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      Jeffrey Masson is a trouble maker. Every one of his books has been written to create trouble.

      Masson was a Sanskrit scholar before becoming a psychoanalyst, and his first book, The Oceanic Feeling: The Origins of Religious Sentiment in Ancient India, set out to show that there are no gurus, that is, people so perceptive and wise that they can be trusted totally and implicitly. As Projects Director of the Freud Archives he edited and translated The Complete Letters of Sigmund Freud to Wilhelm Fliess, 1887–1904 (not actually published until after his next book). The work he did on this correspondence laid the basis for his attack on Freud and the cornerstone of psychoanalytic theory, the Oedipal complex. In his second book, The Assault on Truth: Freud’s Suppression of the Seduction Theory, he launched this attack, aiming to show that Freud, unable to confront any longer the real and terrible traumas which his clients as children had suffered, came to regard their stories as fantasies motivated by childish sexual desires. Although at the same time as Masson the psychoanalyst Alice Miller was writing about how the real sufferings of children affected them for life, and a host of women were speaking and writing about their experiences of incest, the psychoanalytic community rejected Masson and his work totally. After all, if you pull the cornerstone out, the whole building might come tumbling down.

      A traitor to his profession, Masson now became a traitor to his sex. His next book, A Dark Science: Women, Sexuality and Psychiatry in the Nineteenth Century, took the side of women against the men who claimed to help them and from whose work came the medical model of mental illness and psychiatry as we know it today. Not content with that, Masson has now moved on to attack the whole philosophy and practice of psychotherapy.

      Psychotherapy, like television and credit cards, is big business in the USA. British people who comment scathingly on the way each American is supposed to consult a psychoanalyst daily may not realize that psychotherapy is big business here in the UK. This is not so much in the private sector of health care, though the number of psychotherapists in private practice is burgeoning, but in the National Health Service and amongst voluntary mental health care organizations. Psychiatrists do psychotherapy, so do psychologists, nurses, social workers and occupational therapists. If people feel that “psychotherapy” is too pretentious a word to apply to what they do, they describe what they do as counselling, and so we have student counsellors, marriage guidance counsellors, Samaritan counsellors, co-counsellors, bereavement counsellors, alcohol counsellors, drug counsellors, tranquillizer counsellors, clergy counsellors, policewomen counsellors, counsellors at day centres and drop-in centres, counsellors on radio and television. More recently, many of these psychotherapists and counsellors have turned into experts. Though sexual abuse of children has only recently come to be seen as a prevalent and serious problem, there are now dozens of counsellors and psychotherapists who are experts on sexual abuse, just as there are counsellors and psychotherapists who are experts on disasters like the sinking of the P & O car ferry off Zeebrugge and the underground fire at King’s Cross Station. Indeed, there are so many counsellors and psychotherapists that I sometimes wonder if we are going to run out of people who want to be counselled. That would never do, for I am one of the people in the psychotherapy/counselling business.

      There was not always a plethora of psychotherapists. When I first came to England from Australia in 1968 I went to work at a university psychiatric clinic where the professor and the other consultant psychiatrists were devotees of the medical model of mental illness. Freud was discussed only to be dismissed as unscientific and implausible. There the psychologist’s role was to administer tests, the psychiatrist’s role to diagnose mental illness, prescribe drugs, and to supervise the administration of ECT (electro-convulsive therapy) and the occasional pre-frontal lobotomy (making some incisions in a patient’s brain).

      All this came as a surprise to me. Back in Sydney, Freud and psychoanalysis occupied a major part of the training of clinical psychologists and of some psychiatrists, particularly child psychiatrists. Amongst my colleagues in Sydney there was general agreement that people found it easiest to talk about themselves in an egalitarian setting, and that traumas and disappointments create fear and despair. It was strange to find myself among men who maintained their prestige in a strict hierarchy in which, on the lowest rung, the patients had no hope of advancement, and who believed that despair and fear are occasioned not by the terrors of this world but by an aberrant metabolism or gene.

      However, they were tolerant men. They saw no reason why I should not spend time talking to patients, and they even endured my reports containing all kinds of specious nonsense derived from the Rorschach Test (where patients give their interpretations of a set of inkblots). “Endured” is the right word, for in the way that Christian missionaries feared the “witchdoctor,” they feared that through these inkblots I might psychoanalyse them and thus know their innermost secrets. They were relieved when my interest in the Rorschach waned and instead I entered case conferences armed with sheaves of computer paper. I had discovered that if I asked, say, Mrs. Smith her opinion of herself and her relatives, her answer would have no value or interest to the people at the case conference, but if I organized my questions and Mrs. Smith’s answers into numbers (e.g. “Out of a scale of 7, where 7 is the most and 1 is the least, how much do you get angry with your husband?” “7.”), and got my friend Patrick Slater to put these numbers through his computer, then Mrs. Smith’s replies, in the form of computer-printed numbers, took on an impressive degree of truth and significance.

      Today, in that same psychiatric clinic, repertory grids, as these computer numbers were called, are quite passé. As in all psychiatric hospitals in the UK, the drugs and the ECT still remain, but there is as well a plethora of therapies—individual therapy, group therapy, family therapy, art therapy, and so on. Instead of interviewing the patient from behind an impressive desk, the consultant and patient, at touching distance, relax in comfortable armchairs. Forgotten are the days when a young psychiatric senior registrar and I attempted to introduce discussion groups for patients, something which the nurses and older psychiatrists welcomed as readily as the printers on our national newspapers welcomed computers. However, progress is inevitable. Group therapy is as common now in psychiatric hospitals as computers are at The Times. Not that group therapy meant that psychiatrists and nurses lost their jobs, as some printers did. In all psychiatric hospitals the patients can still be seen sitting disconsolately and silently in the day room. Group therapy has not proved as effective as we thought it would be.

      Perhaps the reason that group therapy, individual therapy, family therapy, behaviour therapy, and all the other therapies have not been so effective is because, in effect, nothing has changed. In the bad old days patients were ordered to take the drugs their psychiatrist had prescribed, and so patients worked out all kinds of ways of not taking their drugs—dropping them down sinks, behind radiators, trading them for cigarettes from drug addicts, slipping them to someone saving up for a suicide. Now patients are ordered to go to group therapy, so ways have to be found for not going, or, if attending, of saying enough not to be punished for being uncommunicative, but not so much that what you say can be used against you, either in the group or, when reported to the consultant, in the case conference. Patients are still being locked up alone in a cell. It used to be called “seclusion,” and now it is called “time out,” but, whatever it is called, it is unpleasant.

      Plus ca change, plus c’est la mime chose. Nothing has changed, because the function of psychiatry has remained the same. Psychiatry is not concerned with cure. After all, if mental illness is inherited, no cure is possible. Thus psychiatrists talk not of curing patients, but of “managing” them. Psychiatry is concerned with power, the power of individual psychiatrists and the power of the State.

      When the medical model of mental illness reigned supreme, the aim of psychiatry could be clearly seen and accepted as the maintenance of the status quo. Mad people who threatened the status quo were confined and subdued. People who failed to accept or to fulfil the roles that society decreed for them—a docile wife and mother, a hard-working man, an obedient child—could, by the judicious application of drugs and ECT, be restored to the required role or else locked away from society’s sight. When psychotherapy loomed on the horizon of British psychiatry, British psychiatrists felt threatened. Psychotherapy can (but does not always) offer patients a choice.

      The harbingers of psychotherapy in Britain in the early seventies were chiefly clinical psychologists. These were a heterogeneous bunch, in the psychiatrists’ eyes, undisciplined, unreliable and untidy. The aim of the different kinds of psychotherapy these psychologists practised was to encourage their patients to enjoy life and make their own decisions. It was no wonder that psychiatrists preferred the psychologists who espoused behaviour therapy, a technique well fitted for promoting obedience and conformity.

