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In memory of beloved parents who prevailed against the odds in Slocum Hollow and, while prisoned in this precinct on the northeastern peneplain of the Appalachian plateau, created living images of the struggle and the virtue of Sisyphus.


We can only achieve our therapeutic purpose by increasing the power of analysis to come to the assistance of the ego…. No substitute for hypnosis has yet been found…. We must not overlook the fact that … the affectionate attitude … is the strongest motive for the patient’s taking a share in the joint work of analysis.



—Freud, Analysis Terminable and Interminable



Socrates … is like the satyr himself; for Socrates too enchants and charms men, not with a flute, but with words…. But no one with any intelligence … can be expected to accept the notoriously poor arguments that fill the dialogues…. Socrates’ arguments are more often fallacious than not, his tactics are frequently unfair, he repeatedly contradicts himself, and he sometimes seems more interested in confusing an issue than in clarifying it.



—Herman L. Sinaiko, Love, Knowledge, and Discourse in Plato
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Preface

This work was initially undertaken as a meditative argument focused on the ambiguities of clinical and philosophic life, most notably, the irreconcilable conflict between the vocation, historical role, and activity of the psychotherapist and the vocation, historical role, and activity of the philosopher, each of whom uses persuasive language and speech to fight significantly different battles. Interest in this subject was generated by a dual set of life experiences: the experience of being a philosopher responsible for engaging in the life of mind, while teaching critical inquiry to students, and the experience of being a psychotherapist responsible for treating patients afflicted with every manner and form of psychopathology. But I was motivated to put critical thoughts to paper due to a nagging need to respond to the hasty conclusion in clinical quarters that the vocation of psychotherapists and the vocation of philosophers are indistinguishable, given the origin of psychotherapy in discrete elements of the Socratic mystique, such as the value of an examined life, the use of persuasive speech to engage in the subtle art of leading souls (psychagogia), and the attempt to elicit a curative change of mind (metanoia) in dialogical partners.

More to the point, for many years, while waging war against mental illness in the clinical trenches—a war of words whose weapons might include a quest for truth, healing myth, adaptive fiction, or life-affirming illusion, depending on the character and emotional requirements of my patients—I experienced a profound conflict between (a) the ancient Socratic quest, with its uncompromising ideal of truth and disturbing challenge to the uncritically accepted beliefs of dialogical partners, and (b) the modern Freudian quest, with its uncompromising ideal of well-being and remedial therapy undertaken to produce a remission of morbid symptoms in dialogical partners who are emotionally disturbed and in need of a healing intervention.

Due to wrong turns, unexpected detours, dead ends, and frequent flat tires—a grueling experience endured by authors whose written work is blessed with and burdened by discovery—I made a pragmatic decision to eliminate philosophic arguments that did not impact life in the clinical trenches directly. Still, surviving arguments scattered throughout this text, as well as autumn arguments put aside for another day, all relate to the fundamental Socratic question: “How shall I live?” These are the arguments of a man with himself, but all issue from deep roots: deep conflicts and dilemmas that are ineluctable aspects of the human condition. Not only the human need for meaning and the drama of being an absurd animal who finds meaning in a meaning-destructive quest for truth, but also the lucid experience of human suffering and the elusive experience of rational reconciliation with life and self and humanness.

Having made the decision to publish a clinical work with a critical philosophic subtext, I invented fictitious names to shield the identity of patients whose lives and words I used to make a fine point. I have also juggled a fact or two in an effort to reinforce my patients’ anonymity. Nevertheless, in every case, I remained faithful to the human drama enacted in clinical consulting rooms where I engaged in the carnival of clinical practice. But I did not remain faithful to the original subtitle of this work. Rather, with a nudge from my editor and a concerted effort to achieve greater clarity and precision of meaning, “Variations on Erotic Themes of Freud” was forsaken in favor of “Power, Eroticism, and Illusion in the Clinical Relationship.”

