplete and a little disingenuous.


Why did I become a psychotherapist?


The saccharine and safe answer is that I wanted to help people. And that would be true. But this is so obvious as to be completely uninformative. A little like asking a fireman why he chose to join the fire brigade only to be given the flat answer, ‘To put out fires.’


For as long as I can remember, I have always been attracted to hinterlands, fringes, twilight places and oddity. As an adolescent I would consume volumes of weird fiction and horror, largely because these genres typically explored the darker recesses of the mind and bizarre behaviour. As I matured, this fascination with oddity (and particularly psychological oddity) became something less prurient and somewhat closer to intellectual curiosity. But it remained, in essence, unchanged.


I’ve worked in many different settings, including in some very large, rambling hospitals. In every instance, when the opportunity arose, I would escape the busy, pristine ‘front of stage’ areas – reception, outpatients, wards – stray off the major thoroughfares and wander around basements, neglected corridors and empty offices. Sometimes I would stroll through eerie, silent places for some time without encountering another soul. On one of my excursions, I found what appeared to be an abandoned operating theatre with a ceiling constructed of glass panels. Much of the glass was broken and autumn leaves were scattered on the tiled floor. In the centre of the space was an antiquated machine with white enamelled surfaces. It was vaguely telescopic, mounted on a wheel-shaped base and festooned with levers. I felt as if I had stepped into a novel by H. G. Wells or Jules Verne. On another occasion, I discovered a room lined with dusty shelves and on each of these were rectangular Perspex containers in which slices of human brain were preserved in formaldehyde. It was a haunting image – like a library of memories. In the grounds of a Victorian asylum I came across a tiny museum that contained a collection of art works by former patients. I was the only visitor. A custodian appeared – a diminutive, alert woman – who immediately demanded to hear my views on the effect of hot weather on homicidal behaviour.


Symptoms must have causes. They can be produced by abnormalities in the brain, neurotransmitter imbalances, repressed memories, or distorted thinking. But symptoms are also the end point of stories. For me, psychotherapy is as much about narrative as it is about science or compassion, perhaps even more so. The awkward truth, which I couldn’t reveal to the depressed opera singer, was that I found the day-to-day misery of psychotherapy tolerable because I liked listening to the stories – especially those that were touched by strangeness and explained the occurrence of unusual or striking clinical presentations. My uneasy conscience is salved, in this respect, by the fact that I stand shoulder to shoulder with some very august company.


The practice of psychotherapy has long been associated with storytelling. Anna O., the very first patient to be treated using a procedure that eventually became psychoanalysis, entered an altered state of consciousness during which she would tell Josef Breuer (Freud’s avuncular patron and collaborator) stories that reminded him of those written by Hans Christian Andersen. These formed an integral part of her treatment and prompted her to describe Breuer’s approach as the ‘talking cure’.


People are living story books. Talking cures open the covers and let the stories out.


The core of this book is a series of true stories about real people, all of whom I saw for psychotherapy because they experienced significant distress attributable to falling in love or being in love. Most of their problems were emotional, sexual, or a combination of the two. Romantic love, as Lucretius suggests, is almost always linked with physical desire. The clinical phenomena I describe (the symptoms, feelings and behaviours) are authentic; however, I have disguised my patients to ensure anonymity.


The very earliest poems were composed in Egypt over three and a half thousand years ago – exquisite love songs that describe the despair of lovers as a malady. Early medical texts also conceptualise falling in love as an ailment. The second-century Greek physician Galen described a married woman who couldn’t sleep and who started acting strangely because she had fallen in love with a dancer. Lovesickness was considered a legitimate diagnosis from classical times to the eighteenth century, but it more or less disappeared in the nineteenth century. Today, the term ‘lovesickness’ is employed as a metaphor rather than a diagnosis.


When love-struck individuals voice their complaints, the best they can usually hope for is a little sympathy and a wry, knowing smile. Teasing and ridicule are also common responses.


