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When the Body does the Talking

Rory Rothman, Psya.D. 

The author examines the varieties of somatization and their

function in the psychic organization of three long-term

psychoanalytic patients. These patients reported extensive use of

somatic symptoms, utilizing unique and at times extreme measures

in an attempt to maintain a safe and tolerable stimulation level.

They all revealed a restriction in their experience of affect and

exhibited marked constraint in their free range of thought. André

Green's work (1999b) on the place of affect in clinical structures

informs the coding scheme devised to study the range of psychic

defense mechanisms. For these patients, the body provides

protection against threats coming from internal and external

sources.

Insights are presented that highlight the underlying early conflicts

embodied by these physical symptoms, illuminate the unique

transference and treatment issues, and address the potential

dangers in working with such cases. Emphasis is placed on the

special demands required of the analyst, in particular the

extensive use of induced countertransference feelings, a

cornerstone of modern psychoanalytic practice.

—————————————
 This paper is based on a presentation given at the Center for Modern

Psychoanalytic Studies Annual Scientific Conference, New York, November

20, 2010.
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The ideas presented in this paper grew out of my doctoral research project

(Rothman, 2008) on the function of somatization in psychic life. It further

reflects my evolving understanding and approach to treatment developed over

30 years of training as a modern psychoanalyst. My interest in the role of

somatization in primitive patients was fueled and supported by the widely

held view in psychoanalytic literature that somatic symptoms may serve as a

substitute means of expression when other avenues are blocked or

unavailable.

My theoretical mind came alive through my supervision and training with

Phyllis Meadow at the Center for Modern Psychoanalytic Studies. She

encouraged my natural inclination to view my patients' symptoms in relation

to areas of bottled-up energy, to track body communications as a way to

sharpen the unspoken picture of internal conflicts.

My single-case study was entitled “A Woman Who Chronically Misses

Opportunities for Fulfillment” (Rothman, 1998). I grew to understand the

case in terms of the patient's attempts at controlling stimulation, blocking off

energy, and experiencing terrifying impressions, as well as in her wish for a

blissful merger. I developed an understanding of how unintegrated, primitive

drive energy can overwhelm and attack the system, inhibiting the ability to

function productively, leaving the patient trapped in a primitive web where

psyche and soma blend. As the treatment unfolded, an image described by the

patient became a metaphor for her engagement with the world. The image was

the aperture of a camera that controls the flow of light in and out. It reflected

how she closed off stimulation in her contact with the outside world, causing

her, as she described it, to “miss magic moments,” but enabling her to avoid

the risk of disturbing a fragile, homeostatic inner life.

Meadow's drive-inspired conceptions tapped into my visual nature. I tend

to understand my patients visually and viscerally; I picture their inner life in

terms of energy blocked off and try to allow an image or association to come

to mind that helps me to create some understanding. Throughout our work

together, Meadow introduced me to theorists who found language to describe

the earliest moments of psychic life and the development
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of mental structure. As I read Gaddini, McDougall, and Green, I was excited

and inspired by their work and found I resonated deeply with their

presentations. They expanded my frame of reference with their brilliant

elaboration of early mental states and the evolution of psychic functioning that

emphasized drives.

As I advanced to the doctoral level, following Meadow's road-map, I was

determined to develop a psychoanalytic research project that would

incorporate my interest in descriptions of early psychic life and reflect my

natural clinical inclinations. While I have treated a wide range of patients,

some very challenging, I started to focus especially closely on patients who

had severe somatic issues as well as remote, unreachable, and seemingly

immoveable presentations in the treatment. I frequently had the sense that

these patients were holding onto their bodies for dear life as a last line of

defense against potentially overwhelming levels of stimulation. I noted their

particularly pronounced psychic rigidity and the very limited space within

their minds to process and organize stimulation in the form of thoughts and

feelings. This enabled them to maintain a tolerable tension level that appeared

to coincide with the nullifying of ego function. I find it notable that in many of

these patients there is an absence of prominent, observable symptoms. It

reminds me of the idea of “negative space” in visual art.

As I consulted a wide range of sources, my interest and curiosity in the

mind-body relationship continued to grow. One point was particularly well

presented by McDougall (1974) who states that patients who experience a

threat to their psychic survival or equilibrium are inclined to keep affect out

of the realm of experience, block access to a free range of thought, and reveal

“little spontaneous fantasy.” The analyst, she suggests, struggles to find some

meaning within the patient's sparse, barren psychic world. This level of

psychic functioning resonates with what Gaddini (1982a) describes as

“anxiety of loss of self,” a moment during early life—somewhere between

merger and the first glimpse of separateness—when any movement toward

separation is experienced as a potential danger to one's existence (p. 58). In

this state there is an overpowering need to maintain a static or limited sphere

in order to protect the integrity of the
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psyche. As Gaddini (1982b) states, “The more unbearable the recognition of

one's own separateness, the more overwhelming the integrative processes

are” (p. 381). If one remains stuck due to a traumatic experience of separation

during early development, one may continue to use the body as a receptacle

for affective release and as an archaic self-object connection. This study

reflects the ways in which the three patients I am presenting have remained

trapped and blocked off within the channels of somatic expression, exhibiting

limited ability to process thoughts and feelings.