I say “forsaken,” because I have always thought it was important to acknowledge intellectual debts; and the original subtitle was chosen to pay a huge debt to the early, pioneering, hypnotic-minded Freud, who was not only mindful of the importance of the clinical relationship, particularly libidinal aspects of this formal affiliation, but also responsible for formulating invaluable insights regarding the analyst’s suggestive power and influence in the clinical confessional. I realize that Freud has not been fashionable in empirical circles for some time. In fact, with neuroimaging technology in hand and illuminating research in cognitive neuroscience yielding astonishing results in the twenty-first century, it is fair to say that foot soldiers of empirical science are literally lighting up the physical kingdom of the human brain, thereby gaining access to the neurochemistry of order and disorder in human thinking and behavior. So the sun has set on Freud and his successors, and on untold legions of dialogical therapists who either disparage or claim no allegiance to Freud, but still owe much to the formidable young doctor who established a pioneering practice of neurology in Vienna. For out of his rich mythopoeic imagination evolved an inimitable body of speculative thought, as well as a lifeaffirming process of dialogical treatment that created a thriving culture of mental health clinicians who currently have little understanding of their debt or respect for their professional roots. Orphans of time, vagrants of history, they have forgotten who they are and where they come from.

In addition to intellectual debts, I am mindful of the fact that at the last minute, when I faced a deadline that seemed impossible to meet, Tricia Smith, rights and permissions representative at Art Resource in New York, expedited the license to use a digitized image of Ridolfo Ghirlandaio’s Leda and the Swan on the cover of the book. I had the pleasure of viewing Ghirlandaio’s rendering of the ancient Greek myth in the Galleria Borghese in Rome some time ago and I was reminded of this gratifying experience during a lengthy search for a suitable image. Although I had fairly settled on Andre Brouillet’s A Lesson on Hysteria by Jean Martin Charcot, after careful consideration, I chose Ghirlandaio’s exquisite artwork not only because I found it enchanting, but also because the myth of Leda and her swan intersects with several themes of the book, not the least being that like Zeus, who changed his shape and masqueraded as a swan in order to seduce Leda, dialogical therapists may be seen as clinical shapeshifters who become transfigured by the phantastic perceptions of patients: a phenomenal state of affairs that gives therapists the power to enchant and purposefully lead their patients to some important change of mind, a significant insight or self-discovery, a life-altering transformation of existential circumstances, and a hope-filled remission of morbid symptoms.

With this in mind, I must acknowledge the crude fact that a work of this sort could not exist without mental disorders, lesser emotional impairments, and incalculable human suffering; in addition to these specters of death, I must also add death itself. But I am humbled by the trust and hard work of valiant patients who struggled against this tide and in so doing, taught me practically everything I know about enchantments of the clinic. I am particularly grateful to Sabrina, a “star ” patient who gave me permission to use her remarkable “outside letters,” as well as her untitled poem of despair and decision, without which revelation of the substance and intensity of clinical enchantments from the patient’s point of view would have suffered irreparably. I am also grateful to Ben, a former patient whose newfound joy in life resulted in permission to use a confidential correspondence that reveals his cognitive-emotional condition, assimilation of his therapist’s language and existential worldview, and captivating comparison of dialogical therapy to cocaine.

I am indebted to Suzanne Staszak-Silva, senior acquisitions editor at Rowman & Littlefield Publishers, for graciously opening a door by delivering my written work to Julie E. Kirsch, editorial director of Jason Aronson. I also wish to offer formal words of thanks to Julie Kirsch, not only for her interest in and understanding of the active interplay of psychotherapy and philosophy, but also for guiding me through the painstaking process of putting together a finished book in the aftermath of writing and discovery. I must also thank Abigail Graber, editorial assistant to Ms. Kirsch, for presenting me with the daunting task of reducing four hundred pages to three hundred words of descriptive copy for marketing purposes, thereby keeping me attuned to John Updike’s enormously helpful prosaic vision of writing as the unending daily effort of developing one’s craft. Last but not least, experience with the Rowman & Littlefield Publishing Group resulted in the fortunate experience of being placed in the capable hands of Julia Loy, a congenial and accommodating associate editor of production, whose help with the nuts and bolts of producing a finished book was invaluable.