But lovesickness is not a trivial matter. Unrequited love is a frequent cause of suicide (particularly among the young) and approximately 10 per cent of all murders are connected with sexual jealousy. Moreover, there is a view that intermittently gains currency within psychiatry and psychology that troubled close relationships are not merely associated with mental illness but are a primary cause.


I have often found myself sitting in front of lovesick patients whose psychological pain and behavioural disturbances were equal in severity to any of the cardinal symptoms of a major psychiatric illness. Such patients are usually embarrassed to disclose their thoughts and feelings, having internalised the prevailing view that lovesickness is transitory, adolescent, inconsequential, or ridiculous. This couldn’t be further from the truth. The emotional and behavioural consequences of falling in love can be enduring and profound. I have seen conventional lives unravel on account of wild passions; I have watched people suffer prolonged agonies because of rejection; I have accompanied individuals to the verge of psychological precipices – dark, fearful places – where I sensed that an infelicitous word or maladroit turn of phrase might be enough to propel them over the edge; I have seen patients listening to the siren call of oblivion, attending to its promises of release and eternal rest, even as I endeavoured, sometimes desperately, to persuade them to step back. I have watched people hollowed out by desire and yearning diminish to a fading iteration of their former selves. On none of these occasions was I ever tempted to offer a wry, knowing smile.


The term ‘incurable romantic’ is more than just an amusing designation – it acknowledges an uncomfortable clinical reality. One of the ardent poets of ancient Egypt tellingly wrote that doctors with their remedies could not heal his heart. He may have been right.


Love is a great leveller. Everyone wants love, everyone falls in love, everyone loses love and everyone knows something of love’s madness; and when love goes wrong, our relative wealth, education and status count for nothing. The jilted lord is just as vulnerable as the jilted bus driver. Virtually all the major theoreticians of psychotherapy, from Freud onwards, agree that love is essential to human happiness.


It is my belief that the problems arising from love – infatuation, jealousy, heartbreak, trauma, inappropriate attachment and addiction, to name but a few – merit serious consideration and that the line which separates normal from abnormal love is frequently blurred. I hope that this view will be supported by the sometimes quite unsettling revelations that follow – unsettling, because ultimately, they demonstrate the presence of deep-rooted and universal vulnerabilities that have been locked into our nervous systems by evolutionary processes. The merest spark of sexual attraction can cause a fire that has the potential to consume us. We all share this dormant propensity, which explains why examples of its full expression in the clinic are so arresting and alarming. They give us good reason to reflect on our own intimate histories and forewarn us of dangers that may lie ahead.


Psychotherapy is a notoriously divided discipline. There are many different schools of thought (e.g. psychoanalytic, gestalt, rational-emotive) and each of these schools is represented by figureheads whose particular approach – while preserving a circumscribed set of basic values and principles – diverges from the mainstream. These departures from orthodoxy range from minor modifications of theory to major doctrinal revisions. The history of psychotherapy is one of internecine strife, schisms, secession and intellectual hostility. One can imagine it represented on a page as a complex tree diagram composed of several trunks and each of these trunks producing numerous branches and offshoots. This process of growth and repeated bifurcation has taken place over a period of just over a hundred years and continues to this day.


It is customary for a book of this kind to reflect the theoretical orientation of the author. Typically, symptoms are interpreted and understood within the context of the author’s favoured unitary approach. I have always found allegiance to a single school of psychotherapy unnecessarily limiting as I believe that even the most peripheral innovators in the history of the subject have had something significant or useful to say about the origin, maintenance and cure of symptoms. Thus, the clinical descriptions in this book are presented with commentaries that borrow from many different perspectives.


