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Praise for THE ONLY CURE


“Solms is making a brilliant, determined, scrupulous and tactful endeavor to approach, in a new way, the oldest question of them all.”

—Oliver Sacks

“Anyone paying close attention to the field of psychoanalysis will be aware of the breathtakingly revolutionary contributions of Mark Solms.”

—Nuar Alsadir, author of Animal Joy and psychoanalyst on Showtime’s Couples Therapy

“Makes a really compelling case that the origin of consciousness is with feelings, not thoughts. Feelings are the language in which the body talks to the brain. I’m convinced.”

—Michael Pollan, The New York Times

“It would be difficult to improve on Solms’s credentials for the task. He is also a wonderfully witty and lucid writer. Deeply moving case histories of patients show that at the heart of psychoanalytic practice is an empathy that enables patients to detoxify their experience.”

—The Guardian

“Solms appears to have literally brought Freud back to life in this page-turner of a book.”

—Daniel W. Prezant, President of the American Psychoanalytic Association

“Extraordinary on so many different levels. How minds change is the question at the center of this book. It’s changing mine.”

—Brian Eno, producer, composer, and artist

“Illuminates the deeper origins of our symptoms—how they arise, why they persist, and the protective purpose behind them. With clarity and compassion, Dr. Solms weaves neuroscience with lived experience to show that real healing begins with insight into our earliest emotional patterns.”

—Dr. Nicole Lepera, author of the international bestsellers How to Do the Work and How to Be the Love You Seek

“A scholarly masterpiece, written by the world’s greatest living authority on Freud. The origin story of Freudian ideas is introduced in forensic and fascinating detail and developed carefully in light of evidence-based 21st-century insights into the mind and brain. There is so much to be learned in these pages.”

—Karl J. Friston, the world’s most cited neuroscientist

“Because of the author’s unusual combination of expertise, The Only Cure provides many insights that are unique. The case descriptions are interesting and engaging. The science behind them is vast. It’s an awesome book. A must-read for anyone involved in or interested in mental health.”

—Cristina Alberini, professor of neural science at NYU

“Solms shows how Freud’s deepest insights are being vindicated by modern brain science. Bridging neuroscience and psychotherapy, he argues that psychoanalysis remains the only truly curative treatment for many mental disorders. An inspiring read.”

—Vittorio Gallese, co-discoverer of the mirror neuron

“Provides nothing less than an empirical basis for the re-enchantment of psychology, upending decades of scientific reductionism and returning human emotion to where it should always have been: at the very heart of the matter. It has the rare quality of being both an act of scholarship and an act of love.”

—Keiran Goddard, author of I See Buildings Fall Like Lightning

“Sigmund Freud invented psychotherapy, a treatment that now has global reach, but why and how does the talking cure work? Lucid, confiding, incisive, erudite, and often funny, Solms is the perfect guide for any reader curious about what it means to heal the ailing self.”

—Siri Hustvedt, author of What I Loved

“What begins as a rehabilitation of Freud from the perspective of neuroscience becomes a quietly radical statement of the need both to give and to receive care. It’s that rare thing: a book that’s actually necessary.”

—Jessie Greengrass, author of The High House

“A tour de force. Demonstrates the enduring truth that the only cure for mental suffering is the one that discovers and addresses its subjective causes.”

—Harriet Wolfe, former president of the International Psychoanalytical Association

“An authoritative and surprisingly personable account of the neuroscience behind the talking cure. This is a book I’ve been waiting to read for years.”

—Orlando Reade, author of What in Me is Dark

“Mark Solms has shifted something irrevocably with this profound and enlightening book, revealing Freud’s work in a thrilling—and moving—new way. Vital for anyone interested in how a mind is made and will be a comfort to those of us who have felt forced into one or another defining camp.”

—Megan Nolan, author of Ordinary Human Failings and Acts of Desperation

“Offers a candidly argued defense of a regrettably overlooked idea: that in dealing with the universe of the human mind, sane as well as sick, a subjective perspective is indispensable. But Solms quietly achieves something no less important: he reminds us that Freud was a biologist and, wonder of wonders, that his ideas are part of the foundation of neuroscience.”