My esteemed clinical partner, Jennifer Cornish Genovese, read parts of early drafts of the manuscript and offered enthusiastic encouragement, astute clinical commentary, and important insights regarding clinical readers. She also provided steadfast collegiality during challenging discussions of incest and heretical discussions of dogmas of the therapeutic, while tolerating, without complaint, my absence from the clinic when I was possessed by an urgent need to isolate and record onrushing thoughts. To my clinical associate, Marla Velky-Reger, an authentic warrior maiden as the meaning of her maiden name “Velky” or “Valkyrie” suggests, many thanks for undertaking clinical responsibilities in my place, thereby enabling me to use precious time to complete the final manuscript. To my adorable wife Theresa, Cent Anni, and abiding gratitude for years of loyalty, forbearance, and support; also, much appreciation for reading early portions of the manuscript and offering pragmatic observations about nonclinical readers and styles of writing.

Finally, I would be remiss if I failed to remember former students, particularly inmates incarcerated in the maximum security prison where I was privileged to teach philosophy and engage in challenging conversations of an existential nature. Whatever else I might say in fond remembrance of things past, I am grateful to these ill-fated men, not only for forcing me to communicate abstruse ideas clearly and concretely, but also for favoring me with trust, outlaw wisdom, and Socratic dialogue of the highest sort.


Introduction: The Clinical Trenches


A DEADLY DISENCHANTMENT

Eddie leaped out a window and plunged eleven stories toward the ground. During his freefall, as I consider the enormity of the moment and try to imagine the ungodly interval before his brain and body shattered, it must have seemed as if time stopped. You see, while hurtling inelegantly through space, arms and legs flailing about, searching instinctively for grounding or support, Eddie never saw the ground approaching, he never heard the breeze, the flight of birds, or the cacophony of street noise rise to a grotesque crescendo. In his final, frenzied, frozen moment Eddie never knew what hit him, for he was blind and deaf and deadly disenchanted.

Don’t misunderstand! There was a time when he seemed enchanted with the clinic, coming week after week, faithfully for years, as though therapy would never end. He complained, all right, in fact he was a real whiner: “I’m tired of this shit, I can’t take it anymore, therapy isn’t helping.” But after several suicide attempts and subsequent hospitalizations for depression during years of treatment with a number of capable clinicians, during our clinical encounter, Eddie gave every appearance of reconciling himself to blindness and to unrelenting physical illness. In due course he learned to move about the city freely using public conveyances, he got a decent job, he moved out of his mother ’s home and rented an apartment after acquiring many of the concrete skills a person needs to live independently. In fact, it seemed as if his depression finally remitted. Eddie fared so well that I was seduced by Plato’s enchanting notion that “the cure of the soul” is “effected by the use of certain charms, and these charms are fair words.”1 I even entertained the bewitching fiction that fair words induce moderation in the soul in a way that leads to well-being and self-mastery. But this was evidence of my hubris, for Eddie was simply long-suffering and working on a deadly disenchantment.

Born prematurely and incubated fatefully, Eddie’s immature retinal vascular bed was exposed to high concentrations of oxygen and he developed Retrolental Fibroplasia: a retinal disorder that left him legally blind. When he was twenty-eight years old, he became totally blind in the aftermath of cataract surgery and Glaucoma. Afflicted with Diabetes Mellitus, as well, he developed Peripheral Neuropathy: a syndrome of sensory, motor, reflex, and vasomotor symptoms that resulted in decreased sensation in his fingers and loss of sensation in his penis. To my surprise, Eddie once confessed that his inability to experience sexual pleasure was more tormenting than being blind. I was taken aback, having carefully considered how much vision profoundly impacts almost every aspect of a person’s life; of course Freud said the same about sex and with my organs of sight and sex intact how was I to know. Although Eddie was able to achieve an erection, he couldn’t feel a thing, except the awful feeling of not being a man. As a result of this distorted thinking he became a crazed animal who refused to seek the love, the intimacy, the emotional support of a female companion. Compounding these misfortunes, by the time he was forty years old, impaired sensation in his fingers made it increasingly difficult for him to read Braille. This was an enormous loss, since he was a bright, college-educated man who devoured the daily news and delighted in using his razor-sharp wit to cut a satirical swath through the absurdities of politics and government. Given his indomitable will and fair words that seemed to inspire a life-affirming celebration of the Spartan virtues of Sisyphus—the ill-fated mythic character forced to reconcile himself to the hopeless life of endlessly rolling a monstrous rock to the crest of a mountain in Hades—Eddie learned to compensate for his loss of reading by listening to audio tapes and TV news, until the Fates and the Furies became distempered and dealt a final crushing blow.