While psychotherapists have been engaged in their various disputes with each other, they have also been participating – as a more unified group – in a much bigger, ongoing dispute with biological psychiatrists concerning the ultimate origin of mental illness. Biological psychiatry is based on the assumption that all mental illnesses are caused by structural or chemical abnormalities in the brain. A corollary of this assumption is that biology, being a more fundamental science, trumps psychology. The relative status afforded to biological and psychological accounts of mental illness frequently polarises views, and opponents from both camps are usually committed and vociferous. Once again, I find this debate – in its extreme form – rather sterile.


Even if one supposes that all mental states can be mapped onto brain states, this doesn’t mean psychology is invalidated, in the same way that biology isn’t invalidated by chemistry, and likewise, chemistry isn’t invalidated by physics. Almost everything in the universe can be described in different ways and at different levels, and the mental life of humans is no exception. Multiple perspectives are illuminating and give a more complete and satisfying account of phenomena. Consequently, my case commentaries also include references to biological psychiatry and brain sciences.


He was nineteen, a philosophy student with unwashed hair and an unconvincing beard. The dark crescents under his eyes suggested sleepless nights and his clothes exuded the smell of cigarettes. He had been rejected by his girlfriend and he was exhibiting many of the symptoms of lovesickness described by poets through the ages. His distress and anger seemed to come off his body in rising waves.


‘I don’t understand how it happened. I just don’t understand. ’ I noticed his foot tapping impatiently. ‘Can you give me any answers?’ His emphasis converted an innocent question into a challenge that also carried with it a subtle slur, the imputation of impotence.


‘That rather depends on your questions,’ I replied.


His pale cheeks acquired some colour. ‘What’s it all about? I mean … life, love. What’s it all about?’


Love and life are often linked together because it is almost impossible to think about life without love. In a very real sense, when we ask questions about the nature of love we are also asking very deep questions about what it is to be human and how to live.


My young patient threw his arms out and kept them suspended in the air: ‘Well?’




Chapter 1


The Barristers’ Clerk:
Love that accepts no denial


We were seated on two high-backed armchairs, facing each other across a small table. Within easy reach was the indispensable tool of the professional psychotherapist, a box of tissues – perhaps the most underwhelming of all occupational accessories. I’ve spent many, many hours of my life watching people cry.


Megan was a woman in her mid-forties, conservatively dressed, with soft, rounded features. Her hair was dark brown and styled in a neat bob – the straight sides curled inwards under her chin. She had a kind face. In repose, her features retained the suggestion of a deferential, self-conscious smile. The hem of her skirt descended some way below her knees and her shoes were of the sensible variety. An uncharitable person might have described her as dowdy.


Her GP had sent me a referral letter summarising the key facts of her case. Referral letters (typically dictated onto a recording device and later transcribed by a secretary) are neutral in tone. The short, clipped sentences tend to stifle drama: name, age, address, circumstances. Yet, Megan’s history had retained its theatrical heat. The GP’s bullet-point delivery had failed to refrigerate the essential elements of a tragic love story: emotional extremity, reckless abandon, passion and desire.


Before Megan stepped into my consulting room I’d studied the referral letter and, naturally, wondered what she would look like. My brain was quick to cast a suitable romantic heroine. I had imagined someone lean, tall, with wild hair and haunted eyes. I have to admit I was a little disappointed when Megan walked in.


At some level all clichés are true and appearances can be very deceptive. We rarely see each other when we first meet. It takes a lot of looking to see who is really there. At that early juncture, I could see only a barristers’ clerk. In reality, the creature sitting in front of me was far more exotic, but I couldn’t see past the obstruction of my own prejudices.


After a few introductory remarks, I explained that I had read her doctor’s referral letter. Nevertheless, I still wanted to hear her version of events.


‘It’s difficult,’ she said.


‘Yes,’ I agreed. ‘I’m sure it is.’


‘I can tell you things,’ she continued. ‘I can tell you what happened – but it’s so difficult to express how it feels.’


‘There’s no rush,’ I replied. ‘Just take your time.’