—Antonio Damasio, author of Descartes’ Error

“Solms brings his magisterial mind to Freud and those who followed in the quest to understand us human subjects. Solms does an excellent job of linking developments in neuroscience, philosophy and psychoanalysis enabling us to more deeply understand human subjectivity. It is a great achievement.”

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

— Sigmund Freud, 1938







INTRODUCTION The Symptom

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

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

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

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

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

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

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

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

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

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

There he remained for some time.

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

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

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

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

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

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

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

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

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

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

‘Alright’, he said.

From this point in his story, things became more difficult. For one thing, my hunch turned out to be wide of the mark: Teddy’s story was more idiosyncratic than expected. At the end of this book, I will tell you what ultimately emerged when he came to me for treatment. This isn’t bait: I genuinely don’t think it would make sense if I told you now. But it will.



Despite the long list of medications that my colleague prescribed for Teddy, this pharmacological tasting menu barely scrapes the surface of the range of medical specialities, hi-tech instruments and drug therapies now deployed to diagnose and treat mental suffering. Major depression alone might be treated by infusions of ketamine (a general anaesthetic), by low-dose psychedelics (like psilocybin), by vagus nerve stimulation, by ECT (electroconvulsive therapy), by TMS (transcranial magnetic stimulation), and even – albeit less frequently – by DBS (deep brain stimulation; the insertion of electrodes deep into the tissues of the brain).

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

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

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

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

Again and again, returning to the hotel after well-funded conferences in Vienna or Cold Spring Harbor, I found myself puzzling over how little this generation of laboratory gnomes resembled the great and terrible giants who once walked the earth.



Astonishing as it seems, mainstream psychiatry was once dominated by a cadre of medical practitioners for whom insight was not merely the object of inquiry, but the very essence of the cure.

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

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

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

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

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

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

Now, however, the ground seems to be shifting again. Since the COVID pandemic, it has become increasingly difficult to refer patients to psychoanalysts and psychoanalytic therapists (child psychotherapists, in particular) as none of them have any vacancies. Ever more psychiatrists and psychologists are applying for specialist training in psychoanalysis. Pro-Freudian opinion pieces are popping up all over the mainstream media.2 From the depths, a figure hitherto relegated to the realm of cranks and innuendo is once again rising to the surface. Why is it happening now? What should we make of it?



Among the less controversial claims I am going to make in this book is that pretty much all modern forms of psychotherapy are derived from the work of Sigmund Freud, an Austrian neuroscientist and neurologist whose long working life took him from fin de siècle Vienna to Hampstead in London, where he died in exile a few weeks into the Second World War.

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

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

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

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

Among the more controversial claims that I am going to defend in this book is that we need him today more than ever.



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

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

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

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

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

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

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

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

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

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

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

Why does psychoanalysis work so well? And why do patients treated on Freudian lines reliably continue to get better long after treatment has ceased? This isn’t ‘regression to the mean’, or people naturally getting better over time. It’s a very distinctive effect of the therapies derived from Freud’s ideas. It is most strongly visible in the treatments that hew closest to his original methods. As I hope to convince you, the reason for the pattern is this: psychoanalysis actually gets to the root of the problem. The talking cure is a cure – and still the only real one we have in psychiatry.



This is not a self-help book. For the really difficult, really deep problems, you actually can’t fix them by yourself, whatever some authors might suggest. If I explain a bit of what is ultimately going on in various types of mental disorder, that won’t put me and my colleagues out of work. Even so, I hope to give readers who have no professional stake in these subjects a rough-and-ready map to the mind that is not just interesting but also useful. It can be consoling to view one’s problems in the light of what has been learnt from treating similar problems in thousands of other people. And it can illuminate one’s existence in countless big and small ways to have a general sense of how the mental apparatus as a whole fits together.