Initially, the constant ringing in his ears drove him nuts. As his hearing became increasingly impaired, his will to live collapsed, as if a fragile lust for life had been sucked into the vortex of an inescapable black hole. No sight! No sound! No penis! No touch! Nothing … save a massive boulder to push in concert with the curse of Sisyphus. But worse, for Sisyphus could see his boulder as he strained every muscle and sinew heaving his hellish rock toward that fabled mountain peak in the deathly underworld of Hades. Fearing closure of the sensate world, an inability to care for himself, and institutionalization in a dismal warehouse for human rejects, Eddie rejected the finer legacy of Sisyphus: the existential hero’s reconciliation with and consequent overcoming of seemingly hopeless terms of existence. One morning soon thereafter, Eddie snubbed his nose at the gods and lesser mortals while leaping headlong from his apartment window: the charming apartment his healer ’s fair words encouraged him to seek.

In retrospect, during the hopeful years of our acquaintance when Eddie seemed enchanted with the clinic, I guided him through a process of existential therapy that resulted in a memorable psychic turn: a cognitiveemotional turn that evidenced a quickening of the indwelling spirit required to accept and manage sightlessness, chronic illness, loneliness, and other unforgiving aspects of his Sisyphean existence. Dwelling in his own private Hades, with psychotropic medication and a few fair words each week to work a minor miracle on his serotonin receptors, Eddie gave every appearance of sustaining the therapeutic work of dwelling in harmony with the imperfect realities inhabiting his wounded body and his tormented mind, as if he were another one of history’s Sisyphean heroes: “conquerors,” according to Camus, who “sometimes talk of vanquishing and overcoming. But it is always ‘overcoming oneself’ that they mean.”2

Unfortunately, clinical experience suggests that the art of reconciliation is fragile, demanding, and uncertain, because it requires strength of character and a powerful will to persevere: the kind of spiny character and tenacious will Michelangelo displayed when toiling on his back year after year to create beauty on the Sistine Chapel ceiling. From time to time, the neuronal wiring that sustains a tenacious will becomes twisted in a knot too tight to be unraveled by the fairest words and the most potent psychotropic medications. This was the case with Eddie: a brave, long-suffering Sisyphean soul who became deadly disenchanted with myth, truth, and dialogical therapy, as well as all other aspects of the agonistic life of humans.


CLINICAL SPELLS, EROTIC ENCHANTMENTS

During our clinical acquaintance, Eddie often said that being deaf would be far worse than being blind and he prided himself on being a man of his word. As a result of this ambiguous virtue, Eddie’s legacy is a mute confession of the gratification and the gravity of clinical speaking and hearing, particularly dialogical encounters informed by the fair words of psychological healers whose persuasive language, ideas, and speech have the capacity to captivate and charm countless men and women who cross the threshold of the mental health clinic seeking a dialogical cure for the emotional wounds of existence. Given his deadly disenchantment and the fact that the persuasive art of dialogical therapy is obscure, rather than transparent, Eddie’s legacy is also a remainder of death that figured prominently in my uneasy decision to bring to public view my impressions of the enchantments of the clinic. This is a fascinating topic that brought me face to face with the early work of the pioneering Freud, an imaginative genius who once appeared to be so enchanted by the entrancing spells of hypnotic suggestion—entrancing spells facilitated by the erotically enriched relationship of doctor and patient—that he referred to clinical suggestion as a “miracle”; less than two years later, on 17 February 1889, to be exact, Freud’s older, wizened teacher, the venerable neurologist and psychohypnotist Jean Martin Charcot, took a momentary pause from his experimental work with hysterically paralyzed patients to draft a letter to Freud in which he mentioned certain “advantages” of hypnotism, while also warning of “the dangers” (FL, 18n2, 20n3).3