      At first the Royal College of Psychiatrists treated psychotherapists in the same way as they treat all charlatans and parvenus—by scorning and ignoring them. Gradually it dawned on the Royal College that the clinical psychologists in the NHS were gaining power and prestige because they were doing all sorts of putatively curative things which psychiatrists could not do. So, following the old principle of “If you can’t beat ’em, join ’em,” many psychiatrists became psychotherapists.

      Of course, many psychiatrists chose to study psychotherapy because they were wise and caring people and because they could see that the unquestioning application of the medical model of mental illness to the multifarious problems of life creates more problems than it solves. However, a medical education trains people to think in a particular way, and so, when psychiatrists turned to psychotherapy, their way of thinking went with them.

      A medical education is an education in problem-solving: take an amorphous situation; structure it into a problem; and solve the problem. This is clear, black-and-white thinking, sensible, rational, down to earth, whereas psychotherapy requires a great deal of woolly thinking and the capacity to hold several points of view at one and the same time. Another problem is that psychotherapists write books, on and on, endlessly, and if you want to be a psychotherapist you have to read an awful (and I mean awful) lot of this stuff. If, at university, you have majored in English Literature or History, Psychology or Sociology, you have learned how to read fast and skip the dull bits, but if your subject is medicine you have learned to read as a scientist should, slowly and carefully.

      Many psychiatrists who say they do psychotherapy have decided against actually studying psychotherapy and reading all that stuff. Instead, they have noted that psychotherapists talk to patients and that—to these psychiatrists—is all that psychotherapy is. So they talk to their patients. They ask questions, give advice, tell stories, spend, good heavens, up to ten or twenty minutes with their patients instead of the usual five. Sometimes the patient finds this talk reassuring (if nobody in your life takes any notice of you, ten minutes’ conversation can seem wonderful), sometimes the stories are entertaining and the advice helpful, but often such so-called psychotherapy is in the same authoritarian, patient-humiliating mode that has become the tradition in psychiatry. I read Masson’s chapter on the pre-history of psychotherapy with horror, not just for what happened then to those women, but for the patients, men and women, I have seen suffer in the same way. What is so appalling about cruelty (and why I write about it so much) is that we find it very hard to see the cruelty which is right before our eyes. Nurses and administrators who would be horrified by a television picture of soldiers beating a defenceless civilian see nothing cruel in a psychiatrist humiliating and punishing a patient, as happens every day in case conferences. Not for nothing did Goffman in his study of asylums call case conferences “degradation ceremonies.”

      By the end of the seventies a number of psychiatrists had realized that not only should they recognize the existence of psychotherapy but that it was imperative they should claim it as their own. Not only did the Royal College recognize that studying psychotherapy was a valid choice of speciality for a psychiatrist (as against specializing in, say, forensic psychiatry or mental handicap), but it created a new consultant post. Consultant Psychotherapist. Thus the psychiatrists crowned themselves Emperors of Psychotherapy. “Lay” people might call themselves psychotherapists, but only a psychiatrist could be a Consultant Psychotherapist.

      A Consultant Psychotherapist is a psychiatrist who, during or following his traditional training first in medicine and then in psychiatry, has undergone some training in one or more of the different kinds of psychotherapy. For some such psychiatrists studying psychotherapy dissolves those habits of mind and behavior which their medical and pyschiatric training had created.

      No longer are they special people with authority, knowledge and prestige to command and control. They are now ordinary people, warm, caring, prone to doubt and ignorance, letting others speak before them, treating patients as fellow human beings, eschewing expensive dark suits for something idiosyncratic and comfortable, feeling undemeaned by making coffee, playing with child patients, being indistinguishable from the nurses, social workers and psychologists they work with, inspiring affection and never fear. They are a shame and a disgrace to their profession, and, worse still, this does not worry them.

      Fortunately, there are psychiatrists who, in becoming psychotherapists, have not rejected the basic principle of psychiatry: power. They have recognized that psychotherapy can be used most effectively in the pursuit of power.

      Just how psychotherapy can be used to manipulate, control and humiliate people is the theme of this book. As Masson notes, out of psychoanalysis came a form of psychotherapy called “dynamic psychotherapy.” There are strict rules about how dynamic psychotherapy should be done, and those therapists who trained in dynamic psychotherapy and then failed to keep the rules are renegades and unbelievers.

      In dynamic psychotherapy there is a hierarchy, just as there is in psychiatry. The psychotherapist is superior, the patient inferior. The psychotherapist, by virtue of his knowledge, training and special insight has access to truths above and beyond the capacity of the patients. The psychotherapist’s truths have a higher truth value than the patient’s truths. The psychotherapist interprets the patient’s truths and tells him what they really mean.

      The demonstration of the psychotherapist’s superiority uses the same techniques employed in religion and royalty. The psychotherapist, like the priest and monarch, can choose to approach the patient, but the patient cannot approach the psychotherapist without being bidden. The psychotherapist, like the priest and monarch, can question the patient on any topic, but the patient cannot question the pyschotherapist. The psychotherapist, like the priest and monarch, has a ritual to mark his separate-ness from the patient. The psychotherapist, like the priest and the monarch, decides how much time the patient can spend in his presence.

      Part of the ritual concerns how the patient enters the presence of the psychotherapist. The psychotherapist approaches the patient, gives a formal greeting, and invites the patient to his office, leading the way in silence. Passing the time of day on the journey from the waiting room to the office is considered, in the theory of dynamic psychotherapy, as the psychotherapist trying to gain the patient’s affection. Not trying to gain the patient’s affection is one way of maintaining distance, and distance is essential for power. Once in the psychotherapist’s office the psychotherapist invites the patient to sit and to talk. In the psychoanalytic tradition, the psychotherapist is silent except when interpreting what the patient has said. Everything that the patient says is taken, not as a statement of the patient’s truth, but as a projection of the patient’s fantasy. Thus, as Masson shows in his chapter on Dora and Freud, did Freud turn aside Dora’s observation that he, like Herr K., had deceived her. Though Freud professed an interest in Dora’s truth, he was actually concerned with proving his theory. This is how the psychotherapist can refuse to accept responsibility for his own actions and can push responsibility and blame on to the patient. “You have misperceived reality,” the psychotherapist says to the patient. “You must try harder. If you don’t get better, it is your fault.”

      A friend of mine, John, underwent a course of dynamic psychotherapy. His psychotherapist’s office was four flights up from the waiting area at the foot of the stairs. He told me, “She could have just leaned over the banisters and called, ‘Oi, come on up,’ but she never did. She always came all the way down and then led me all the way up in total silence.”

      Silence was something John found hard to bear. It made him feel frightened and helpless, the very feelings which undermine our self-confidence. All authoritarian systems instil obedience, conformity and acceptance of the authority’s version of the truth by undermining the self-confidence of their recruits, novices, pupils, children, patients. The less self-confident the patient is, the more likely he will accept without question what the psychotherapist says.

      John felt his self-confidence to be quite thoroughly undermined, and was relieved when his psychotherapist told him that the course of psychotherapy would be coming to an end. But at least he had been selected for psychotherapy. Many people get referred to a Consultant Psychotherapist only to be told that they are “not suitable for psychotherapy”. The criteria for selection are never explained to the patient, who is then left feeling that the psychotherapist has identified in him some flaw which renders him hopeless and incurable. The cruelty of this act is not even seen, much less condemned, by pyschotherapists.