Gaddini (1982b) also notes that the development of fantasy appears to

begin with fantasies expressed through bodily functioning. These “fantasies of

the body” precede the development of fantasy associated with an image (p.

379). At this point there is no clear distinction between self and body and no

object boundaries, and archaic fantasies are incorporated into the primitive

psychic mechanism. Gaddini's ideas not only account for resistance toward

progress in the treatment, but also relate to a consistent impression I have of

how my patient's function: they utilize their bodies as a last line of defense

against an overwhelming influx of stimulation from both internal and external

sources.

McDougall (1974, 1989) emphasizes throughout her work that the archaic

psychic structure may be insufficient to withstand threatening affects and may

contribute to a vulnerability to somatic disorganization. Patients with such

structures may be excluded from more evolved forms of mental representation

and affect recognition. André Green (1999b) also writes that “the linking

power of language was undermined by the affect, which resisted being linked

in the form of a representation” (p. 150). In essence, words don't work.

McDougall (1974) notes that in these primitive states the body does its

own thinking: “The symptoms are signs, not symbols, and follow somatic,

rather than psychic laws” (p. 441). This phenomenon is a critical factor in the

treatment of patients for whom words don't resonate in a meaningful way. The

cases in this study exhibit a primitive level of symbolism beyond a

generalized tension discharge—the symptoms express a baseline
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core conflict that is deeply buried. These are to be distinguished from

hysterical symptoms, reflecting a higher level of development. The body does

the “thinking” while revealing a primitive, pre-object conflict. This

contributes to the experience analysts often have with primitive patients that

there is little or no movement or demonstrable progress in the treatment

process.

Beginning in the 1950s, Pierre Marty and his colleagues at the Paris

School of Psychosomatics set forth a clear distinction within psychosomatic

medicine that diverged from the traditionally held view of “psychological

mooring.” Placing Freud's economic theory at the core of their approach, they

established psychosomatics as a distinct psychoanalytic discipline. It rested

on Freud's metapsychology, underscoring the fundamental concepts of drive,

transference, affect, and representation. They developed a concept called

“operational living”—a comprehensive, multifaceted view of particular

psychosomatic patients. Operational living emphasizes a concrete way of

thinking confined to facts and events of actual life, cut off from their emotional

and symbolic roots.

The current school of French psychosomatics, led by Marty's disciples,

Claude Smadja and Marilia Aisenstein, have furthered his ideas and

incorporated many of André Green's views into their core theoretical

understanding. This reflects a drive perspective that brings attention to the

“discontinuities of mental functioning,” encompassing the non-neurotic

structures. As Green says, “the psychosomatic patient puts soma and external

reality into communication, while crushing everything that pertains to the

mind” (Aisenstein & de Aisemberg, 2010, p. 5).

Green's theories have been a major influence in my work. In his work on

the negative, Green elaborates on Winnicott's seminal idea of the transitional

object, which contributed to his description of objectalizing and

disobjectalizing functions. The former relates to the ongoing potential

capacity of the mind to create new objects (the creation of meaningful

investment, largely through the process of sublimation). Disobjectalizing,

associated with the death instinct, reflects a decathexis of objects and an

inclination toward nothingness (withdrawal of investment) as opposed to

manifest aggression (pp. 85-86).
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Green's (2010) depiction of the manifestation of the death drive as

reflected in primary depression (an extreme withdrawal of psychic

investment) speaks to the deep, immoveable nature of our most challenging

cases and may set the stage for the emergence of pathological somatization

where “the dilemma may be to go crazy or die” (p. 5). This clinical depiction

resonates with the idea of essential depression put forth by the French

psychosomaticians. They describe an asymptomatic presentation, where an

absence of feeling is associated with “a movement of disorganization of the

psyche” (Smadja, 2005, p. 1).

As my doctoral work continued, I was drawn to this question: How did the

limitation of psychic space (for reflection, fantasy, integration, awareness of

feelings, etc.) relate to the presence of somatic symptoms and inform how

these symptoms are utilized? Several patients from my private practice came

to mind. I considered those who exhibited extreme lack of movement or

precarious or dangerous states and those with whom I experienced danger,

either due to a toxic presence or because they evoked actual physical

reactions in me.

The prospect of designing a psychoanalytic research project that involved

finding observable, tangible factors in an invisible, unconscious world was

quite a challenge. I wanted to develop a way to codify elements, hoping to

enhance my understanding with more nuanced distinctions of the deepest

aspects of these early psychic states. I revisited Green's (1999b) The Fabric

of Affect in the Psychoanalytic Discourse and found that the chapter “Affect

in Clinical Structures” provided me with a rough framework for the coding

scheme. In this chapter Green delineates groupings of defense mechanisms

from the perspective of the place affect occupies in these structures. Green

defines the clinical structures as “forms of organization,” with the intent to

better understand the “incomplete structures,” i.e., those associated with

early, preoedipal defenses (p. 107). These categories include: the neurotic,

psychotic, and “between neurotic and psychotic,” the category that best

reflects the psychic picture of my patients. A primary attribute of this last

group relates to how instinctual impulses are expressed and the differences in

their management. He
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notes that patients in these narcissistic states resort to extreme measures to

ward off psychical experience in response to a threat to their psychic

integrity. He postulates an interesting array of defensive presentations

including:

1. Neurosis of depersonalization—The patient appears to be in a fog in

response to a threat either by the experience of loss or of “drawing

close” (invasion). There is a breach, causing an “emptying of the

ego” that results in the experience of affective anesthesia/apathy.