Freud is out of fashion in scientific quarters these days and if one listens to eager college students aspiring to become psychological healers, one gets the impression that the pioneering psychoanalyst is hardly read at all; but if he is read, it is for historical perspective on the psychoanalytic origin of dialogical therapy, rather than for clues to worthy theory or effective clinical practice. Nevertheless, in 1889, when he took a momentary pause from his scanty clinical practice to read Charcot’s warning, Freud was not blind to the dangers of clinical experiments. In fact, in a seemingly disenchanted mood, during a reflection on libidinal aspects of suggestion, he confessed to having felt a “muffled hostility to this tyranny of suggestion” (GR, 89).4 “Tyranny” is a big word carrying the sense of power that is harsh, severe, and oppressive; and when Freud used this meaningful word with reference to clinical suggestion, he was referring to the wrath of jilted hypnotists and verbal “violence” visited on subjects who failed to become enchanted, spellbound, influenced, or controlled by therapeutic suggestion.

Although I cannot personally verify the tyranny of suggestion or the wrath of jilted therapists, experience in the clinical trenches, where I have had silent conversations with myself, as well as intimate conversations with colleagues, enables me to confirm that dialogical therapists of every manner and sort may become as disenchanted with unenchanted patients as unenchanted patients appear to be with ordinary therapists.

Mindful of the advantages and the dangers of clinical experiments, particularly human experiments involving therapeutic strategies and techniques that enhance the power and the influence of mental health clinicians, I am using the term “enchantment” throughout this work to capture the experience of falling under a spell, following medieval poets like Chaucer, who used “enchantment” with this connotation in mind. The intriguing notion of falling under a spell is also reminiscent of Plato’s earlier classical reference to being charmed by fair words, specifically, the persuasive words of his philosophic mentor and dramatis persona, Socrates.

While dramatizing Socrates’ persuasive manner of curing souls in Meno, an early dialogue that raised the formidable question, “What is virtue?” Plato compared Socrates to a stingray who numbs or paralyzes those who come in contact with it at sea. Reflecting on this aspect of his disturbing dialogical encounter with Socrates, Meno informed the beguiling philosopher that his mind and lips were numbed by their conversation, so numbed, that he is unable to reply to Socrates’ penetrating questions, although he had spoken about virtue many times before. Humiliated by philosophic conversation that exposed his ignorance, Meno maintained that he had fallen under a paralyzing spell and he accused Socrates of practicing sorcery that rendered him helpless. Meno also advised Socrates rather ominously that if he ever left Athens and reduced others to perplexity the way he perplexes his dialogical partners in the streets and marketplaces of Athens, he is likely to be arrested and accused of being a wizard.5