Other than a few episodes of mild depression, Megan had never suffered from any significant psychological problems. ‘My depression was never very serious,’ she said. ‘I mean, not like some people I know. I just used to get a bit moody, that’s all. And after a few weeks my mood would lift and I’d feel okay again.’


‘Did you identify any triggers?’


‘The barristers I work for can be demanding. Perhaps it was stress.’


I nodded sympathetically and made a few notes.


Megan had been married for twenty years. Her husband, Philip, was an accountant and they had always been happy together. ‘We don’t have any children,’ she volunteered. ‘It isn’t that we made a decision not to have children – it was just never the right time. We kept putting it off until eventually it didn’t seem an issue any more. Sometimes I wonder what it would have been like, to have had children, to be a mum, but I can’t say it’s one of life’s big regrets. I don’t think I’ve missed out. And I’m sure Phil feels the same way.’


Two years earlier Megan had had to consult a dentist who specialised in complicated extractions.


‘Can you remember meeting him for the first time?’


‘Daman?’ Her use of the dentist’s given name was a little unusual. It needn’t have been significant, but in this instance it was.


‘Mr Verma.’ I wasn’t correcting her, merely confirming that we were talking about the same person.


She looked at me quizzically and I made a small gesture, encouraging her to continue. ‘He examined me – told me that I should have the tooth removed – and I went home.’


‘Did you find him attractive, did you feel anything?’


‘I thought he was quite handsome. He had a pleasant manner. But … ’ She shook her head. ‘I don’t know. You see, this is why it’s so difficult. These things are so hard to describe. Perhaps I felt something – right at the beginning. Yes. I probably did. I just wasn’t sure what was happening. I was confused.’


I detected a note of distress in her voice. ‘It’s okay … ’


Daman Verma performed the operation. There were no problems and everything went to plan. When the general anaesthetic wore off and Megan woke up, she felt different. ‘I was aware of people moving around me – the two nurses … There were sounds, voices. I opened my eyes and looked up at a light on the ceiling and I remember thinking: I’ve got to see him. I wasn’t frightened or worried. I didn’t want to know how the operation had gone. All that I wanted was to see him.’


‘Why?’


‘I just … had this need. It felt – I don’t know – necessary.’


‘Did you want to say something to him?’


‘No. I just wanted to see him.’


‘Yes, but why?’ I pressed her for a more precise answer but she was either unwilling or unable to give me one.


The dentist was called and he came to the recovery room. He held Megan’s hand and probably said some words of reassurance. She couldn’t remember, because she wasn’t really listening. She had become entirely absorbed by his face, which struck her as being unnaturally beautiful, a face that in her view expressed the prime virtues of masculinity – strength, competence, accomplishment – and she discovered in his eyes something quite extraordinary, something that was so unexpected that it almost made her gasp: mutuality, reciprocation. He wanted her as much as she wanted him. It was obvious. Why hadn’t she seen it before? When he tried to move away she gripped his hand a little tighter. He looked embarrassed. Of course, he would be embarrassed. He couldn’t show his feelings, not there, not in front of the nurses. How could he make a declaration of love in the recovery room? He had his reputation to consider, he was a professional. She was mildly amused by his play-acting, his clumsy attempts to conceal the truth. She released his fingers, knowing, with absolute certainty, that the love they felt for each other was so strong, so utterly overwhelming, that they would spend the rest of their lives together and very likely die together.


A princess wakes from a deep, enchanted sleep and gazes into the eyes of her Prince Charming. This scene appears in Little Briar Rose by the Brothers Grimm, but the Brothers Grimm were preceded over a hundred years earlier by Charles Perrault, who wrote The Sleeping Beauty.