2. Object loss and recovery—The status of the object is constantly

threatened, leading to a chronic state of inner emptiness and

starvation.

3. Psychosomatic and psychopathic states—The patient expels tension,

whether inwardly or outwardly generated, and thus keeps psychical

reality from being cathected.

Green describes particular ways in which a patient might defend against

awareness and experience of untenable anxieties by keeping thoughts and

feelings out of range, thus reducing the possibility of meaningfully linking

drives and objects. This is where the somatic comes into play in that it takes

the place of feelings.

Using Green's clinical structures as well as my own experience, I

developed a coding scheme comprised of observable and inferable elements

from which to understand and describe these pre-object, narcissistic states. I

placed particular emphasis on accessing the deepest levels of psychic

functioning that dwell largely in the somatic realm. My primary aim was to

facilitate understanding of the function of the somatic and other defensive

methods utilized by these patients in their attempt to manage internal tension

and maintain psychic equilibrium.

I created a framework consisting of four main categories, i.e., affect,

thought, psychotic, and somatic, from which to access the underlying psychic

states, breaking each category down to reflect distinct variations in defensive

measures that could be noted within the context of the session. The coding

scheme identifies the elemental aspects of certain primitive defenses. It

reflects a theoretical model in which the psychic sphere is subverted
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by the somatic. The coding scheme goes beyond Freud's traditional model, by

placing great emphasis on countertransference as a critical research tool and

by creating a vehicle through which to specify a variety of primitive defensive

measures. It also sheds light on how instinctual impulses are managed,

creating a clinical picture of the patient's psychic function as it is reflected in

her defensive structure, highlighting restricted affective and cognitive states.

The coding list does not target psychosomatic patients per se, but the

extremely remote, rigid, and constricted patients who seem immoveable and

allow a very limited range of psychic experience in sessions. Yet, it

illustrates that these limited states frequently appear in conjunction with

somatic symptoms.

For my study, I compiled detailed session notes, spanning approximately

six months, for each of these patients, who have been in treatment with me for

varying lengths of time. The coding of treatment sessions clarified the ways in

which these patients manage potentially overwhelming tension states. In

addition, I analyzed the sequence of reports and displays of somatic symptoms

in the context of these patients' particular affective and thinking states. In-

depth analysis of dreams and my countertransference responses (feelings,

sensations, visual images, physical reactions) also served as key tools in

developing a deeper understanding of their unconscious functioning. Although

I had developed deep insights into these cases over many years, applying the

coding scheme to each case brought into sharper focus the ways in which each

patient manages potentially overwhelming states. It also clarified how each

patient uses distinct patterns of discharge in his struggles with underlying

primitive anxieties that constantly fuel pervasive feelings of discomfort,

various types of pain, and disequilibrium. To varying degrees, this is

expressed through somatic routes, bypassing affective and mentalized realms.

Coding Scheme

The four categories that make up the coding scheme and the defenses that

characterize each of these categories are outlined below.
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A Pathologies of Affect

1. Patient reports experiences reflecting self-loss anxiety, terror, fear of

annihilation, or falling into a black hole. According to Green's

(1999b) “states of object loss and recovery” category the patient

experiences “a chronic state of object jeopardy” at a narcissistic

level. It is as though “the status of the internal object were constantly

threatened, perpetually doomed to disappearance” (p. 129). This is a

chronic tension state in which the patient is constantly warding off

potentially overpowering states of terror.

Example: My patient Mei recently described that on occasion

when confronted with separation, she experiences terror, “unravels”

and falls apart, trembles and is unable to soothe herself.

2. The patient demonstrates an amorphous, diffuse tension state without

discernable feeling. The analyst, on the basis of observation and

countertransference inductions, infers states of fusion, merger, and

blurring boundaries.

Example: Mei also exhibited this state, saying, “I am flooded.

There's too much to fit in my head.… I'm depleted.”

3. Depersonalization, where the patient describes a fuguelike state,

experiencing feelings of disappearing and shrinking. The subject may

exhibit an acute cathexis of “a potentially lost object,” experienced

not just as a threat but as though the loss actually occurred, resulting

in an “emptying of the ego” (Green, 1999b, p. 130). The patient

demonstrates a temporary loss of object re-latedness and exists in an

extreme narcissistic state.

Example: Another patient, Jim, when threatened, typically

disconnects and articulates that he feels as though he is shrinking or

“in space,” thus removing himself from a source of overwhelming

tension and the threat of disintegration.

