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I began treating a patient referred as a condition of continued employment. The substance use problem previously obvious at his workplace quickly abated there, but he regularly attended treatment in a grossly intoxicated state.  He complained of profound loneliness and asked to speak to me on phone on some evenings.  Initially, this seemed to help, but these became drunken, rage filled episodes that left me nauseated and exhausted.  There was  no recollection of the conversations.

Another patient sought my assistance because he had been told I “used all the latest technologies” for addiction treatment.  Initially, he was using heroin intermittently, chipping.  Within a few weeks, he was using daily and “nodding off” in our sessions.  I was a terrified and powerless witness to his rapid decline. 

Both treatments had good outcomes due in part to mutual analysis. This brief paper will consider mutual analysis and the complex issue of substance use treatment within psychoanalysis. 

Psychoanalytic treatment of patients with substance use problems has been marked by a strange silence about a central issue involved in this process, substance use during treatment, and, particularly, in the session. Standard technique, however, demands that substance use must be stopped before entering analysis.

Psychoanalytic history provides some contrary examples.

Paul Federn treated a number of active drug addicts and wrote,

“Every analyst knows that patients must learn to avoid drugs during analysis; no patient may be considered cured if he returns to habitual use of drugs after analysis.  Yet we cannot stop drug habits in patients who are not cured.” (1953, p. 125-126)

Freud referred the brilliant, charismatic, and addicted Otto Gross to Jung to be detoxed at Burgholzli with the understanding that he would be referred back for his psychoanalysis.  Instead, Jung treated Gross himself while he was detoxing using opium in what we call a medication assisted detox today.  Jung's case notes revealed that Gross used additional opium and snorted cocaine as he detoxed and was treated (Noll, 1997).  When the analysis bogged down, at Gross’ insistence they alternated in analyzing one another.  This was a mutual analysis. Jung announced in a letter to Freud that Gross had been cured.  Gross shortly thereafter slipped over the wall at Burgholzli and promptly resumed his multiple addictions (Freud, 1994).

Freud treated Jones’ lover,  Loe Kann, for her morphine addiction.  She used morphine 

throughout (Freud, 1994).   Freud and Jones corresponded regularly about Loe’s treatment and life. Freud wrote several times about how difficult it was for her to give up morphine.

July 7, 1914, Freud, 

“...the morphia campaign has miscarried.... She had begun too late, giving herself much pain consciously but internal resistance is still too great... I hope she will stick to smaller doses for the next time.” (289-290)

On July 10, 1914, Freud,

“I will take leave tomorrow from Loe. She recovered instantly after taking more morphia and I see no way to rent it from her. At the moment she's become no believer in psychoanalysis [Greek symbols in original] yet but she is charming with all her faults, which are more than outweighed by her excellent qualities.” (292)

Jones wrote Freud on July 22, 1914, complaining to Freud about repeating a comment to Loe that he made about her morphine usage.

On August 3, 19 14, Jones,  

“Loe is buying up large quantities of morphia to send to foreign armies, because when the supply of morphia runs short it will be given only to those likely to recover, while the hopeless must die in pain. Isn't she wonderful?” (298)

Roazen (1992) reported that Freud treated Ruth Mack Brunswick while she was addicted to morphine, a fact that he must have known.   Freud thought well of Brunswick, referring her the “Wolf  Man” for further analysis in 1926.  She remained a lifelong addict, including the time she practiced as an analyst with the “Wolf Man” and others.

Long after Jung’s treatment of Gross, Stekel agreed to treat him at a sanatorium and continuing at the front in 1914 after WW I broke out (Stekel, 1920). Well aware of his addictions, Stekel imposed a treatment parameter, that Gross remain sober. The sanatorium's apothecary was advised not to give him any opium.  Gross assented but was still able to obtain opium. 

"He defended himself against the new revelations; he often increased the doses of opium, came to me in an intoxicated condition, but I had him firmly in my hands and did not relax my hold....Then the World War broke out." (158)

Stekel went to work at a Red Cross Hospital and got Gross a physician's job there so their work could continue.  Gross continued to use.  Yet, Stekel wrote,
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The difficulties encountered are typical -- patients were “under the influence” in sessions and between.   Removing historical references, these accounts appear contemporary.  We face the same problems we did 100 years ago.

Any treatment of patients with drug or alcohol issues  must confront the problems of relapse and attendance while intoxicated.  Some patients may begin treatment without disclosing these problems at the outset or use during the treatment.  The references to drug addiction and alcoholism in the early psychoanalytic literature by Abraham, Rado, Federn, Aichorn, Glover, and others strongly suggest that they were aware of the many contradictions and difficulties that arise in analyses of patients with these problems.  

Case reports occasionally appear in contemporary psychoanalytic literature of addicted patients treated with the standard technique who apparently improve. Patient drug or alcohol usage during the treatment session is never discussed.  They enter addicted and exit “cured.”  How was the issue of substance use addressed during the treatment?  Did their usage affect their conduct or the analyst’s during the session?  Were there any effects on the transference?  These issues are never introduced for consideration.

Ongoing substance use been neglected as a potential source of meaning and understanding of the patient and the treatment. It is treated as a concrete fact lacking nuance, devoid of any meaning.  Its presence is to be avoided and is prohibited by the (good) analyst as a matter of standard technique.  Can this be so readily ignored?

Considering the complexity of the phenomenon, this seems sterile.  It is as if there no difference in how a patient may relate when he takes a tranquilizer or a drink before the session begins; or when addicted and regulating himself, appearing stable and not intoxicated; or in withdrawal; or when hung over; or shortly after the session ends; or the immediate pre-  and post-session cigarette.  Complications are added when the therapist does not know that this has been occurring.  Is the transference hidden behind the “stoned” wall of narcissism?  And the analyst...?