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

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



	I. Likewise for all patients described in this book.

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








CHAPTER ONE Censors


ANALYST: It wasn’t meant to be a statement of fact. It was meant to be a kind of ‘Is this what you’re feeling?’, for you to say yes or no. I was asking: talking to an authority, does it make you feel boxed in?

PATIENT: But I said no, it doesn’t, and you still carried on. I will never agree with you making me out to be a paranoid person. I am not that way.

ANALYST: What makes you say paranoid?

PATIENT: Because of authority; your focus on authority, my relationship with authority. Most people who have paranoid personalities have problems with authority.

ANALYST: They think everybody’s trying to harm them. Not just authority figures.

PATIENT: It starts with authority figures. I’ve known a few schizophrenics. It always starts with the government; it never starts with the common person.

— From the author’s clinical files



The ancient Egyptians didn’t think much of the brain. When preparing a body for the afterlife, they scooped it out via the nose and threw it away. Ancient Chinese doctors similarly deemed it of little importance; it was the heart that determined our individual qualities and the understanding of sensory perceptions. The Greek philosopher Aristotle agreed, seeing the heart as the seat of our sentient being. The comparatively lowly task he assigned to the brain was to cool the body down.

It seems to have been Hippocrates who turned the tide, around 400 BCE. As a physician, he conducted many autopsies, and perhaps it was this experience that revealed to him how many patients with mental abnormalities in life turn out on the dissection table to have damaged or diseased brains. Galen, another ancient Greek doctor, developed the insight and observed that the mysterious organ in the skull was connected with the rest of the body by a network of nerves, which he thought were tubes. Interestingly, he believed it was the hollow sacs or ventricles within the brain that contained the soul, rather than the actual tissues. Presumably this emphasis on the circulatory systems – initially on the flow of blood through the body and then on the transparent fluid that circulates through the tubes and ventricles – reflected the immaterial nature of the soul. Building upon a belief passed down to him by more-ancient ancients to the effect that ‘animal spirits’ contain the elements, earth, air, fire and water, Galen proposed that four ‘humours’ circulate through the body – black bile, blood, yellow bile and phlegm – and he claimed that imbalances in these make you melancholic, sanguine, choleric and phlegmatic, respectively.

This remained the state of the art in brain anatomy for about 14 centuries. At the dawn of the Enlightenment, the mathematician René Descartes declared the tiny pineal gland to be the seat of the soul, apparently on the basis of its central location, floating just behind the ventricles. Under the influence of Thomas Willis, British empiricists like Locke and Hume finally focused upon the matter of the brain itself, concluding that vibrations, rather than fluids, are transmitted along the nerves connecting it with the sense organs, leaving impressions – memory images – in its cortical cells, one image per cell. These impressions then became associated with each other by way of the connections between the cells to form ideas. The phrenologists Gall and Spurzheim fancied that the ideas, in turn, grouped together to form various mental ‘faculties’, whose relative significance could be determined by examining the bumps on each person’s cranium: the bigger the bump, the more developed the faculty. One of these faculties, language, was attributed to the frontal lobes of the brain; and that attribution happened (by chance) to be correct, more or less.

In 1861, Paul Broca reported to an astonished audience that the capacity for language was abolished in a patient named Monsieur Leborgne, who was found at autopsy to have localized damage in the third left frontal convolution of his brain. In the next four years, Broca found 12 more cases with the same mental deficit associated with the same frontal brain lesion. ‘There are in the human mind a group of faculties and in the brain groups of convolutions’, he wrote, ‘and the facts assembled by science so far allow us to state […] that the great regions of the mind correspond to the great regions of the brain.’1 With that, neuropsychology was born.



The human brain, we are constantly told, is the most complicated object in the known universe. A hundred billion neurons, a hundred trillion synaptic connections – more connections than stars in the Milky Way. ‘If the brain were so simple that we could understand it,’ I once saw scratched on a toilet cubicle door in a British medical school, ‘we would be so simple that we couldn’t.’ That may be, but we still have to live with it, as we do the climate, the stock market, politics, and many things of almost overwhelming complexity. It’s too important to ignore. So, we do the best we can.