4. The patient demonstrates a limited ability to regress in the analytic

session and/or exhibits a rigid hold on a
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particular (safe) state, which functions to prevent the emergence

of affective states. This presentation may correlate with psychic

activity that is driven by primitive or archaic structures, where the

integrative links are weak. Free association may threaten psychic

equilibrium and lead to disorganization.

5. Affective anesthesias, apathy, and/or an emotionally blank state

determined through the analyst's direct observation and/or induction

(a version of disobjectalization).

6. The patient exhibits or reports behavior that indicates a fixation at the

oral level of development, exemplified by an impulse toward

incorporation. This behavior is both observed in sessions and

experienced through the analyst's induction. Green states that this

oral component is frequently seen in structures exhibiting a

pregenital phobia (linked to the schizo-paranoid phase), where the

mechanisms of defense provide poor protection for an “ego

perpetually threatened” (Green, 1999b, p. 115). The cases I have

been studying appear to exhibit impulsive or implosive behavior

reflecting oral fixations displayed through reports of alcoholism,

eating disorders (gorging, binging, starving), or a preoccupation with

or fear of vomiting.

7. Dominance of aggressive/destructive energy is displayed through

primitive defenses including: projection/invasion; early and later

splitting (early emanates from the schizo-paranoid level reflecting

part objects and later, from the object level [Green, 1999b, p. 123]);

attacks on the linking process (thought, affect, body), but not to the

extent of the psychotic level; attacks on self (unbridled attack on self,

i.e., “I hate myself”). In these cases, the aggression is expressed

through primitive defenses and is inferred by the analyst through

observation and countertransference experience.

B Pathologies of Thought

1. Little if any capacity for fantasy. No evidence of thinking freely or of

processing thoughts beyond a limited range.
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This relates to an inhibition in the process of thinking, where

connections are blocked or constricted. There is a rigid hold on the

thinking state but not to the extent at a psychotic level. The patient

thinks concretely and/or exhibits obsessive thinking, both serving to

contain the underlying current of tension and impulses.

2. Lack of awareness of nuance or subtlety, exhibiting impaired

judgment.

Example: My patient Liz occasionally reports functioning as if

blindly, exhibiting minimal awareness of the impact of her behavior

or her lack of behavior. This suggests the lack of a self-protective

function, reflecting a disconnection from the outside world and the

domination of internal destructive elements.

3. The patient presents as confused, saying, “my head is empty” or “I

have no thoughts.” This may reflect an attack on the linking process

as mentioned in A-7, but not at the level of a permanent threat of

fragmentation of the ego by rupture of its unity as in psychosis. It

also seems that there is resulting projective ejection where the

analyst may experience what the patient is suppressing or ejecting.

Example: Liz reported that she evokes strong responses in others

while remaining unaware: “People want to impose things on me …

want to shake me … think I'm malleable … want to shape me. Did I

say shake me? I didn't mean to.”

C Psychotic Level

1. Presence of blank affect, similar to Green's (1999a) description of

disobjectalization (p. 86), with an apparent absence of any sign of

tension. Affect is obliterated leaving an empty vacuum and an

extreme state of affective indifference.

2. Fragmentation of the representational realm reflected in a lack of

linking (absence of coherent thinking/ mentation with a disconnection

from reality) as compared
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to category B-1 where there is still a hold on reality and linking

exists. This is evident in the extreme in lack of meaning,

disconnection of ideas due to apparent disintegration of mental

function. The “attacks are aggressions against the linking processes”:

thus there is “no mastery by linking, no ‘taming’ of free energy … the

destructive acts are directed against all the psychical processes: on

the object, on the subject's body, above all on the subject's thought”

(Green, 1999b, p. 123). The patient may exhibit manifest

hallucinations or somatic delusions.

D Psychosomatic

The cases in this study exhibit a primitive level of symbolism beyond a

generalized tension discharge. The symptoms express a baseline, core conflict

that is deeply buried—not comparable to a hysterical symptom, which reflects

a higher level of development. The body does the thinking while revealing a

primitive, pre-object conflict.

1. Patient manifests physical ailments/complaints or impulsive action

either in (1a.) or outside (1b.) of the treatment. The symptom is

manifested more as an evacuation than as a symbolic expression.

Neither symptoms nor complaints reveal evidence of symbolic

value. It is a virtual attack on the body that, as Green (1999b)
explains, allows “destinies of affect” to bypass the psychical

process and remain outside of the psychical sphere (p. 123).

Example: Mei has presented herself in large measure through the

use of physical descriptions. As she said, “I get my needs met

through my body.” On another occasion, she said, “There is a leak in

my aura, an energy leak, a bubble surrounding me. The whole system

is drained.” The chronic fatigue syndrome appears to serve to help

her maintain a distance from stimulation.

2. Patient voices a somatic complaint that conveys a symbolic message

going beyond the realm of foreclosure. There is an indication of an

underlying message, a link to an unconscious conflict.
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Example: Liz complained of a “poison pouch” in her throat,

suggesting she is holding in toxic material.

Analysis and Discussion of Three Cases

Each patient entered treatment with a debilitating somatic disorder

although none mentioned that as a reason for seeking help. Each patient, to

varying degrees, has remained caught within the channels of somatic

expression and appears to have a constriction in his ability to process

thoughts and feelings.