Is it possible to fall so deeply in love, so quickly? Or is that something that happens only in fairy stories? Judgements concerning attractiveness are made in a matter of milliseconds, and, if they are positive, they are followed by congruent inferences. We assume that beautiful people are more likeable, friendly and interesting. It’s a well-documented phenomenon that psychologists call the Halo Effect. Megan, however, had experienced something much more profound. It seems improbable that strangers can form an instant, meaningful and enduring bond. How can it possibly work out? The parties don’t know each other. Yet, a high proportion of the general population claim to have experienced love at first sight, and many love-struck couples stay together. Some psychologists have suggested that instant attraction confers certain evolutionary advantages. For example, it hastens sexual contact so fewer opportunities for reproduction are wasted. This increases the probability of genes being transferred to the next generation, which is good for the individual (or at least their genes) and ultimately good for the species. Proneness to falling in love at first sight might be a very fundamental biological predisposition.


The fact that Megan started falling in love with Verma the instant she met him might not be so very remarkable; however, her insistence that her feelings were reciprocated was something quite different, as was her certainty. People often talk about being on the same wavelength and knowing each other’s minds, but few would say that they have certain knowledge of someone else’s thoughts and feelings, especially after such a short acquaintance.


‘How did you know that Daman Verma had fallen in love with you?’


‘I just knew.’


‘Yes, but how?’


‘I just knew.’


The repetition of this single phrase created a conversational stockade. I paused to consider how I might best negotiate the impasse. From Freud’s time to the present, psychotherapists have made much use of a technique known as Socratic questioning. It is used to challenge assumptions and help patients think more critically. Socratic questioning tends to work best when it isn’t interrogative, but gentle and oblique. The approach is consistent with a nugget of oriental wisdom that advises: ‘Flow around obstacles, don’t confront them.’


‘Why is it,’ I asked, ‘that we believe some things and not others?’


Megan squinted at me as if I’d suddenly gone out of focus. ‘Because we have reasons … ’


‘So what were your reasons; your reasons for believing that Daman Verma had fallen in love with you?’


‘It’s not something you can analyse.’


‘Perhaps you’re right. But I’d still like to talk about this for a while. Just to see if we can learn anything?’


Megan remained silent. Sometimes – during therapy – a silence descends that seems to arrest the passage of time. Everything becomes still. So still, in fact, that even asking a question seems clumsy and coercive. I changed position. This simple expedient broke the spell and time began to flow again.


‘I could see it in his eyes.’


‘What could you see?’


‘His need. You can see things in people’s eyes, can’t you?’ Defensiveness had made her voice brittle.


‘We interpret expressions all the time. But do we really know what someone’s thinking just from how they look?’


‘Not always.’


‘You were Daman Verma’s patient and you’d asked to see him. Is it possible that you misinterpreted his expression? That what you saw was actually something closer to caring or concern?’


‘What I saw was more meaningful. They say there’s a look – you know? – the look of love … ’


People do indeed talk about the look of love. What they are actually referring to is something that scientists call the copulatory gaze: the eyes lock for several seconds before one party looks away. It occurs when prospective lovers first encounter each other and this intense, probing stare usually signals sexual interest. Apes do much the same thing.


‘You’re certain.’


‘Yes.’


‘There aren’t any alternative explanations?’


‘No, not really … ’


‘It was in his eyes.’


‘I know what I saw.’ She raised her hands, showed me her palms and gave me an apologetic smile. What was she supposed to say?


In reality, there had been nothing exceptional in Verma’s eyes. Not even the faintest glimmer of desire. Megan was just another patient. He was a busy dentist with several affiliations and a large private practice. As far as he was concerned, they had met, he had operated on her and now they would part company. When he left the recovery room, he might have reasonably supposed that, apart from a few follow-up appointments, he would never see her again. But if he did think that, his supposition would, in the fullness of time, be proved wrong. Very wrong.


‘I couldn’t stop thinking about him. And I could sense him thinking about me.’


‘What do you mean? Sense … ’


Megan ignored my question. ‘It was so unfair. We both wanted to be together, but he couldn’t work out how to deal with his situation.’


‘If he’d really wanted to be with you, wouldn’t he have left his wife?’


‘No. He’s a kind person – a really kind person. He didn’t want to hurt her feelings.’