      The reason that psychotherapists divide prospective patients into suitable and unsuitable for psychotherapy is that they wish to avoid those people whose lives have been filled with tragedies beyond repair and recompense and whose education has not fitted them to speak of their experiences in the way typical of the white, middle-class English. Such people render their would-be helpers helpless, and, since the helpers are usually people who pride themselves on their competence in helping, being rendered helpless makes them frightened. Rather than admit their fear, they label such people as “unsuitable for psychotherapy,” or “from a problem family,” or “chronic depressive,” or “psychopathic,” or “inadequate personality,” or “schizophrenic,” and deal with them in rejecting and controlling ways which, not surprisingly, do not help these people and often actually harm them.

      Over the years that psychiatrists were turning themselves into psychotherapists, clinical psychologists in the NHS were increasing in number and significance. Back in the early seventies the few psychologists who were interested in psychotherapy would say to one another, “When there are more of us, all these abuses in the psychiatric system will disappear,” just as we women in pre-Falklands days used to say to one another, “When there’s a woman Prime Minister there will be no more wars.” How wrong we all were!

      In the fifties and sixties in psychiatric hospitals a lone psychologist might be found up in the attics or in a far-flung outhouse, marking tests or, if psychotherapeutically inclined, conversing with a patient. Their salaries would have been low and most of their energies expended in resisting the psychiatrists’ attempts to order them about. Prestige and good salaries would have resided with the academic psychologists in universities. Then, in the early seventies, the NHS raised the salaries of clinical psychologists, created more jobs, and allowed them to organize themselves into departments. With these changes came prestige and power. Warm and wonderful though all the members of my profession are, there are still many of them who have allowed themselves to be seduced and corrupted by power.

      Henceforth, clinical psychologists were no longer just the people who gave IQ tests. They were in the business of making people change. Their methods, and the words they used to describe their methods, changed. Behaviour modification became behaviour therapy and then behavioural psychotherapy. Group leaders created challenging experiences for the participants in the group. (Fritz Perls had put a most delicious form of power into the hands of group leaders.) Individual psychotherapy ceased to be a meandering conversation going on for months or even years. It was marshalled, organized, time-limited and researched. Patients were given contracts and homework, and were reprimanded and rejected when they failed to do as they were told. No longer was psychotherapy seen as it was in my day: the gentle building-up of the patient’s self-confidence by creating a trusting relationship between patient and therapist (a model still used by many of those people who call themselves counsellors). Instead, the patients were trapped in paradoxes, advised and confronted. Indeed, confrontation became an important aspect of the kind of therapy espoused by those thrusting and ambitious men who regarded clinical psychology not as a vocation but as a prestigious and competitive profession.

      Masson has noted that Sándor Ferenczi was the first analyst to consider that a psychoanalytic interpretation of what the patient says can actually be an act of aggression. Ferenczi thought that such an interpretation was a mistake. Masson commented, “Years later this mistake was elevated into a principle of therapy, when confrontation therapy became an established form of modern therapy.” Someone who confronts another person is convinced that he is in possession of the truth and that the other person is wrong and must be made to see the error of his ways.

      In the final analysis, power is the right to have your definition of reality prevail over all other people’s definition of reality. Military forces, police, weapons, prisons, abuse, instructions, laws, rituals and such like are simply the tools by which one definition of reality can be made to prevail over others.

      Many people who wish to impose their definition of reality would deny that they are involved in gaining power. They would say that because of their greater knowledge, wisdom, training and experience they know what is best. The most dangerous people in the world are those who believe that they know what is best for others.

      People who believe that they know what is best for other people are denying other people’s truths. Whenever our own truth is denied, ignored or invalidated we experience the greatest fear we can ever know: the threat of the annihilation of our self.

      Terrible though death is, we can come to terms with the thought of our death when we feel that our lives have significance and that some important part of ourselves—our soul, or our children, or our work—will continue on after we are dead. But if our self is annihilated, our life has no significance, for we have never existed, and there is nothing left of us to carry on. Facing this threat, we have to protect ourselves.

      Freud threatened Dora with the annihilation of her self when, as Masson wrote, Freud had “trivialized her deepest concern, and had demonstrated a total inability to understand her search for historical truth. It is not that he denied the ‘seduction’ had taken place, but he stripped it of any significance, by giving it a totally different meaning, by ‘interpreting it’. He treated her like a patient, not like a human being. Freud never believed that Dora could be concerned with external truth.” Dora saved her self from annihilation by leaving Freud and never returning. Mark, a seventeen-year-old lad, committed suicide after receiving treatment from a therapist called Albert Honig whose style of therapy in the sixties is described by Masson. Of course, it cannot be shown that Mark’s suicide was connected with the treatment he received and it is possible that he might have taken his life irrespective of what therapy he was offered. In such circumstances, the Coroner will absolve doctors for the patient’s death, since the doctors have done what they thought was best for the patient. The risk run by every doctor is that, when patients feel their self is threatened and that there is no escape, they will perform the only act of self-determination they feel is left to them. They will kill themselves.

      We can feel that we know what is best for others only when we have failed to become aware that, being fallible human beings, we are likely to misinterpret reality and to mistake our motives for doing what we do, being always inclined to impute more noble motives to ourselves than is actually the case. To overcome these errors Freud had insisted that all would-be analysts should first be analysed, and this tradition has persisted in psychiatry and psychology in the USA. It is quite possible to go through a training analysis or years of psychotherapy and emerge with all one’s prejudices and blind spots intact, but at least in the USA there is general agreement among psychologists and psychiatrists on the importance of the therapist’s self-awareness. No such tradition exists among psychiatrists and psychologists in the UK. A few psychiatrists and psychologists seek personal psychotherapy in their training years, but this has to be done in their own time and at their own expense. Usually a person seeking such psychotherapy needs to keep this secret from his fellow students and teachers, for the “tough-minded” stance of his colleagues is considered to be the correct one. And, of course, it is, for what is important is not to understand and accept as valid the patient’s perception of reality, but to learn just enough of it to label it “depressive,” or “schizophrenic,” or “psychopathic,” or “abnormal,” or “irrational,” or “dysfunctional,” then to eradicate it and replace it with the therapist’s correct interpretation of reality.

      Psychologists and psychiatrists share a number of prejudices, but one which affects their clients greatly is how the religious beliefs that patients hold are, at best, unimportant, and, at worst, evidence of a neurosis or psychosis. Psychiatrists and psychologists are, on the whole, an irreligious lot, and as such are untypical of the general population. Surveys show that between 60 and 90% of the population in the UK and the USA believe in God and in a relationship between God and human goodness and wickedness. Thus, most of the people who come to psychiatrists and psychologists for help are not asking, “How can I be happy?”, but “How can I be good?” Lacking a belief in God and the life hereafter, psychologists and psychiatrists consider that the only sensible question to ask is, “How can I make the most of my life (my only life)?” When the therapist and the patient have different and unspoken aims, the course of therapy is doomed to failure. Dora and Freud differed on the aims of their encounter. They were, in Masson’s words, “two strong-willed, forceful and courageous human beings, set on a collision course: one wants to change the other, the other merely wants to be vindicated.” Another pattern set by Freud and repeated ever since is what I, from years of observing psychiatrists and psychologists, call “the natural history of a therapist.”