Like Socrates, but for vastly different reasons, I have had the questionable experience of being called a wizard by a dialogical partner. In the clinical trenches, while engaged in the agonistic struggle against illness and death, hearing this startling word gave me pause and ample reason to reflect, not only on the art of dialogical therapy, but also on the idiosyncratic manner in which I engaged in the personal art of listening and speaking. I have taught Socrates to students of philosophy in a maximum security prison and in a respectable college on the East Coast; but I was never referred to as a wizard during philosophic encounters with felons or fresh-faced students. Therefore, as a philosophically minded pragmatic existential therapist responsible for the health and well-being of fellow humans, it falls to me to say that while keeping the rich notion of falling under a spell in plain sight, when I speak of enchantments of the clinic, I am referring to the animating hope of therapist and patient that their dialogical encounter will achieve a psychological healing or emotional cure: a remission of morbid symptoms, some purchase on well-being, a salutary change of cognitive-emotional state for which a fee is paid and accepted. This seductive hope, sometimes authentic, other times fanciful, is the raison d’être of dialogical therapy, the uncertain ground of the clinical relationship, the fertile soil in which the rich ensemble of entrancing language, captivating ideas, and charming speech is conceived and tested. But clinical experience also suggests that beneath the manifest surface of formal dialogical encounters, during the clinical struggle against emotional illness and death, other important variables are working or waiting in the shadows, one clear example being an enthrallment with clinical confession. The erotic experience of self-disclosure—the ambivalent yes and no of stripping, the enticing interpersonal game of evasion and invasion, the painful pleasure of denuding the self and giving oneself away— plays a unique and vital role in the daemonic underworld of secrets: sometimes guilty secrets, oftentimes shameful secrets, whose fateful disclosure facilitates the interpersonal process of dialogical therapy and the psychological healing that is the goal of clinical speaking and hearing.

The erudite postmodern philosopher Michel Foucault referred to the confession of secrets as a game of “capture and seduction” when he attempted to dissect the reciprocal relationship of power and pleasure informing a variety of confessional relationships; in fact, with medical and psychiatric examinations in mind, Foucault maintained that these confessional relationships were “mechanisms with a double impetus,” by which he meant “perpetual spirals of power and pleasure”: the kind of power involved in questioning and monitoring, watching and spying, searchingout and bringing to light, as well as the pleasure that comes from evading, fleeing, fooling, being scandalous or making a travesty of the power that questions, monitors, and spies.6 Although Foucault examined the neuroanatomy of power like a skilled surgeon at the height of his power to cut to the gray matter of human motivation, on my reading, he failed to adequately dissect daemonic aspects of clinical confession. Given clinical experience and supplemental thinking that traverses terrain first trod by Theodor Reik, an ardent disciple of Freud whose work on the compulsion to confess I shall examine in chapter 3, “The Erotization of Confession,” I am more inclined to speak of a triple impetus or perpetual spirals of power, pain, and pleasure, for this seems to more accurately capture the daemonic underside of human encounter in the clinical trenches, where the game of capture and seduction can become a serious game of direct, sometimes dire consequences. Whatever else I might say about enchantments of the clinic, one thing seems certain: there is a dialectic of power, pain, and pleasure in the clinical confessional and the fluctuating interplay of power, pain, and pleasure is capable of producing excitations and incitements that unfold on a field of erotic action and reaction, where the quest for psychological health and well-being meets capture and seduction— strategic players in a clinical game whose direct results are manifested in the life and death, the illness and health, of human beings and other strangers.

Digging deeper into the underworld of clinical experience, where the high-stakes game of persuasive dialogical therapy often is won or lost, I am mindful of the interesting way in which certain illusions of the clinical station enable an ordinary therapist to cast an unintentional spell that captivates and charms unsuspecting patients—not every patient, of course, but some unpredictably. In fact, clinical experience with a broad spectrum of fellow humans enables me to say that the provocative relationship of therapist and patient—the intimate, trusting relationship of clinical confessor and clinical confessant—may become hypnotically suggestive, such that a suggestible patient perceives the therapist as an “imaginary … object,” to use a fruitful expression that captured the early clinical experience of Freud (IL, 454).7 As the reader will see when I introduce clinical experience that not only confirms, but also is a variation on erotic themes of Freud, this illusion-dependent and illusion-making transformation of the therapist occurs during random erotizations of the clinic—erotizations an opportunistic therapist can use to facilitate the dialogical process of psychological healing, providing the erotization of the clinic, the erotization of the clinician (therapist-confessor), and the erotization of clinical confession are understood and managed well.