‘Did he ever say that to you?’


‘He didn’t need to.’ She looked at me with a weary expression. It was obvious that she didn’t want to justify herself again. Even Socratic questioning gets tiresome.


After her operation, Megan obsessed about Verma day and night. Her sleep was disturbed and when she returned to work she couldn’t concentrate. She yearned to be near him.


‘Was the attraction sexual?’


‘No,’ she protested. Then she sighed. ‘Well, yes. That was part of it. But it was only a small part. It’s misleading – sex. I mean, if it had been possible for us to be together, and the physical side hadn’t happened, that wouldn’t have mattered. Not really. We’d have still wanted each other.’


Her husband had noticed that her mood was deteriorating. There was no obvious cause. He tried talking to her, but she was distant and withdrawn.


Weeks passed.


Megan’s desire to contact Verma mounted day by day. Separation was becoming intolerable, a kind of torment. She found the courage to telephone him. ‘It was an awkward conversation. I gave him a chance to tell me how he felt but he was obviously scared. The experience had been too overwhelming for him.’


‘What did you talk about?’


‘At first we talked about my recovery – how it was going. Eventually I had to say something more direct. I suggested that we meet up for a coffee, to discuss what we were going to do. Temple isn’t that far from Harley Street. I said I’d get a cab.’


‘And how did he respond?’


‘He pretended he didn’t understand. I persevered, but he was evasive. He made some excuse and hung up.’


‘He was frightened by his own feelings and had to end the call.’


‘Exactly … ’


‘Is that the only interpretation?’


She shrugged.


Megan wasn’t discouraged. She phoned Verma repeatedly, sometimes several times a day. The dental secretaries became frosty and asked her to stop. After conducting a little detective work she was able to obtain his home number. When his wife, Angee, picked up the phone, Megan did her best to explain the situation as sympathetically as she could – because that’s what Daman would have wanted – but the dentist’s wife became irritable.


‘She told me to get help.’


‘What did you think of that?’


‘I was expecting it.’


‘So you could see how your behaviour might have looked to others?’


‘Mad, you mean?’


‘I didn’t say that.’ I was being disingenuous. That’s exactly what I meant.


‘Yes,’ she nodded. ‘I could see … ’


‘Didn’t that make you pause to reflect – reconsider what you were doing?’


‘It wasn’t important to me what other people thought.’


‘What about now? Does it matter now?’


We stared at each other across the small table.


Megan wrote letters to Verma every day; long, detailed letters suggesting solutions, begging him to recognise that their love could not be disowned or denied. He would never be happy unless he accepted the truth. What was the point of pretending otherwise? He wasn’t to blame, neither of them was to blame, how could they be? Something remarkable had happened, something wonderful and miraculous, and there was no going back. They had to be brave and embrace their future together. Their lives would never be the same. And if they attempted to live apart they would live as shadows, wretched and incomplete. And it wasn’t only their future at stake. They had to think about their spouses’ futures too. It was wrong to deceive Philip and Angee, to perpetuate a lie. They were good people and deserved more than a sham marriage.


‘I waited outside his practice. I waited for hours. And when he came out I ran over to him.’


She paused and bit her lower lip.


‘What happened?’


‘He didn’t want to talk. I told him I understood, that it was all happening so fast that maybe he needed more time. But in the end I said to him you’re going to have to accept that this is real.’


Verma contacted Megan’s GP, who contacted Megan’s husband later the same day.


‘What did Philip say when he found out what you were doing?’


Megan looked at the ceiling and placed her fingers over her mouth. Her speech was muffled but still intelligible: ‘He wasn’t very happy.’


What was wrong with Megan? Before meeting Daman Verma, her life had been fairly routine – a steady job, holidays and hobbies, the company of her husband. All that had suddenly changed.