      Ferenczi was a close friend of Freud from 1906 to Ferenczi’s death in 1933. In 1932 Ferenczi wrote in his diary that Freud said that patients are only riffraff. The only thing patients were good for is to help the analyst make a living and provide material for theory. It is clear we cannot help them. This is therapeutic nihilism. Nevertheless, we entice patients by concealing these doubts and by arousing their hopes of being cured. I think that in the beginning Freud really believed in analysis; he followed Breuer enthusiastically, involved himself passionately and selflessly in the therapy of neurotics (lying on the floor for hours if necessary next to a patient in the throes of a hysterical crisis). However, certain experiences must have first alarmed him and then left him disillusioned more or less the way Breuer was when his patient [Anna O.] suffered a relapse and he found himself faced, as before an abyss, with the countertransference. In Freud’s case the equivalent was the discovery of the mendacity of hysterical women. Since the time of this discovery, Freud no longer likes sick people. He rediscovered his love for his orderly, cultivated superego. A further proof of this is his dislike and expressions of blame that he uses with respect to psychotics and perverts, in fact, his dislike of everything that he considers “too abnormal”, even against Indian mythology. Since he suffered this shock, this disappointment, Freud speaks much less about trauma, and the constitution begins to play the major role. This involves, obviously, a degree of fatalism. After a wave of enthusiasm for the psychological, Freud has returned to biology; he considers the psychological to be nothing more than the superstructure over the biological and for him the latter is far more real. He is still attached to analysis intellectually, but not emotionally. Further, his method of treatment as well as his theories result from an ever greater interest in order, character and the substitution of a better superego for a weaker one. In a word, he is becoming a pedagogue… He looms like a god above his poor patient who has been degraded to the status of a child.

      Like Freud, many psychiatrists and psychologists begin their career believing that they are in possession of a special truth, a theory which, once explored and expanded, will restore the insane and the misguided to their rightful roles in life. The theory might concern the function of dopamine in the brain, or genetic engineering, or the discovery of insight through psychotherapy, or the learning of good habits through behaviour modification, or the acquiring of the right attitudes through cognitive therapy. They embark on their mission enthusiastically. For a time all goes well. A satisfactory number of patients behave in the way that the theory predicts. Unaware of how the advent of a bright, enthusiastic, cheerful young man or woman in the life of a sad and lonely person is likely to make that person feel much better, they claim success for their brand of therapy, and look forward to fame, riches, and the Nobel Prize.

      As I am often wont to say, “All therapies work, but no therapy works perfectly.” You can take a ward full of patients of whatever diagnosis, age and sex, and you can give them all a new drug, or a new kind of therapy, or simply a change in their routine, and a third of them will get better, a third will stay the same, and a third will get worse, give or take a few each way. Of course, a few weeks or months later, some of those who got better will get worse, and some of those who got worse will get better. But you cannot be sure that when patients say they are better they really are. Patients, who are always trying to be good, kind people, are likely to tell the therapist what he wants to hear. After all, if this nice young chap has gone to all this trouble, it’s a pity to disappoint him.

      So, when the psychologists and psychiatrists write their research papers, they find that they cannot announce, as they had hoped, a breakthrough, the dawn of a new era. Instead they have to end their papers with the time-honoured words, “More research is needed.” They press on, but with diminishing enthusiasm, casting eyes in other directions. They pay more attention to advancing up the career ladder; they look at jobs overseas; they take an active interest in their profession’s learned societies; they take training courses in neurology and genetics, or move restlessly from rational emotive therapy to Gestalt to Ericksonian hypnotherapy. As their career advances they change their style. Becoming Consultant Psychiatrists they can indulge their idiosyncrasies, their temper and their wit at the expense of their patients. Becoming Principal Psychologists they can go into management, and by the time they are in charge of a department of clinical psychology they are so busy “developing the service” and attending committees that they have no time to spend with patients.

      Not that not having anything to do with patients stops these psychologists and psychiatrists from knowing what is best for patients. After all, they know all about patients. They know that patients are incorrigible and have to be managed for their own good.

      The natural history of a therapist is a testament to how difficult we all find it to gaze upon life’s implacable tragedies with a steady and courageous eye and to tolerate our own helplessness. We do not wish to see how poverty maims and cripples, especially when we benefit from the system which both increases poverty and creates wealth. We do not wish to admit that no degree of goodness, or cleverness, or hard work, no mind-altering drug, no brilliant therapeutic intervention, can save us from loss, disappointment and death, nor recompense us for the humiliations and pain in childhood. Lacking that courage, we blame the victims of life’s tragedies for their own misfortunes. If we become victims ourselves, we look for someone to save us. If our parents cannot and God is otherwise engaged, we can put ourselves in the hands of therapists and hope that they will have a magic pill or a magic word which will take our pain and confusion away. Even as we do this, we know that anyone who has, or says he has, the power to save us also has the power to harm us. We must be careful not to do everything that the therapist tells us to do.

      David Smail, Professor of Clinical Psychology at Nottingham University, head of Clinical Psychology Services in Nottingham, and once a practising psychotherapist, has proposed an alternative to therapy in his book Taking Care. He wrote.

      
        
        Psychological distress occurs for reasons which make it incurable by therapy but which are certainly not beyond the powers of human beings to influence. We suffer pain because we do damage to each other, and we shall continue to suffer pain as long as we continue to do the damage. The way to alleviate and mitigate distress is for us to take care of the world and the other people in it, not to treat them… Most of the evils of our society, and certainly by far the greater part of the so-called “pathological” emotional distress experienced by its members, are more or less directly attributable to the unequal distribution of forms of (usually economic) power which are abused and corrupting… Instead of abusing power, we need to use whatever power we have to increase the power of others, to take care rather than treat, to enlighten rather than mystify, to love rather than exploit, and, in general, to think seriously about what are the obligations as opposed to the advantages of power. Ideally, the foremost obligation on power is to “deconstruct” itself… Changes of heart would have little impact on the real world unless accompanied by highly organized and concerted action… But unless our society does mend its ways we may expect no improvement to occur in our private lives, no greater satisfactions in “relationships”; there will be no “breakthroughs” in scientific or psychological understanding to patch up our unhappiness and allow us to carry on as before.

      

      

      The “change of heart” of which Smail speaks I would describe as being the rejection of that sense of intrinsic badness and unacceptability which was instilled in us when, as children, we were in the power of our parents and teachers. Losing the sense of intrinsic badness is something we can do without pain, or trauma, or hard work, or even the guidance of some expert therapist. Indeed, the superior-inferior, therapist-patient relationship actually stops us from coming to value and accept our own self. Friends and equals can help us discover the ancient wisdom that we should simply be, and that if we choose to do good things, it is not because we are trying to overcome our sense of badness but because being loving and kind and helpful and all those things that we call good gives us pleasure.

      When we accept and value our own self we cease to be afraid of other people. We no longer have superiors and inferiors, but only equals with whom we can co-operate and share while we take responsibility for ourselves. We no longer feel deprived and envious, so we can abandon revenge and greed. We have learnt the wisdom of Lao Tsu: “He who knows that enough is enough always has enough.” Because we value ourselves, we value others, now and to come, and the planet on which we all live. We reject those who seek to dominate and manipulate us, and who, in elevating greed, revenge and pride to virtues, place our lives and our planet in jeopardy.

      Obviously, if we all decided to accept and value ourselves, we would cause those who have power over us a great deal of trouble.

      This is just the kind of trouble that Jeffrey Moussaieff Masson wants to make.

      Dorothy Rowe
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      This is a book about why I believe psychotherapy, of any kind, is wrong. Although I criticize many individual therapists and therapies, my main objective is to point out that the very idea of psychotherapy is wrong. The structure of psychotherapy is such that no matter how kindly a person is, when that person becomes a therapist, he or she is engaged in acts that are bound to diminish the dignity, autonomy, and freedom of the person who comes for help.