Case One: Mei

Mei, who suffers from chronic fatigue syndrome, is a woman in her fifties

who emigrated from China as a young child. She began treatment more than 15

years ago because of extreme anxiety and her struggles with her illness. She

has complained obsessively of physical sensations throughout her body,

including pain and weakness. It has become clear that the somatic holds an

integral function through the chronic merging of her physical and emotional

aspects. It's as if her psyche is hidden within her body, and her feeling states

are experienced through physical symptoms. The somatic symptoms appear to

encapsulate or release a tension or terror state. On one occasion she said,

“For me, anxiety and pain are enmeshed. I begin shaking and become

unbound.” She has reported experiencing moments of depersonalization and

psychotic states where she lost hold of reality. These experiences and states

occurred outside of sessions.

Mei is employed on a part-time basis at a job that poses minimal demands.

She lives with a roommate but has never maintained a consistent long-term

intimate relationship. What relationships she has had, have all ended after

brief periods, leaving her with the impression that her needs were “too much”

for them to tolerate, and yet she says that she cannot tolerate being alone.

In sessions her talk is repetitive and obsessive and often of an ambivalent

nature, for example, “Perhaps I should do this or
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this … If I do this … or this.” On occasion she will ask, “What should I do

about …?” It then becomes clear how input is not allowed in. On a rare

occasion when I say something, it is stopped, refuted, and the endless battle

between one option and another resumes. This pattern of communication

reflects the tightly bound, ambivalent structure with no resolution that serves

to keep the tension level alive and all else at bay.

When she is not caught in an obsessing cycle, she reports experiences of

fear and terror related to potential loss, saying, “I will not survive,” and

expressing feelings of being flooded, haunted, and invaded. She reports, “I

have no buffer,” with no feelings, indicating an inability to think. She reports

having a physical sensation of flooding in her body, an endless tension state

that she describes without feeling.

Mei frequently refers to a looming sense of terror and loss that reflects her

precarious state of psychic equilibrium. She tends to attribute her aggressive

impulses to outside sources and attacks her mind when stress levels reach a

peak. At these times she does not appear to have the facility to think clearly or

remember basic things.

There is no discernable transference; it feels in fact like a notable absence

of transference. The lack of contact reflects her blocked-off state where only a

limited experience is allowed in the treatment room. Most content is a

description of what happens outside; the inside experience is contained within

the rigid compulsive speech that coincides with a state of tension and

sensation of pressure. I tend to feel non-existent and invaded at the same time.

When she reports experiences of loss of self, I frequently feel suffocated,

agitated, murderous, suspended with nothing to hold onto. At times I have felt

a strong sense of danger of invasion by a toxic, amorphous presence, as

though the atmosphere were poisonous and I was in jeopardy. This feeling

coincided with her reports of fear of being alone. On several occasions I've

had heart palpitations that appeared to be in response to her reports of

moments of terror. And several months later, she too reported having heart

palpitations, but outside of the session.
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One of Mei's dreams conveyed the underlying, unexpressed aggression she

contains: “I'm atop a large building with airplanes circling, short-circuiting

[which is what her body does], crashing into roofs and exploding … I got a

sick feeling in my spine during the dream.” This dramatic nightmare reflects

violent impulses out of control, transforming the underlying violence and

aggressive urges into a somatic symptom. Of particular interest is the

metaphor of exploding roofs (representing the protective barrier of a

structure) and reference to her spine (reflecting the support for her bodily

structure). She is conveying that her essential structure is fragile and porous

and does not provide protection from inner or outer forces.

When Mei experienced the death of a close neighbor, it seemed to elicit

her dread of loss and of her own death. Around the time of the death, she

reported suffering and obsessing about “evil thoughts taking over her mind,”

revealing an inability to contain and integrate her murderous thoughts and

wishes. “I won't survive,” she said, “It will pull the earth out from under me

and I'll be lost forever.” Following the death, she was plagued by a

succession of physical ailments, which seemed to dominate her thoughts and

kept her feeling on the edge between life and death. Paradoxically, the

ailments may have also provided cohesion and a hidden sense of comfort.

Mei's lack of a range of feeling and constraints on thinking appear to lead

directly to somatic involvement, her first line of expression. In particular, the

chronic fatigue syndrome cooperates with her psychic vulnerability with the

secondary effect of keeping her activity to a minimum, thus helping her

maintain a tolerable level of stimulation. The session coding accurately

depicted the occurrence of somatic expression in both the affective and

cognitive realms. The context of the somatic reports frequently correlated

with a report or expression of self-loss anxiety and terror or of a state of

excess tension or unidentified rage/frustration, often reflecting the arousal of

unconscious longings. Somatic symptoms appeared that seemed at the same

time to encapsulate or release the tension/terror state.

The physical syndrome of chronic fatigue embodies Mei's psychic story:

she is caught between attack from outside forces
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(over-stimulation and invasion) where she might be poisoned, attacked, and

destroyed (merger is poisonous/violent) and the threat from internal forces

(her own violence). The painful solution is to stay between the forces, to lie

low, fighting off stimulation and violent urges from within and without,

constantly battling to keep the influx of stimulation to a minimum.