Megan was suffering from a rare but well-documented mental illness called de Clérambault’s syndrome, which was first described in detail by the French psychiatrist Gaëten de Clérambault in 1921. Typically, the affected individual, usually a woman, falls in love with a man (with whom she has had little or no prior contact) and comes to believe that he is also passionately in love with her. In many instances, the sufferer alleges that it was the man who fell in love first. This perception arises in the absence of any actual stimulus or encouragement. The man – sometimes also referred to as the victim or object – is often older, of higher social status, or a celebrity. His inaccessibility may act as a spur. A hapless and unwelcome pursuit follows which is experienced by the victim as extreme harassment. Men can also develop de Clérambault’s syndrome, although women are much more vulnerable. The exact ratio isn’t known, but it is thought to be about three to one.


De Clérambault’s syndrome (or something very much like it) has been described for centuries and one can find similar cases in works dating back to classical times. So, when he wrote about it in 1921, de Clérambault was not breaking new ground as such, but merely revisiting a condition that had previously been called erotomania. Still, it was his name that became most strongly associated with what is undoubtedly the sovereign affliction among the maladies of love – particularly so in the latter half of the twentieth century. Perhaps this is because his description was more comprehensive, insofar as he emphasised emotional as well as sexual aspects of the condition. In the eighteenth century, for example, erotomaniacs were defined as ‘Those who engage in the furious pursuit of vagrant or illicit lust’.


Today, the terms de Clérambault’s syndrome and erotomania are used interchangeably. At one point, the condition attracted the somewhat insensitive appellation ‘old maid’s insanity’. In modern diagnostic systems, it has become Delusional Disorder: Erotomanic Type. Even so, de Clérambault continues to haunt the marginalia of psychiatry and many continue to use ‘de Clérambault’s syndrome’ instead of the more correct contemporary alternative, probably because it sounds more pleasing and carries a suggestion of drama. It recalls an exciting period in the past when the mind was a dark continent and largely unexplored.


De Clérambault’s most famous case was a 53-year-old French dressmaker who believed that King George V was in love with her. She visited England several times in order to pursue him and waited outside Buckingham Palace. When she saw a curtain move she concluded that the King was sending her signals. The fact that the King wasn’t very forthcoming didn’t alter the dressmaker’s belief. She concluded that he was in a state of denial: ‘The King might hate me, but he can never forget. I could never be indifferent to him, nor he to me.’


The dressmaker also suffered from a secondary illness, paranoid psychosis. She believed, for example, that the King sometimes meddled in her affairs. De Clérambault’s syndrome is frequently associated with conditions such as schizophrenia or bipolar disorder. What made Megan so interesting was her ordinariness. There was nothing about her life, character or history which offered the slightest indication of what was to follow. She was proof that, as far as mental health is concerned, we all walk a tight-rope and it really doesn’t take very much to make us lose balance and fall.


In addition to being awarded medals for distinguished service in the First World War, de Clérambault was also fêted as a significant artist. Some of his paintings are exhibited in French museums. His most original work is a series of photographic studies of women dressed in veils. While assigned to a military hospital in North Africa he discovered traditional Moroccan garments and became fascinated by drapery as an artistic subject. A traditional Freudian would find the symbolic implications of such an interest telling: concealment, temptation, unwrapping and the promise of revelation. They are strange, uncanny images, vaguely reminiscent of Victorian spirit photography and largely overlooked by cultural historians until only recently.


In 1934, after two unsuccessful cataract operations, de Clérambault sat in front of a mirror and shot himself with his old service revolver. His camera was focused on his own reflection.


He had composed a suicide note in which he endeavoured to explain his behaviour. It had been suggested that a painting he wished to bequeath to the Louvre had been fraudulently acquired in a sale. He had been dishonoured and an episode of melancholia followed. In reality, the prospect of going blind was probably the most significant factor. For years he had studied people from two simultaneous perspectives – with the eyes of an artist and a psychiatrist. He would have registered every swathe, fold and wrinkle of the social fabric and been able to determine what lay beneath. Life without such acute powers of perception wasn’t worth living. He must have been looking closely at himself when he pulled the trigger. I wonder what he saw.