      I began training to become a psychoanalyst at the Toronto Psychoanalytic Institute in 1970. Eight years later, in 1978, I was admitted to the International Psychoanalytic Association as a psychoanalyst. In the course of my training at a classical, orthodox psychoanalytic institute, much of it in the theory and technique of what is termed “dynamically oriented psychotherapy,” I was beset with doubts that I assumed were typical: Did any of this make sense? Was I really helping people during therapy? Was I any better off than my so-called patients? As part of my training, I was in analysis five days a week for five years; my “patients” were also in analysis five days a week for five years. Couldn’t we easily have changed places? Did I really understand “emotional problems of living” any better than anybody else, including people who had absolutely no training or background? Was I learning anything that had any practical application? Were there “skills” that could be acquired, e.g., learning to listen, learning to be “empathic” or merely sympathetic, learning to suspend judgment, and so on? If so, was I acquiring them? These doubts were fairly typical of my colleagues at the initial stages of psychoanalytic training. But I still had these doubts after eight years of training.

      I saw three possibilities: there was something wrong with me; there was something wrong with the particular training I was undergoing; or there was something wrong with the theory and the practice. I chose to believe the second, and least threatening, explanation, and decided that once I graduated from Toronto and gained a wider acquaintance with the world of psychoanalysis both in the United States and in Europe, I would be able to resolve my doubts concerning psychotherapy.

      I moved to California in order to start a psychoanalytic practice. My doubts persisted; in fact, they increased. I realized that until I felt clearer about these issues, it would be better for me not to practice. I turned my energies to historical research. The issue that most intrigued me was Freud’s abandonment of the so-called seduction theory. As a psychoanalytic student I had been taught that Freud initially believed the women who came to him for therapy when they said they had been sexually abused as children, often by members of their own family. Then he made what he thought to be a momentous “discovery”: What he heard from these women were not genuine memories; they were, Freud said, fabricated stories, or madeup fictions. They were fantasies, not memories. Or they were memories of fantasies. They were, Freud believed, important, but they were not real; they referred to internal, not external, events. The implications of this “discovery”—it never occurred to Freud that it was only a point of view—were enormous. It has affected the course of psychoanalysis and therapy in general from that time on, and has caused incalculable suffering for patients who were in fact sexually abused. Therapists accepted Freud’s belief that the best judge of what really happened is not necessarily the person to whom it happened. In therapy, the person’s account of a traumatic event is not to be taken literally, as referring to something real that happened in the real world. It may be no more than a symbol, a sign pointing to an obscure internal area of confused desires and fantasies, a nest of unacknowledged needs, impulses, drives, and instincts said to be hidden in the heart of every human being.

      To find out what happened, in this view, requires an external, objective source, a person trained in a demasking procedure: the therapist. Freud’s views became the testing ground for the training of a later generation of therapists. The therapist thought he knew when patients were confusing internal fantasy with external reality because he had the previously analyzed experiences of the patients of the founder of psychoanalysts to serve as a guidepost. Many people believed that a major breakthrough in the alleviation of human suffering had been achieved: If people could so confuse inner with outer reality that they could mistake an obscure (and never conscious) desire with a frightening and vivid memory of having been sexually assaulted, then how much else might they have distorted in their lives? How could they be trusted to know the real intricate relationship they had with their mothers, their fathers, their siblings, even their spouses? The idea that only the analyst can judge whether something is real or merely a fantasy became standard doctrine, and the very foundation of psycho-analytically oriented psychotherapy. I was taught during my psychotherapeutic training that statements about relationships should always be regarded as no more than an account of wishes, fantasies, desires, and projections. They could not be taken at face value any more than could accounts of sexual assault in childhood. Thus, when I began my investigation of Freud’s momentous about face, I was not investigating some obscure corner of psychoanalytic history that held no more than antiquarian interest for a small number of historians. I was examining one of the cornerstones of psychoanalytic therapy.

      The results of my investigation were initially received by the psychoanalytic profession with somewhat less than cordial and objective interest. I should not have been surprised that when my book The Assault on Truth: Freud’s Suppression of the Seduction Theory appeared in early 1984, the attention of reviewers was riveted on the character of the author rather than on an examination of the issues. I had assumed that the implications for psychoanalytic therapy of the new documents I had found—for example, previously unpublished letters by Freud, new material from the Paris morgue about child abuse, unknown pages from Ferenczi’s private diary—would be pursued by members of the profession with more clinical experience than I had. I was entirely mistaken. Instead, wherever I lectured, even in France, Italy, Spain, and Holland, the discussions focused on my physical appearance, my clothing, my motivation in researching child abuse, my relationship with my father, my mother, my analyst, Anna Freud, and others. It seemed that neither the findings nor their implications could be regarded with any dispassion. I learned that people who criticize establishment dogmas are not accorded a serious hearing. I took some comfort in the recognition that the pain I felt over the personal attacks against me was due to my political naiveté.

      But if psychoanalysts, academics, and some members of the public sympathetic to psychoanalysis were not prepared to deal with the issues, another vocal and important part of the public was: the feminists. Many women were interested in the historical material and documentation I had gathered. Feminist writers, including Florence Rush, Judith Herman, Diana Russell, and Louise Armstrong, commented favorably on the research. My book joined a long line of recent works exposing the reality of sexual abuse of girls and women, the most recent of which is the excellent book by Diana Russell, The Secret Trauma: Incest in the Lives of Girls and Women.

      I received many letters in response to an article on the history of sexual abuse in the March 1984 issue of the Atlantic and another in Mother Jones in December 1984 about my findings. These letters, almost all from women who had been sexually abused in childhood, showed me that many of the facts I uncovered as a result of my archival research were correct and relevant today.

      The purely intellectual satisfaction I experienced with the publication, in 1985, of The Complete Letters of Sigmund Freud to Wilhelm Fliess, 1887–1904 and the largely favorable reviews it received helped restore some of my faith in the value of pure research. But I think this is only because most reviewers did not see the relevance of these letters, which contain the most elaborate exploration we have of Freud’s fluctuating views on sexual assault in childhood, to the issues I raised in my earlier book. No review looked at sexual abuse in the light shed by these letters. I believe the letters make it clear that Freud had considerable clinical evidence, material from his own patients, that the abuse he later repudiated as fantasy was, in fact, real.

      I had yet to come to terms with one important point: Why would I expect that Freud or Fliess would behave any differently toward their patient Emma Eckstein than they did? Freud had handed her over to Fliess, who “diagnosed” her to be suffering from a “nasal reflex neurosis” and performed an experimental operation on her nose. She nearly died when she hemorrhaged as a result of surgical gauze Fliess left in the wound he created. Freud later told Fliess that her bleeding was “hysterical”—psychological, and not the consequence of Fliess’s incompetence. This was to be expected, some feminists told me, because the whole legacy of medicine and surgical intervention on women was a violent one. Was this true? Official psychiatric histories presented the nineteenth century as the age when psychotherapy as we know it today was born. Many authors had argued that this official history omitted the violent aspects of nineteenth-century psychiatry. But by and large most confined their research to material available in English. The materials for exploring this in any depth for German and French psychiatry, so influential in England and America, were hard to come by. My knowledge of the primary literature was limited to what I knew from my readings in preparing the Freud/Fliess letters for publication. To place the controversy over sexual abuse in a wider historical context, it was necessary to spend the next few years examining the nineteenth-century psychiatric, pediatric, and gynecological periodical literature in some depth. The result was A Dark Science: Women, Sexuality and Psychiatry in the Nineteenth Century, a reader of the horrors inflicted on women in the name of “mental health.”

      Feeling my historical obligations at an end, I have one task remaining to do justice to my many years of psychoanalytic training. Most of that training was not theoretical, but practical—as psychiatrists like to say, clinical. During my training, I was much too close to psychotherapy, either being in it myself or dispensing it, to be able to examine it critically. Now I was unencumbered by any need to protect the profession or my place in it. Perhaps the response of the profession to my findings about child abuse in Freud’s time and by implication today was so obtuse, vicious, and self-serving that it would prejudice me against therapists in general. There is some truth in this. Nevertheless, I no longer feel the personal bitterness I once felt. I am left with a strong need to examine what I learned about practicing therapy on “patients,”[1] and to examine the theoretical assumptions of psychotherapy in general more critically than I feel has yet been done.