To maintain some semblance of the standard technique, a parameter, a compromise, is sometimes introduced by the analyst.  The patient cannot be under the influence during the session time. Substance use represents acting out, supposedly strictly forbidden. This may not be meaningful. It is a form of denial for both parties. Comfortable denial, but denial still.

Terminating or denying these treatments solves the problem for some.  Substance use during the course of the treatment and use in the session are major contributors to stalemates and premature termination from treatment, either by the patient or analyst.

The standard technique remains the reference point for any psychoanalytic treatment.  The emphasis upon the standard technique seems as if it might perpetuate the limited interest and possibilities for success that exist for these treatments, whatever the realistic assessment of the difficulties faced may be.  For patients with substance use problems these rules represent demands that they renounce a way of life that seems to be the only one that is tolerable.  For the analyst they provide expedient means to deny or comfortably enact a series of unworkable countertransference difficulties that can be directed to getting rid of the patient. 

Substance use regulates affects.
Transference regulates affects.

Transference and substance use share this vitally important characteristic.

Regular substance users can be considered to be under the influence, even if they do not appear to be.

Ferenczi’s concern about stalemated treatments, patient perception of unconscious attitudes and disapproval by the analyst, and the potentials for avoiding or comfortably acting out inner conflicts in the authoritarian setting of the analysis led him to experiment with mutual analysis (Frankel, 1993).

The relaxation technique (Ferenczi, 1933), acceptance of everything that the patient says or does, without challenge is often of assistance, but can also carry the risk that active substance use may continue or be exacerbated – a tacit agreement to “let it be” can become a collusive shared resistance.

If resistances to cooperation, memory and saying everything are not resolved, improvement is unlikely.  As uncomfortable as it may be for both parties, addressing ongoing substance use in an inquiring and open manner can introduce the possibility of mutuality:  

By asking about the analyst and the treatment.

“How am I doing?”

Or, by commenting about the treatment, or responding to direct attacks on the analyst.

“I don’t seem to be helping much with your drinking.”

Some patients will then launch self-attacks and blame themselves in despair,  avoiding any suggestion that the analyst may not be helping them sufficiently.

“I’m beyond help.” Or,

“I’m too damaged.” 

The substance use is brought into their relationship in the “here and now” of the session.  It is no longer something going on outside to be analyzed at a distance or to develop management strategies outside of the analyst’s office.

The analyst can accept his part in the patient’s substance abuse by drawing attention to the analyst instead of morbid preoccupation with self.  This carries distinct potentials for engagement.

P: “This isn’t about you.  You think everything’s about you! You’re a narcissist.”

A: “You aren’t the only one to say that.   I’m not quite sure just how I do that.  You’re a pretty sharp observer.  Can you tell me how it looked to you?”

P:  “I had these problems way before I met you.”

A: “That’s abundantly clear, but I have the idea that I’m supposed to be helping you with them and don’t seem to.” 

Denial is accepted and enhanced.

“This a money problem not a drug problem.  If I help you to get a good job, you’d have all the money you need for dope.”



The analyst  now bears the responsibility for the substance use as the attention shifts to him rather than on the patient and his problem.  The two can begin to explore ways that the analyst may have contributed to it or impeded the patient’s progress. 

On occasion, delusional material may emerge about the analyst as an actual participant in the patient’s life offering complicated avenues for exploration for both parties. A woman abusing tranquilizers complained about the contempt I must have felt for her and her wallflower daughter after she had “seen” me and my “three beautiful daughters” shopping at a local mall.

Another patient entered treatment in an actively psychotic state addicted to prescription opiates, heroin and cocaine.  There was rarely any need to speculate if he was under the influence when he was seen.  He described in detail everything that he had taken and the  misadventures that were involved.  After several months he was not improving.  In one session, he began to speculate and then to forcefully assert that I knew exactly what he should do because I had successfully overcome a problem identical to his.  I explored how he “knew” this.  He could just tell.  Moreover, he also “knew” that we shared an interest in the spirit world.  I would induct him into this secret world as he gave up his old ways, just as I had done.  I agreed that special sensitivities could be blunted by drugs.  We reached a turning point.  He became progressively drug free and was then referred for concurrent antagonist medication.  Interest in the spirit world and our special sensitivities declined. 

Returning to the patients described earlier, both treatments had good outcomes guided by our evolving mutuality and engagement with substance use.

I told the intoxicated caller I found no benefit to me or our work because the phone calls were never remembered.  Further calls while intoxicated were prohibited.  Reliable sobriety was attained and helped establish a foundation for improved functioning in multiple areas of his life.

The heroin addicted man sank deeper into his addiction repeatedly complaining that his “dark side” was “winning.”  Finally, exasperated, I said, “Who’s going to win, the dark side or me?”  As if going into withdrawal, he awoke from his stupor, perspiring heavily. He asked what I had said.  I repeated it. That was the starting point for a successful self-detox and recovery that endured for over 10 years.

These vignettes may seem like “miracle moments,” but they are not.  They were the transition points in treatments approaching stalemate, repeatedly worked through, before reliable sobriety was achieved and sustained.  In each case, mutuality was the starting point.  Each involved unplanned, genuine moments guided by what the patients were saying and including me in experience near, “here and now” ways in the substance use problem. 

It can legitimately be asked if these can be considered to be mutual analyses as Ferenczi described.  They achieved the goals that Ferenczi wanted, broadening the scope of analytic treatment,  allowed for genuine feelings to emerge and to mutually guide us. I had to confront uncomfortable feelings about myself and the patients that I had denied to myself and them. Our mutual aggression and hopelessness were openly admitted to the treatments.  In this sense, I think they were true mutual analyses.  
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