Over the centuries, there have been many attempts to get to grips with the problem, to simplify it and make it tractable. The investigators differed in their modes of investigation, in their theoretical presuppositions, and in the kinds of data they took to be significant. Some of them were decidedly far-fetched. Astrology had a spectacular run as our leading science of human personality, crystallizing in the Hellenistic world around 300 BCE and showing no sign of vanishing from the popular imagination just yet. The bumps on your head are arguably more credible determinants of your personal qualities than the stars in the sky, but despite its early success, phrenology also slipped out of the running as a serious scientific programme, relegated to a dustier section of the occult shop even than astrology and Tarot (and, for that matter, certain books of psychoanalytic theory).

All these accounts of the soul – inspired, insane, prosaic or profane – jostled against one another in uneasy coexistence. It would take a very open mind to suggest that they each possess a part of the truth. Yet, whatever their differences, they are all vantage points upon, and attempts to explain, the same thing, namely what we are: How does the mind work? And how does it relate to our bodies?

Progress came, as it often does, in the form of agreement. Over time, some of these nascent sciences started to corroborate one another, and finally they settled on a basic story.

Here it is, in a nutshell.

The soul (renamed the mind) derives from sensory experience, in the form of memories. These are stored in different zones of the cortex that receive information from the senses, and they are associated with one another to form the various mental faculties (renamed functions).

It might not sound like much, but it was a start.



After Broca’s localization of language, reports emerged, first in Europe and then all over the world, of innumerable other cases in which deficits in various mental functions followed damage to other specific parts of the cortex. The race to localize these functions in various brain ‘centres’ (as they were called) resulted in an impressively comprehensive map.2 Yet it lacked precision. Neurologists couldn’t help but notice that damage to the different centres didn’t produce deficits in just the one mental function assigned to it; and even when it did, the function wasn’t lost completely. Thus, for example, patients with damage in what has come to be known as ‘Broca’s area’ were still capable of producing concrete words like nouns, but they lost the connecting ones. A patient with Broca’s aphasia who wants to say ‘could you please pass me the salt’ might say, haltingly, ‘you… me… salt’. Rather than total loss of language, their speech is characterized by what is called ‘agrammatism’. So, we have a mystery. Is language stored in Broca’s area, or isn’t it?

The Canadian psychologist Donald Hebb coined the word ‘neuropsychology’ in 1949, and many others contributed to the early development of the field,I but nobody is more deserving of the epithet ‘father of neuropsychology’ than a brilliant Russian neurologist named Aleksandr Romanovich Luria (1902–77).

Luria’s inspired answer to the puzzle of Broca’s area, and the more general question of why mental functions do not map directly onto cortical centres, was this: they are distributed. Mental functions like language, Luria argued, are akin to bodily processes such as respiration or digestion. Such complex functions cannot be localized narrowly in the tissues of the lungs or the stomach. Respiration entails the expansion of the intercostal muscles of the diaphragm, which draws air through the trachea, which oxygenates the blood in the alveoli of the lungs, which is pumped to other organs by the heart, and so on. The functions of each of these tissues may be described as ‘components’ of the system as a whole, but the total function is not performed in any one of them. What matters is the interaction between them.

This dynamically distributed nature of mental functions seemed particularly promising when it came to the second puzzle about Broca-style localizationism. How did the transmission of nerve impulses from cells in the sense organs to cells in the cerebral cortex turn into ideas? Or, to put it another way, how does a purely physiological process become a subjective experience?

Luria’s response to this one was subtle. He said that the mental symptoms arising from brain injuries must be analysed in their own right, psychologically, and functionally, not physiologically. This turned out to be a fateful distinction. When we investigate the function of some organ or system, we ask what it does, saving for another day the more concrete question of exactly how it does it. When we investigate the physiology of an organ or system, by contrast, we try to understand immediately how its bodily tissues perform the function in question – like the alveoli of the lungs in relation to respiration. Means and ends: physiology provides the means to a functional end.