      This book, then, fulfills my obligation to the reading, the training, and the preoccupations of the last sixteen years of my life. Now these years feel like an intellectual detour. I became fascinated with what appeared at the time to be the intellectual beauty of psychoanalytic theory. Perhaps the more profound lesson I learned is that investigation of psychoanalysis was not really a detour at all. Had I studied medicine, or law, or philosophy, the kinds of discoveries I have made would have been duplicated in those fields. I learned something, in the end, about the pretensions to knowledge. I learned something of the frailty of our ability to help another person who is in emotional distress, and especially about the pretensions to this ability. I learned about power, and hierarchies, and dominance, the rationalizations for abuse, and the inability of many people to comprehend the suffering they cause others.

      Perhaps it was not a detour after all. When I began my psychoanalytic training, I was a Sanskrit scholar who had become disillusioned with the notion that life could ever provide a guru, a person with unique insights into the internal life of another person. I thought this claim was unique to Indian culture, one that had caused people a great deal of unhappiness, though no doubt many would claim that it had also brought them great happiness, even joy and bliss (just as some people who have had electroshock claim that it did them a great deal of good). I wrote an unpopular book on this theme in 1980, The Oceanic Feeling: The Origins of Religious Sentiment in Ancient India. And yet, here I was, eight years later, coming to the same unhappy conclusion about psychotherapy: There are no gurus. Maybe I was touching on one of the characteristics of the human animal, the need to seek somebody apparently stronger, wiser, better, happier, from whom guidance could be sought.

      Some who have listened to my ideas have agreed that I may be right, but have then asked a question. Granted that psychotherapy is flawed, what would I put in its place that would be better?

      In reply I would note that, as one feminist friend put it, nobody thinks of asking: What would you replace misogyny with? If something is bad, or flawed, or dangerous, it is enough if we expose it for what it is. It is almost as if once it has been determined that something exists, we decide it must be there for a reason (undoubtedly true) and then slide into the false position that it must be there for a good reason, which is undoubtedly not true. Or it is as if we believed that if we finally rid ourselves of something heinous (like apartheid), then we must replace it with something similar in nature. The truth is we do not know all the wonderful things that could happen once something hateful is abolished. Anyone who has ever oppressed another human being invariably asks what will happen once the oppression is over. What will happen to children once we stop beating them in schools? What will happen to slaves when they are freed from the plantations? What will happen to animals when we stop slaughtering them for food? What will happen to women when we stop subordinating them? What will happen to nonconformists when we do not incarcerate them in psychiatric institutions? What will happen to the wife when her husband no longer beats her? These questions are not real questions at all. What is required is a shift of focus, to the people who do these things, the aggressors, not their victims. Why do men hunt? Why do psychiatrists torture people and call it electroshock therapy? Why do men rape? And, perhaps just as important, why does society tend to blame the victim for all these acts of violence? Why do psychologists search for what they think to be the flaw in the victim that caught the attention of the predator?

      I have some ideas about how people could live without psychotherapy or psychiatry. I am thinking of self-help groups that are leaderless and avoid authoritarian structures, in which no money is exchanged, that are not grounded on religious principles (a difficulty with Alcoholics Anonymous and similar groups, since not all members share spiritual or religious interests), and in which all participants have experienced the problem they come to discuss. I know that some women who have been sexually abused have been helped by getting together with other sexually abused women to share experiences, survival strategies, political analysis, and just their own outrage. What we need are more kindly friends and fewer professionals.
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      Below I list some of the more common terms that readers will encounter in almost any book about psychotherapy, and which are used throughout my book. The definitions that follow are the commonly accepted ones.

      A psychiatrist is always a medical doctor who has undergone further training in psychiatry. In private practice most psychiatrists tend to offer psychotherapy as well as prescribe drugs. If that therapy is based on the principles of psychoanalysis, they usually call it dynamic psychotherapy. A psychoanalyst in the United States is almost always a medical doctor and a psychiatrist who has undergone further training in psychoanalysis. He usually does not dispense drugs. Sometimes a person with a Ph.D. in psychology or a related field is allowed to train as a psychoanalyst. Training to become a psychoanalyst involves a personal analysis (with somebody who is designated a training analyst, i.e., one able to train others to become psychoanalysts), coursework in the basic principles of psychoanalysis, and supervision by a senior analyst of cases handled. Until the work is completed, a person in such training is called a “candidate.” Psychoanalysis generally takes place with the patient lying on a couch and the analyst sitting behind him or her; it is intense and takes place four or five times a week for fifty minutes. A typical analysis will last from two to ten years. Psychotherapy is a term that refers to sessions between a patient and a person trained in psychotherapy in which almost everything that happens involves talking. It is currently offered by psychiatrists, psychoanalysts, clinical psychologists (people with a Ph.D. in psychology), psychiatric social workers, and family and marriage counselors (who have taken a two-year postgraduate program). It is less formal than psychoanalysis; typically, it means a once-a-week session, and it lasts from a few months to a year or two.

      Among the many terms used by therapists in general, the most common ones are: transference, projection, countertransference, unconscious, repression (defense mechanisms), interpretation, insight, acting out, resistance, empathy, neurosis, psychosis, schizophrenia. Transference refers to the feelings that a patient “transfers” from an earlier important person (primarily in childhood and most commonly a parent) onto the person of the therapist. The behavior of the therapist is considered irrelevant to the origin of these feelings. They belong to the earlier figure and hence are considered to be projections. Countertransference refers to the equally irrational feelings of the therapist toward the patient, which derive not from any real qualities in the patient, but from the therapists’s own past. Unconscious refers to something unknown to the person, but whose effects are nonetheless active. Repression is the activity that permits something to remain in the unconscious. It is one of the defense mechanisms; others are denial, undoing, reaction formation. It is not a willed activity. Interpretation is the activity the therapist engages in when something unconscious is made conscious to the patient or when a truth is declared. Insight refers to the intellectual and emotional recognition of the truth of an interpretation, whereby something that has been, until then, repressed is made conscious. Ideally, insight is followed by behavior changes. Acting out is the opposite of insight. It refers to acting on impulses whose origin or meaning is not understood, as opposed to remembering and making a conscious connection. If an emotion is unconscious, almost any behavior can be understood as a form of acting out. Generally, however, therapists mean by this term any action taken outside of therapy that is considered detrimental to therapy or a defense against emerging insight, for example, impulsively getting married, or changing jobs, or starting an affair. Resistance is the rejection of the therapist’s interpretations or any other activity that, in the opinion of the therapist, impedes, delays, or obstructs the psychotherapeutic process, i.e., the gaining of insight. Any disagreement with the therapist can be (and often is) interpreted as resistance. Empathy is the quality the therapist is supposed to have that permits sympathetic understanding of the patient’s circumstances, mental suffering, and so on. It is a form of identification with the patient’s feelings. Neurosis refers to the less serious forms of emotional suffering. They are considered ideal reasons for somebody to see a therapist. Psychosis is the general term for the more serious forms of emotional suffering, such as manic-depressive illness. Schizophrenia is a subcategory of psychosis and is a diagnosis applied quite liberally to people who are judged to have a “thought disorder.”