‘How did Philip react?’


‘He was upset. But he didn’t say nasty things – he didn’t accuse me of betraying him. We talked and I tried to explain, but he didn’t understand. Not truly. He told me he loved me – and said he’d always be there for me. It was sad.’


‘Because you didn’t love him any more … ’


Megan looked at me aghast: ‘No, no. I’ve always loved Phil. It’s just what I feel for Daman … ’ Her sentence trailed off and she looked around the room as if she’d lost something. Then her features hardened around a direct, unnerving stare. ‘It’s something else – something higher.’


‘More spiritual?’


‘I don’t know, maybe. I’m not sure where I stand where God’s concerned. But I do know it feels different to loving Phil, stronger, deeper – like something that was meant to be.’


‘Fated?’


‘Yes. That’s the word. Fated … ’


Megan was taken by her husband to see a psychiatrist who decided to put her on Pimozide, an anti-psychotic drug that reduces delusional thinking. It works by blocking dopamine receptors in the brain. The action of the neurotransmitter dopamine has been associated with numerous aspects of behaviour, everything from remembering to vomiting, but there is also a large body of evidence showing that it mediates pleasure and pleasure-seeking. Not surprisingly, it is thought to have an important role in the development of addictions. The dopaminergic circuitry of the brain has also been implicated in biological accounts of what we call romantic love.


Megan took her medication as instructed, even though she wasn’t convinced that her love for Verma was, as the psychiatrist had suggested, the symptom of an illness. The drug had no effect. She felt just the same. The dose was subsequently increased – and still there was no effect. In fact, Megan’s longing seemed to be getting more intense. She waited outside the dentist’s practice with increasing frequency. Sometimes he would see her and send his secretary out with a message: go home. Megan didn’t argue. What was the point? She smiled, nodded and made her way back to the tube station. It didn’t matter, not in the grand scheme of things, because ultimately, her patience would be rewarded. On many occasions she escaped Verma’s notice by hiding in a doorway or standing behind a parked van. Then her vigils might last all day. During the winter months, even when the temperature plummeted, she was warmed by the simple fact of Verma’s proximity.


One late afternoon – around five o’ clock – she observed him leaving his practice and followed him home. She stood beneath a lamp-post, opposite his front door, picturing him inside. When she was discovered by his wife, Angee, who just happened to look out of an upstairs window, Verma stormed out of his house and confronted Megan. He was angry and threatened to call the police. Megan found his performance inauthentic: ‘He was pretending, for his wife’s sake. Really, in his heart, he wanted me to be there.’ Megan didn’t put up any resistance. Whenever she was ordered to go home, she did so, but by this time her behaviour was making everyone – particularly Angee – nervous. The Vermas had two children, a boy aged eight and a girl aged ten, and Angee was worried about their safety. To his enormous credit, Daman Verma never called the police. He recognised that Megan was ill and acted accordingly. His wife, however, was less understanding.


‘I know I caused him problems,’ said Megan. ‘And I’m really sorry about that. I wasn’t trying to break up his marriage – because in a sense it was already over. I just wanted things to move on.’


In Ian McEwan’s novel Enduring Love, the protagonist’s relationship begins to fail when he is stalked by a de Clérambault sufferer. This is exactly what happened to Angee and Daman Verma. Neither of them could cope with the stress. They began to have arguments about what measures should be taken to stop Megan. In due course, Verma opted for a radical solution. He applied for a job in Dubai. The move wasn’t entirely provoked by Megan. It was something that the Vermas had discussed before; however, Megan’s harassment certainly made the decision easier. Daman Verma had recognised that Megan’s fierce, pathological love would never die. Ironically, what we call true love is nowhere near as durable as its pathological variant. Only by interposing a substantial distance between himself and Megan did Verma stand a chance of resuming a normal existence.
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