For Luria, accordingly, neuropsychological science did not entail reduction of complex psychological functions to simple physiological mechanisms, but rather what he called ‘qualification’. He was interested in the peculiar psychological character of each mental impairment, and the pattern of other psychological symptoms that occurred alongside it. The thing you could describe in physiological terms – the thing that could be assigned to specific anatomical tissues – was not the mental capacity as a whole, but just a component, which might play a part in many different functions.II To map entire psychological systems, such as those for language or memory, you had to note all the deficits arising from each little piece of tissue damage. ‘The singling out of a symptom is not the end but rather the beginning of [this] work, which continues in depth,’ Luria wrote.3 Only when he had the full clinical picture could he begin to look for an underlying factor that might explain each of the psychological observations. He called this process ‘dynamic localization’.

Like the other pioneers of neuropsychology, Luria developed his major insights in the wake of the Second World War. In 1943, he took charge of an 800-bed military hospital for patients with traumatic brain injuries. This was fortunate (for him), since the method of dynamic localization required the detailed examination of multiple injuries at different locations throughout the brain’s entire anatomy. The Soviet military’s astonishingly high casualty rate during the war furnished him with plenty of raw data, and Luria set out some of his resulting insights in a monograph titled Traumatic Aphasia (1947), in which he reconceptualized Broca’s and the other aphasias in the terms described above. Almost immediately, it brought him to world renown.

From the 1950s onwards, at leading international conferences of neurologists and psychologists, Luria was a star speaker. In the following three decades, he published Restoration of Functions after Brain Injury (1948), Human Brain and Psychological Processes (1963), The Psychophysiology of the Frontal Lobes (1973, with Karl Pribram), Basic Problems of Neurolinguistics (1975), The Neuropsychology of Memory (1976) – and his two most famous case studies, The Mind of a Mnemonist (1968) and The Man with a Shattered World (1972).

His greatest work, however, was undoubtedly the magisterial Higher Cortical Functions in Man (1962), whose essential findings he summarized in more digestible form in another celebrated book, The Working Brain (1973). These two volumes were the main textbooks we studied when I trained in neuropsychology in the early 1980s.III Like many neuropsychological colleagues around the world, I have used Luria’s method of investigation in my four decades of clinical practice, to diagnose and treat innumerable kinds of brain disease and brain injury in thousands of patients. I, together with my colleagues and our patients, owe an immense debt to his foundational work. The validity of his most basic insight – namely, that mental life arises from interactions between multiple component functions located in widely distributed parts of the brain – is taken for granted now; so much so, in fact, that nobody bothers to ask where it came from.



Many neuroscientists are taken aback to learn that Luria began his scientific career as a psychoanalyst. (Some of them might find it more acceptable if he had got his start studying witchcraft.) And yet, it’s true. Shortly after graduating in 1921 with a degree in biology and social science, Luria founded a psychoanalytical society in his hometown of Kazan. He wrote to Freud in 1922 to inform him, and there followed a brief correspondence in which Freud recognized the new society and addressed Luria as ‘Herr President’. One suspects he didn’t realize he was writing to a teenager.4

During the seventeen scientific meetings that the Kazan Psychoanalytic Association held between September 1922 and September 1923, Luria delivered twelve lectures on a wide range of psychoanalytical topics. These included ‘Some Principles of Psychoanalysis’, ‘Psychoanalysis in Light of the Main Tendencies in Modern Psychology’, ‘The Current Crisis in Russian Psychology’ and ‘The Present State of Psychoanalysis’. He also reported the results of his empirical research, such as a study on sleep-onset fantasies, and he analysed patients at the Kazan Psychiatric Hospital (including, incidentally, Fyodor Dostoevsky’s granddaughter).5

In late 1923, Luria moved to Moscow, where he undertook postgraduate studies in linguistics and – later – completed his medical training. There he joined the Russian Psychoanalytical Society and became its secretary. This society was extremely active: it included not only a scientific and educational programme but also a publishing house, an outpatient clinic, and a kindergarten for troubled children.