The awareness and use of clinical enchantments is not the exclusive province of Freud or an inherited fortune exclusively my own. In psychoanalytic circles, it is no secret that young Dr. Freud honed his skills with hypnosis and suggestion while studying with Charcot in Paris and Bernheim in Nancy, after which he found it reasonable to state: “My clients are sick people, hence especially irrational and suggestible” (FL, 446). I shall comment more thoroughly on this fascinating state of affairs in chapter 2, “The Erotization of the Clinician”; for now, suffice it to say that my heightened awareness of clinical spells and spellbound patients is remarkably consistent with the clinical experience of post-Freudian therapists, such as Jerome Frank, who reported that many demoralized patients “actively seek out and respond readily to a helper … in a state of heightened suggestibility.”8 Given the current popularity of cognitivebehavioral therapy as a concrete method for treating depression, anger, OCD, and a seemingly endless variety of emotional disorders, it is important to understand that when he reflected on the origins of his rationalemotive or cognitive therapy, Albert Ellis maintained that “man is not only a highly suggestible but an unusually autosuggestible animal.” Having arrived at the crucial understanding that his patients were externally conditioned to believe irrational ideas early on, Ellis claimed that emotional disorders persist because self-defeating ideas are “internally … autosuggested”—a clinical state of affairs that enabled Ellis to develop a practical mode of psychotherapy premised on the principle that, “since suggestibility seems to be an almost ineradicable trait of human beings, we should not aim at destroying but modifying it so that man becomes more intelligently suggestible.”9

Where I differ from Freud and post-Freudian clinicians like Frank and Ellis, who correctly conceived psychological healing as a function of dialogical suggestion and persuasion, is my predilection for placing charming words, libidinal fixations, enthrallments with confession, and other clinical captivations, under the encircling arc of enchantment, an engrossing cognitive-emotional state that includes perceptions of a fantastic sort—seductive perceptions informed and guided by the erotization of the clinic, clinician, and confession. Freud conceived this cognitiveemotional condition rather astutely when he described the hypnotic situation as “a group of two,” while offering the following definition of suggestion: “A conviction which is not based upon perception and reasoning but upon an erotic tie” (GR, 127–28).


AN EROTIC TIE

Experienced clinicians will undoubtedly understand that I am being coy in this introduction to the enchantments of the clinic, like a male version of the coy mistress in Andrew Marvell’s illustrious poem of a modest maiden who failed to seize the moment to have a sporting good time with her suitor. But if I were a marvelous writer pressed to devour time before expiring, I would simply confess the truth, to wit, my patients taught me everything I know about clinical enchantments and the erotizations of the clinical situation I am bashfully laying at the door of Freud. In full confession, many enchanted patients achieved a remission of symptoms or some form of psychological healing after crossing the threshold of the clinic and committing themselves to the difficult work of dialogical therapy. But I have been their eager student and they have been my unwitting teachers. Sabrina was noteworthy in this regard, due to the fact that some of her instruction came to me by means of extraordinary letters: “outside letters,” as she called them, referring to illuminating confessional letters drafted, mailed, and read outside the formal clinical context.

When she crossed the threshold of the clinic, Sabrina was a forty-twoyear-old married mother of four children. She had a baccalaureate in literature, but she was a closet intellectual, having forsaken graduate studies and a professional vocation to home-school her beloved children. A naturally beautiful, self-described “earth mother,” Sabrina was experiencing a morbid depression and an emotional estrangement from her husband, Gerald, described as a powerful, alcohol abusive man, fourteen years her senior, who could be likened to a despot in a provincial American castle. Fearful of conflict, Sabrina tried to “avoid any show of anger,” as if anger were the deadly plague that afflicted the Dark Ages.