Mei is not currently experiencing her illness as intensely although she has

experienced flare-ups when her mother visits from Asia. At this point in her

treatment, I notice a glimmer of feeling present in the room and a faint

lessening in the bound-aryless, toxic invasiveness in my presence. I assume

that this is due to her ongoing discharge and release of tension states within

the treatment setting. I continue to absorb, contain, and try to process these

elements, allowing for their release while monitoring and analyzing their

impact within the transference/ countertransference environment.

Case Two: Jim

The second patient is a 40-year-old asthmatic who has been in treatment

for more than 20 years. Jim reported having to contain and suppress all

feelings from early childhood, when he lived with an impulsive, narcissistic

father and a depressed, alcoholic mother. His father abandoned the family

when he was 10 years old; his mother died from cancer when he was 24.

Illness and loss by death remain markers in his mind, serving both as a threat

and a lure as his body seems to keep psychic chaos in check.

Over the years Jim has remained within close proximity to me (his

residence is near mine), insisting that he did not want to appear intrusive or

invasive, yet consistently resisting any acknowledgement of his wishes. I have

felt invaded as though he were struggling to be inside my womb. This was not

a blissful state, but one fraught with conflict, discomfort, and danger. He

would speak about getting rid of thoughts and feelings and report that he

experienced overwhelming anxiety as well as feelings of dissociation and

disconnection from his body, describing himself as “lost in space.” There

have been many occasions when the experience of dissociation has occurred
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during sessions when a threatening subject emerged (usually something that

reflected an unacceptable aggressive or libidinal wish). At these times he

described a feeling of shrinking and being far away.

Jim's sessions are filled with a litany of somatic complaints described

without feeling. At times the medical situation appears to be dire, and it

seems that he could be in danger of dying. He reports this without much

reaction yet it evokes strong feelings in me—feelings of fear, rage,

provocation, hopelessness, helplessness, and of being shut out. On many

occasions I have felt shortness of breath during our sessions; this occurs when

Jim's presentation is particularly rigid or contained. In a stimulating or

frustrating situation, he generally reports a reactive rage, numbness, or

nothing. In response to most situations, he reacts within a very limited range.

He inhibits thoughts, not allowing feelings to flow, while maintaining a rigid,

black-and-white experience.

The content analysis of Jim's sessions showed clearly how his thoughts and

feelings are unformed or erased and seem to erupt in dream content and in

somatic symptoms that at times may be life threatening. He reports or displays

all somatic symptoms without association to feeling or thinking freely. His

report of symptoms related to breathing correlates with the wish/ fear of

intimacy, which seems to be closely associated with rage, violence, and

invasion. He suppresses murderous rage and an underlying wish to die that is

linked to his wish for merger and its corollary, fear of intimacy.

Jim reports dreams in almost every session. His dreams are particularly

primitive and violent; those same qualities have frequently been noted in the

dream research of psychosomatic patients (McDougall, 1974). In most of the

dreams he either witnesses or engages in violent acts that are quite graphic.

One dream reflected an early conflict. He reported, “Someone is going

through my luggage; I never felt safe.” This dream reveals his conflict with the

experience of invasion by the “other,” who forced him to take a passive role

(contrary to his impulse) and who posed a dangerous threat that kept him from

allowing for the possibility of a safe merger. This conflict is exhibited in the
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transference/countertransference matrix through what appears to be an equally

intense dread of and longing for merger with the analyst. As noted previously,

Jim has conveyed an intense and at times overpowering urge to invade the

analyst—an urge he consistently denies.

The meaning of Jim's asthmatic symptom became clearer over time.

Breathing itself appears to embody the intense conflict of warding off the

danger of invasion while yearning for merger/ engulfment. The act of taking in

and then releasing a breath enacts the struggle between the wish and terror of

invasion and the opposing aggressive impulse for expulsion. As noted earlier,

this is a simultaneous experience of rage and fear along with a need to submit

and at the same time an intense impulse to resist. It encapsulates the conflict

and leaves him on the brink of death.

In his sessions, Jim's range is clearly circumscribed—things just “are.”

There is little exploration and little real feeling, only a numb or anxious state.

Although his state remains precarious, some positive changes have occurred;

he shows signs of some psychic integration and expresses some contentment

with his current life. He has begun to allow the idea of having me inside as an

internal presence that he can call upon, while in the past this idea would

immediately engender panic and intense separation anxiety. His reports of

dissociated states have lessened dramatically. He appears to be moving

toward the side of life in more clear and direct ways.

It seems that some of the changes in Jim are attributable to psychic shifts

and perhaps to my sitting with and tolerating the induced primitive states over

many years of treatment. While this has frequently provoked physical

responses in me (such as shortness of breath), it seems to have allowed for

his regression to states of merger and invasion. The various manifestations of

regression occurring throughout the process, while quite dangerous and

alarming, appear to have allowed for the shifts and expansion in his psychic

functioning.