      I should point out here that I don’t think much of any of these terms. All of them have been used to insult, humiliate, and otherwise degrade patients. I am hardly the first to point this out. However, it is important to bear it in mind when reading. None of the terms refer to real, objective entities. They are more like flags waved to indicate the user’s intellectual allegiance. When I use them throughout this book, I am always thinking of them in quotation marks. I do not accept any of them at face value.
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      This is a book about the fundamental presuppositions of psychotherapy. It is not an attempt to question the effectiveness of psychotherapy—that is, I do not question that some people believe they are helped in therapy (though I do question whether they are in fact helped by therapy). I am not impressed by the statistics on the failure of therapy. They seem to me beside the point. The value of psychotherapy cannot be decided by statistics. The bias of these studies is all too evident: Organic methods of “cure” fare better, especially for what are called “real mental diseases,” such as “schizophrenia” and “manic-depressive psychosis.” My purpose in questioning psychotherapy is not to replace it with psychiatry, which Hans Eysenck (Decline and Fall of the Freudian Empire) called a “truly scientific psychology,” for psychiatry, in my opinion, has always been intrusive, destructive, and vicious. Generally, what is substituted for psychotherapy (behavior modification, or organic therapies, including medication) by authors, including Eysenck and Garth Wood (The Myth of Neurosis), who criticize it is worse.

      This book differs from other books that have criticized psychotherapy in a number of important ways. I am skeptical of anybody who profits from another person’s suffering. I do not believe that drugs or other forms of psychiatry are preferable to psychotherapy. On the contrary, I think they are less helpful and almost always harmful. I do not subscribe to the position that there are people who are “mentally ill” and require “real treatment,” meaning psychiatric drugs (Martin Gross in The Psychological Society takes this position) and then there are the rest of us, who merely need to be talked to. I believe, on the contrary, that while there is no such medical entity as mental illness, there are innumerable kinds of suffering and terrible emotional pain that many people, in fact most, undergo at some time or various times in their lives. I am not denying the magnitude of the problem, only the certainty of the solution. I want to make it clear that I am, in this book, not criticizing those who seek out therapy. People go to therapists for good reasons. They are in pain, they are unhappy, they feel some lack in their lives. When people seek out a therapist one of the things they go for is to relieve the burden of their own memories. They may never have talked about these memories in any depth with another person. Tragic things have often happened to them, especially in childhood, which other people deny, especially those who caused them to happen. When we read almost any modern autobiography, we see that what was most painful was living in a reality that others did not see or would not acknowledge or did not care about.

      The questions really begin when we think in depth about the ability of any therapist to respond to people’s unhappiness. What is needed, I believe, is a sustained examination of the basic underlying assumptions. There are already excellent critiques of the organic therapies. Survivors of electroshock and psychiatric drugging and forced incarceration have done a great deal to alert the public to the destructiveness of these so-called treatments. Thanks to many articles, often in underground or narrowly circulated newsletters and journals, by many former inmates of psychiatric institutions, we know the dangers of modern psychiatric hospitals (which should be called “institutions,” because that is what they are). There is a heightened awareness of the dangers inherent in labeling somebody with a disease category like schizophrenia, and many people are beginning to realize that there is no such entity. So far, however, there has been no sustained attack on the basic underlying assumptions of psychotherapy, no attempt to clarify just what it is that is problematic about psychotherapy in general, as opposed to any particular therapy. Every criticism of psychotherapy that I have seen either wishes to substitute a different form of psychotherapy for the ones it criticizes, or in some ways seeks to reform or restructure therapy. These analyses do not penetrate to the core of psychotherapy to examine what is wrong with the very idea of engaging in any kind of psychotherapy.

      We go to therapists expecting them to possess certain qualities: compassion, understanding, kindness, warmth, a sense of justice, integrity. But why should we believe that anybody possesses these qualities? Are they, after all, something that can be learned? Freud thought they were, and he has been followed by the majority of psychotherapists. But how are these traits acquired? Are they acquired in a classroom, in a “training program”? Can even the less exalted qualities be objectively taught? Can we acquire the ability to listen, for example? And even if we were to suppose that these qualities could be learned (and who is to judge whether they have been?), how would the prospective client know that the therapist actually possessed them? Are a few sessions enough? Why would they be, when all around us is evidence that it often takes years for anybody to possess an accurate picture of another person’s virtues and vices? How can they be when most therapists are taught that they should attempt to reveal little of themselves to their patients? The fact that some psychotherapists are decent, warm, compassionate human beings, who sometimes help the people who come to them, does not shelter the profession itself or the practice of that profession from the criticism I make in this book. It only means that they function in this manner in spite of being psychotherapists, and not because of it.

      The virtues and skills listed above are universally acknowledged in any training program for any type of therapy. These are the qualities sought in applicants by every institute that trains psychotherapists. Once in practice, the therapist is encouraged to believe that he or she is in possession of these qualities. The therapist who admitted to not possessing them would probably not feel qualified to treat a patient. Thus a built-in imbalance is inevitably created. Sometimes this is explicitly recognized by therapists, who believe that they serve as “role models” for their patients. Thus Freud, in “On the History of the Psycho-Analytic Movement,” wrote that analysis is a “situation in which there is a superior and a subordinate.” Therapists certainly expect their patients to look up to them. If “transference” does not take place, therapy is considered, at least by psychoanalytically oriented therapists, to be impossible. In any area of disagreement between the patient and the therapist, it is assumed that the therapist is more likely to be right (more objective, more disinterested, more knowledgeable, more experienced in interpreting human behavior) than is the patient. When a disagreement arises about a course of action, the therapist does not admit to bias, or personal views having nothing to do with the patient.

      The therapist claims that she or he is always attempting to determine what will benefit the patient. All behavior on the part of the therapist and all prohibitions with respect to the patient are being done for the patient’s “own good.” Yet this is what everybody says who wants to change another person’s behavior. Parents say it, teachers say it, the police say it, and the government says it. How do we know it is actually true? The more sophisticated therapist may well say: “No, I cannot possibly know what is best for my patient. But I can help her to decide by exploring, with her, all the alternatives and their implications. If she chooses to do something that I think is unwise, still it is her decision to make.” It sounds good, but can we really expect this kind of impartiality and tolerance from a therapist? How many people have any of us met in real life of whom we could say this? Many patients have direct experience of situations that arise in therapy where they fear they cannot count on true tolerance and objectivity.

      An example is from a conversation I had recently with a woman who is active in Women Against Pornography. When she told her analyst that she was engaged in political action against Playboy, he responded testily by saying that he liked Playboy. She was alert and realized that her analysis was doomed. So she left. But suppose the analyst had kept his private opinion to himself? How would she know that she was locked in a struggle that could not possibly benefit her with a person who was in no position to understand her or appreciate the seriousness of her struggle against pornography?

      A woman to whom I was very close for many years was in classical psychoanalysis. The woman grew up in the Warsaw ghetto and selected an analyst whose name suggested he was Jewish (in fact, he was German) and would therefore probably know of the problems she had faced as a child in war-torn Poland. Well trained, he never answered her question as to whether he was Jewish or not. She believed he was Jewish, and he did nothing to correct her. Unfortunately, her assumption (he was later to call it a fantasy) had devastating results for her and none for him. He was completely ignorant of the history of the Warsaw ghetto and could make little sense of what she told him, insisting to her that many of her perceptions and observations were distorted by internal aggression. The “Aryan side,” an expression that came up often in her memories, was for him nothing more than a metaphor for her internal life. The therapist may have benefited from the cloak thrown over the dreadful reality by this metaphor, but she did not. All she gained was the task of freeing herself from yet another tormentor. His insensitivity, historical bewilderment, and general incomprehension were weapons with which he punished this woman for not viewing the universe the way he did: narrowly and benignly. Her “paranoid” belief that she was pursued came to grief in the breathtaking sweep of his ignorance. A more sophisticated apologist for this man may well claim that he was in no position to alter her past, and the only way he could be of use to her was to focus on her internal life. For the therapist, the terrible realities of the Warsaw ghetto or Auschwitz are, like any other reality, simply the raw clay of our fantasies, of which the master sculptor is the psychotherapist. But it seems that the people who make this claim most vocally are the very people who in their own lives have been furthest removed from traumatic events of this magnitude. It is simply beyond their own experience.