During her psychosocial evaluation, in an important confession that announced her susceptibility to suggestion, Sabrina recalled a history of being controlled by others. Unfortunately, when she was a younger woman, she had no purchase on the perverse fact that the personal attributes that draw us to significant others often become the very attributes that later bring us grief. As a result, she failed to anticipate the demoralizing truth that she would gradually lose power and become a petrified self, performing “a silent little mouse routine” in a dreary marriage to a controlling man destined to acquire despotic power in his provincial castle. Adding to her oppression was the fact that Sabrina was committed to the interminable nursing of four children. I say interminable because Sabrina was a member of La Leche; as if she were one of the founding mothers, she nursed each of her four children for at least five years. I’ll leave the precise math to the reader and simply say that prior to therapy Sabrina was a nursing mother for fifteen years. Whatever the equation, Gerald found Sabrina’s full, round, lactating breasts very stimulating; consequently, he pursued her like a primitive animal in heat. Given her suppressed libido and consequent loss of an erotic self and body, Sabrina developed the habit of fellating her husband mechanically, rather than submitting to the dark ceremony of forced entry in the still of night. By all accounts, she wanted to end it, but she had become a “silent little mouse” who felt totally disempowered.

After spending eighteen years with a “cold,” “decisive,” “formidable,” “quick to anger,” “strong man,” Sabrina awakened early one summer morning in anguish. Like many depressed people who lose themselves in empty marriages to lovers who become strangers, Sabrina awakened one morning to the sickness unto death: the kind of sickness conceived by Kierkegaard as an inability to authentically live and an inability to die.10 In modern dress, this psychoreligious concept of despair translates nicely into the clinical concept of demoralization identified by Frank in Persuasion and Healing. Existential markers of demoralization—the most common mental state of persons seeking dialogical therapy—are powerlessness, hopelessness, helplessness, and isolation, with clinical symptoms of depression and anxiety being morbid sequelae.11 Sabrina suffered the sickness unto death for another three months, after which she arrived in my office complaining of being “nothing but a tit!”

In retrospect, Sabrina was enthralled with clinical confession, nevertheless, her early outside letters revealed the game of capture and seduction and the strategy of evasion to invasion that characterizes the onset of therapy when patients are not yet able to trust a stranger with shameful secrets. Initially ambivalent about confession, a letter recounting a dream of disordering panic manifests Sabrina’s reluctance to undress her psyche: an aversion to being seen and becoming truly known by her therapistconfessor. Phenomenological markers of ambivalence are the desire to cancel or not go to her clinical appointment, yet feeling maddened by the thought of not attending; the feeling of being bad in her therapist’s presence; fear that I would reject her or turn my back after learning her secrets; admission of skimming the surface of secrets and hiding or trying to hide. Sabrina referred to this illuminating dream as “the Dr. E dream” and it was part of an early outside letter that arrived unexpectedly in the morning mail.



Dr. E: I wake up in my dream and it’s a wild morning. Mayhem. I’m thinking I just can’t go to my appointment with you, but it’s too late to cancel. I let time keep ticking away, but get into a panic about how to explain myself later. Suddenly you’re there and I’ve got this “I’ve been bad” feeling, though I’m not sure/can’t say what you’re doing to make me have this reaction. Next thing I know it’s another morning—quite near to a morning that did, in fact, occur. The weather or something has me thinking I may be unable to make my session and that threat has me nuts. Concerned when I get to your office, my image of you is sitting turned away from me.

Just skimming the surface, I want to not “confess” this dream, but I’m too curious based upon where you guide me in this stuff. So here goes. Why wouldn’t I just call you and say I couldn’t go? It’s like I’m hiding—or think I can try to hide…. So then getting to your office and you’re turned away??? I’m lost here. It just ticks me off in general that dreams hold such significance.




After processing this dream during one of our regular weekly clinical hours, productive therapy proceeded apace until one day everything changed when I received a letter out of the blue: a loquacious letter confessing the secret that Sabrina had eroticized her therapist. Reporting a new “feeling of delight,” as if she were in







































CLINICAL NIHILISM





THE CRAZED SPECIES














GUIDING PRINCIPLES






NOTES
























OEBPS/page-template.xpgt
 

  
   
   
  

   
   
   
  

   
   
  

   
   
   
  

   
   
  

   
   
   
  

   
     
       
       
       
       
       
       
    
  

 

  
   
 





OEBPS/images/1.jpg