Case Three: Liz

Liz is a woman in her late 40s with whom I've worked for more than 18

years. She suffers from irritable bowel syndrome and
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is given to acts of impulsive gorging. She entered treatment complaining of a

lack of fulfillment in a variety of areas in her life. She generally complains of

being depressed and isolated and engages in intense self-attack. In addition,

she feels threatened by writer's block, which puts her at risk in her work. Liz

frequently uses body language to express herself, referring to pains in her

head, tingling in her neck, and stomach pain caused by eating binges. Many

years ago she reported having a “polluted pouch … full of disgusting junk” in

her mouth, a symptom that seemed like a metaphor for holding back what she

deemed unthinkable. In general, I find myself having the feelings that the

patient is unable to experience.

Liz nullifies feelings and experiences, fluctuating between severe bouts of

depression occasionally accompanied by episodes of uncontrolled eating to

the point of extreme pain and self-loathing. She reports engaging in severe

verbal attacks on herself where she'll say, “I hate you … you should be dead.”

These attacks also occur in the room, but are not expressed with full feeling.

At these times, she evokes a weighted down, dead feeling in me as though she

is buried deep inside herself and we are both wearing cement shoes.

She remains cut off from knowing what she wants. In the treatment she

reports that things in her life are falling apart and unraveling, yet conveys no

apparent response or natural instinct to intervene on her own behalf. I tend to

have the experience of free falling, of a dangerous state without protection.

She also maintains great distance from knowing her dependency wishes and

longings for intimacy with the analyst; these have been revealed in dreams

and coincide with reports of gorging activity. When she describes deep bouts

of debilitating depression, I feel what appear to be tremendous underlying

hurt and longing for merger as well as a suppressed torrent of rage. She

attempts to contain volcanic rage that is integrally connected with her infantile

longings to be cared for in an atmosphere of safety and bliss.

Liz keeps thoughts, feelings, and longings outside of consciousness mainly

through ejection by action, a counterpart of somatic acting in. On many

occasions I feel the intensity
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and danger, while she seems to be oblivious to it or feels nothing. I find this

quite provocative, and I feel like screaming, “Look out! Don't you see what

you're doing?” It leaves me feeling helpless and trapped. She immediately

ejects or acts on aggressive impulses. When she reports intense self-attack or

deep depression, I feel that she's stuck in sludge—in a heavy state of

immovability.

Liz's dreams frequently convey intense aggression and hopelessness. On

one occasion, she reported: “I was driving a car, no brakes. I woke up

terrified.” This dream reflects that she is mainly driven by urges and action,

without access to mentation. She has no control and is at the mercy of her

impulses.

In the coding analysis, reports of physical distress tended to coincide with

indications of restricted thought, limited fantasizing, or a confused state

(attacks on the mind), supporting the idea that her body is absorbing the

feelings that cannot be tolerated. In the sequence analysis of somatic reports,

there is a clear correlation between reports of intense self-hatred or self-

attack followed by a report of physical symptoms or behavior involving

physical pain.

Liz's irritable bowel syndrome and impulsive gorging reveal the imbalance

and constant struggle between her aggressive drives and her unfulfilled

libidinal needs. The conscious response to her longing to engulf or eat up is

disgust and self-loathing as she defends against an impulse to destroy the

object. She is engaged in a constant precarious battle to keep the explosive

rage buried through the impulsive action of self-attack and gorging to the point

of actual pain. The action serves simultaneously to erase a potential feeling

and to direct aggression toward the self. She literally swallows her rage and

attacks herself through taking in, engaging in a constant attack against her

dependency needs, which are always looming. Liz can never feel comfort

because any tension release through action comes back as a fierce attack

against her. The onslaught of self-attack is not at the level of

elaborated/conscious thought, but is an explosive barrage of self-hate that

appears reflexive and uncontrollable—not mentalized.
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Conclusion

Freud said transference is not obvious; it can't be observed, but can be

deduced. In certain somatic cases, the meaning can be far more obscure. In

“On the Concept of an Autistic-Contiguous Position,” Ogden (1989) expands

upon Winnicott's brilliant idea of transitional space, applying it to the

treatment setting. This concept resonates with Green's idea of thirdness,

where the analytic pair generates an unconscious intersubjective con-struction

—a new subjectivity. Ogden states that in cases where there are severe

restrictions in psychic function, the system is closed off from a mutually

transforming experience, leaving no space for psychic expansion. He

describes how the analyst's use of reverie, feelings, sensations, and thoughts

can contribute to create analytic meaning.

McDougall (1974, 1989) and others note that preverbal patients may not

convey clear-cut transference meaning (in object terms) through the content of

sessions. For primitive patients to allow themselves to unfold within the

transference, they must bear the emergence of archaic instinctual impulses

connected to longings and wishes that have long been buried. This idea is

reflected in session content where my patients display primitive defenses that

ward off awareness of such impulses, e.g., Jim's report of shrinking and

disappearing. The cases in my study utilize unique and at times extreme

measures in an attempt to maintain a safe or tolerable level of stimulation,

resulting in a limitation in their ability to function freely. There is marked

constriction in their free range of thought and experience of affect that

contributes to the experience of inaccessibility and disconnection in the

analysis.