Over the next five years, Luria continued to pursue his intensive programme of psychoanalytical research, and he continued to write about diverse psychoanalytic topics. In 1925, for example, he wrote an introduction (with Lev Vygotsky) to the Russian translation of one of Freud’s most important books, Beyond the Pleasure Principle (1920). His ongoing research included a series of studies on dreams in which he suggested ‘latent’ dream thoughts to people under hypnosis and observed how these were transformed into the ‘manifest’ content of dreams. Freud had inferred unconscious (latent) wishes from consciously remembered (manifest) dreams, retrospectively; Luria wanted to test the theory by implanting the unconscious wishes in advance.

On March 17, 1927, Luria presented a discussion of a recently published book by Bernard Bykhovsky, titled Freud’s Metapsychology (1926). The book’s main argument was that the psychoanalytic account of the drives that underpin human psychology was compatible with Marxism-Leninism. Luria agreed that it was. Three weeks later, however, seemingly without warning, he asked to be relieved of his duties as secretary of the Society. He made no further contributions to its scientific and other activities, and within two years he resigned from it altogether.

After this, Luria didn’t have much more to say about psychoanalysis, or not in public, anyway. Ten years later, in 1940, he was asked to write an entry on the subject for The Great Soviet Encyclopaedia. He must have accepted this dubious honour nervously. In his entry, he dismissed psychoanalysis as a ‘false theory’ belonging to ‘the sphere of hostile advanced science’, on the grounds that it ‘biologizes the complex, historically-determined conscious state of the human being’.6

He never discussed Freudian theory in his published writings again, apart from a brief mention in his autobiography, in which he repented his youthful dalliance:


Here, I thought, was a scientific approach that combined a strongly deterministic explanation of concrete, individual behaviour with an explanation of the origins of complex human needs in terms of natural science. Perhaps psychoanalysis could serve as the basis for a scientific reale Psychologie, one that would overcome the nomothetic-ideographic distinction […] But I finally concluded that it was an error to assume that one can deduce human behaviour from the biological ‘depths’ of the mind, excluding its social ‘heights’.7



This is a surprising line for him to have taken, given that the remainder of his career concerned nothing but the biological ‘depths’ of the mind. As a neuropsychologist, Luria investigated mental phenomena in their most general and fundamental – it is tempting to say elemental – forms, right down to their physiological and anatomical roots.

In The Working Brain (1973), which was written shortly before his death in 1977, Luria summarized his life’s work under the following chapter headings: ‘Perception’, ‘Movement and Action’, ‘Attention’, ‘Memory’, ‘Language’ and ‘Thinking’. In the concluding chapter, he wrote the following:


Neuropsychology is still a very young science, taking its very first step, and a period of thirty years is not a very long time for the development of any science. That is why some very important chapters, such as motives, complex forms of emotions and the structure of personality are not included in this book. Perhaps they will be added in future editions.8



Alas, not by him. For those unschooled in the wisdom of giving certain subjects a wide berth, the three missing chapters may seem like a puzzling lacuna. Surely motives, emotions and the structure of personality are fundamental aspects of the mind! In Western neuroscience, there was a standard story as to why you

































































































	I. Such as the American neurologist Norman Geschwind, the French psychiatrist Henry Hécaen, the German-American psychologist Hans-Lukas Teuber, the British psychologist Oliver Zangwill, and the American neurosurgeon Karl Pribram.

	II. The same components participate in multiple functional systems; so neuropsychological syndromes frequently involve impairments in several different mental faculties simultaneously.

	III. We used Higher Cortical Function in Man in its second (1980) English-language edition.

	IV. Other work by Luria in the immediate post-psychoanalytic period included a field-study of cultural differences in thinking, conducted with a group of colleagues, in which Luria concentrated on ‘visual thinking’ (as he had done in his research on dreams and fantasies) and ‘self-analysis and evaluation of other individuals at various stages of personality development’ (Luria, 1932b, p. 242). See also Luria & Vygotsky’s intriguing book on Ape, Primitive Man and Child (1930), which appeared in English translation in 1992.

	V. Three years later the same house, Profile Books, published my own book, The Hidden Spring, which had several favourable words to say about Freud.
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