      An exception I remember was a Freudian analyst who told me that he found it unbearable to treat concentration-camp survivors, for the simple reason that he had been there, too, and he felt such an urge to reach out to his fellow sufferer. This, in his eyes, disqualified him from helping. He could not be objective. But he remained unaware of the tragedy that would often await the person whom he sent elsewhere: he or she is sent to an analyst with no real understanding and hence no urge to reach out. Non-Jewish German analysts have recently become active in treating Jewish concentration-camp survivors and the International Psycho-Analytic Association sponsors meetings on the topic of holocaust survivors and therapy. This can be a subtle (or not so subtle) form of revictimization.

      To attempt to impose one’s own views on patients goes against the canons of most forms of therapy. But in reality this is what most therapists do. Freud, at the age of eighty-two, wrote a strong statement against attempts to turn patients into mirror images of their analysts:

      
        
        However much the analyst may be tempted to become a teacher, model and ideal for other people and to create men in his own image, he should not forget that this is not his task in the analytic relationship, and indeed that he will be disloyal to his task if he allows himself to be led on by his inclinations. If he does, he will only be repeating a mistake of the parents who crushed their child’s independence by their influence, and he will only be replacing the patient’s earlier dependence by a new one.[1]

      

      

      But two sentences later, Freud ruins these noble sentiments by adding the comment: “Some neurotics have remained so infantile that in analysis too they can only be treated as children,” thus leaving open the door to any and every form of abuse under the guise of necessary “educative” efforts.

      Most therapists believe that the unhappiness over which patients come to therapy is not socially caused, but is self-created, that the patients are at least partially responsible for the dissatisfaction that is felt. The therapist will often state that he or she is not in a position to alter society, to change a patient’s past, or to intervene in the life of the patient. What the therapist claims to offer is understanding. But implicit in this offer is the belief that the understanding is an internal one, an understanding of what the patient has brought to the situation to create unhappiness or at least to intensify it. Here we have a rich soil for creating deep and lasting misunderstandings, and even greater misery. This is one area where psychotherapy ceases to be a harmless pastime and passes over into being oppressive.

      To offer but one example, it must not be forgotten that all the professions, until very recently, denied the very existence of the sexual abuse of children. Pediatrics, psychoanalysis, psychiatry, psychology, social work, and therapies of all schools were not prepared to acknowledge the reality and extent of the sexual abuse of children until the last few years. To now set themselves up, as many have done, as “experts” in the cure of a condition they only reluctantly and belatedly recognized does not inspire confidence.

      It might be argued that therapists, even if they are not more likely to show a sense of social justice, are not less likely to do so than any other professional. That there are individual therapists who feel outrage over social injustice I am certainly prepared to believe. But has any particular group of psychotherapists ever taken a stand against abuse? Did Freud? We know that his insistence (in 1896) that women were telling him the truth about having been sexually abused in early childhood did not last, and that, by 1903, he had retracted this statement. Equally significant, when he published the last of his New Introductory Lectures on Psycho-Analysis, in 1933, he was silent about the rise of fascism. Sebastiano Timpanaro, in The Freudian Slip, puts it very well:

      
        
        Nor is there, in this last lecture, which surveys obscurantist or falsely progressive “world views,” a single word against the Fascism that held sway in Italy and Hungary, against the clerical Fascism of Seipel and Dollfuss in Austria, or the Nazism which was about to triumph in Germany.

      

      

      In the ban on electroshock by the voters in Berkeley, California, in 1982, not one group representing any form of psychotherapy took a public stance in favor of the ban, though in private many psychotherapists have told me how appalled they are at the continued use of this largely discredited technique.

      Carl Jung, as even some of his staunchest allies have now admitted, was prepared to cooperate with Nazi psychiatry in Germany, making anti-Semitic comments about “Jewish psychotherapy” in the hope, he unbelievably claimed, of keeping it alive. When the Argentine government began locking up and torturing some politically active psychoanalysts, their local psychoanalytic institute would not defend them. Perhaps this was merely from fear. But then, how does one explain the fact that the parent organization, the International Psycho-Analytic Association, though asked by a small number of politically aware colleagues, would not take a public stance, or write a letter of protest to the Argentine Psychoanalytic Society or to the Argentine government?

      The nefarious role of psychiatrists in the euthanasia program in Germany during the Second World War has been investigated in a devastating recent book by Lenny Lapon, a former psychiatric inmate, now a political activist. The message of Mass Murderers in White Coats: Psychiatric Genocide in Nazi Germany and the United States was so unpopular that Lapon had to publish the book himself. Susan Brownmiller in her 1975 book Against Our Will has shown that psychiatric attitudes about rape created a climate in which it took the rise of the women’s movement in the 1970s to convince the larger public that rape was real and endemic to male-dominated societies everywhere. Had not Helene Deutsch, an influential psychiatrist and psychoanalyst, written, in her two-volume Psychology of Women, that “rape fantasies often have such irresistible verisimilitude that even the most experienced judges are misled in trials of innocent men accused of rape by ‘hysterical women’”?

      Are there values inherent to psychotherapy that encourage, albeit silently, passivity in the face of injustice? Are the examples just given (and the ones examined in the chapters to come) fortuitous, chance lapses? I am afraid not. Blaming the victim, the subject of a brilliant social expose in a book by that name by William Ryan in 1971, is the hallmark of psychotherapy. The values essential to psychotherapy deflect a person from deep reflection on the sources of human misery.

      The tools of the profession of psychotherapy are insight and interpretations. But one person’s insight is another’s nonsense. The term “insight” was first used in Germany psychiatry, where the expression was Krankheitseinsicht, which refers to the patient’s recognition of his or her own illness. When a patient said, “I am sick,” he or she was considered to have improved. In other words, a cure was begun as soon as society’s definition of illness was accepted personally. As the reader will see, what the German nineteenth-century physician defined as “sick” would probably today be called “independent.” “Moral insanity” was the term most often applied to a young woman who did not accept her subordinate role in society. The same criteria are at work in today’s psychiatric institutions, where a patient cannot be released until willing to admit that the reason for being there is a good one. A few brave souls like Janet Gotkin, in Too Much Anger, Too Many Tears, have already recognized the absurdity of this position, and how it turns reality on its head: The truly “healthy” are those who see through the pretense of psychiatry in the institution. But while some therapists might be sympathetic to this position when the description of the psychiatric institution is put to them, they are less “insightful” when it comes to their own work. Freudian analysts find it as difficult as anybody else to examine critically their own psychoanalytic prejudices. Yet when somebody who has been stigmatized as “mentally ill” staunchly maintains his or her own vision in the face of social disapproval, this courage is considered by therapists as further proof of the illness. Psychotherapy is still a living legacy to its forebear: a confining institution.

      Psychotherapy is no less immune to political, guild, and ideological pressures than any other profession. The purpose of this examination of the foundations of psychotherapy is to demonstrate that the pretensions of psychotherapy are not accidental. By its very nature, psychotherapy must pretend to supply an objective, kindly, and humane atmosphere to those who wish to express their deepest feelings of pain and sorrow. The tragedy is that this legitimate need is exploited, even if with the best of intentions, by “experts” who claim to offer what has never been theirs to give.
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