Their form of contact can be understood as a primitive transference that

may not reflect a traditional object-level of functioning. As Phyllis Meadow

(2003) said in regard to preverbal patients, “The transference manifestations

are different from those of patients whose emotional growth continued

successfully through the use of speech and who can use language to elaborate

more complex defense measures to control impulse discharge” (p. 206).
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Green (1999b) describes a particular style of narcissistic transference in

which a patient reveals both intense fear of and desperate need for the analyst.

Jim has exhibited this dynamic, described by Green as “the neurosis of

depersonalization.” He suggests that when there is a threat to psychic corporal

integrity either by the experience of loss or of “drawing close” (invasion),

there is a breach that he calls “emptying of the ego.” This results in the

experience of affective anesthesia/apathy, a feeling of being far away or in a

fog. It is quite interesting that this defensive constellation is also at the core of

the asthmatic symptom, reflected in the conflict around invasion and merger.

On this point Green adds that the danger is “at the level of melancholic

splitting or schizophrenic fragmentation … more diffuse and more invasive

than the affect linked to an object structure” (p. 131).

Green (1999b) notes that although the affect is hidden and difficult to

access, it can be deduced “from somatizations after a somatic crisis.” He

suggests that the “affect never reached consciousness and is expressed in a

somatic storm” (p. 133). This phenomenon is evident in Jim's asthmatic

condition, Mei's reactions of pain, and Liz's preoccupation with a variety of

ailments. Green says the psychosomatic realm short-circuits psychic pathways

and “in reaction to psychical separation, or when it is impossible to make

contact with the object, [is] expressed by an exacerbation of a syndrome of

physical pain” (p. 327). In the work of the negative, as Green notes,

Repression will play only a limited role in it, whereas denial,

splitting or disavowal will be constantly at work. Through them, the

important thing, for the subject, is to achieve a non-recognition of

self. The knowledge of these operational modes is of particular

interest for the non-neurotic structures, sometimes, too, extending to

psychosomatic structures. (p. 334)

As reflected in the data analysis, the patients under study resort to somatic

release along with the use of primitive defensive measures, which restrict

thoughts and feelings. Gaddini (1982b) points out:

The protective defence-fantasy on which the experience of contact

is based is that of being able to create, each time, the original lost

situation when there was no need to differentiate the other
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from the self, and the experience of the boundary of the self was, in

the fantasy, produced by the self. (p. 383)

At this point in the patient's development, there was no clear distinction

between self/body and object boundaries, and these archaic fantasies were

incorporated into the primitive psychic mechanism. As noted earlier, this idea

accounts both for resistance toward progress in the treatment and relates to

my consistent impression that my patients' bodies serve as a last line of

defense against an overwhelming influx of stimulation from both internal and

external sources.

It is interesting to consider that the patients' somatic symptoms may

represent an early connection with a primitive experience of contact and

merging and archaic transference connection. In Theaters of the Body

McDougall (1989) describes a case where she discovered that the somatic

symptom appeared to serve the function of a transitional object. Perhaps the

symptom takes the place of an internalized object and provides some comfort

through an objectification of the symptom or what it may represent. This

relationship with a physical symptom is also seen in the primitive connection

reflected in the transferences of the patients, which convey the primitive

organizing of the self. It is as if the symptom is an archaic form of connection

or contact. On some level this infantile form of connection is as far as they

can go until, and if, another option becomes available.

Utilizing the modern psychoanalytic approach (ego-insulating techniques of

joining, mirroring, and monitoring the stimulation level) facilitated the

development of deep narcissistic transferences, allowing these patients to

play-out and project their inner states within the context of the analytic

experience (Spotnitz, 1976; Spotnitz & Meadow, 1976). The most critical

element in the treatment of these cases was my use of induced counter-

transference states. My primary aim with blocked-off patients is to be

receptive to my internal experience and allow fantasies, images, physical

responses, and associations into my conscious mind. In addition, I try to

remain alert to potential dangers in receiving toxic inductions from the

patient. There is a delicate balance between allowing oneself to be open

while at the same
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time maintaining a vigilant, alert stance with patients who harbor a torrent of

unfiltered aggression.

The potential dangers to the analyst in work with somatizing patients is

emphasized in a paper written by Pierre Marty in 1953 and published in a

recent issue of the International Journal of Psychoanalysis. As noted

earlier, Marty is a founder of the Paris School of Psychosomatics and led a

movement toward viewing these states in terms of inhibitions or failures of

psychic elaboration, leading to his theory of “operational thinking.” He has

consistently asserted that the field of psychosomatics has been marginalized

due to the potential narcissistic threat it can evoke in the analyst. In this paper,

“The Narcissistic Difficulties Presented to the Observer by the

Psychosomatic Problem,” Marty (2010) proposes that work with severely

somatizing patients may provoke various difficulties in the analyst and may

induce him to reject such patients. That is, a primitive narcissistic state may

be evoked that can bring an actual experience of danger or self-destruction to

the analyst.

The study of somatizing patients provides an avenue through which to

explore the most primitive, archaic level of psychic functioning. This research

has led me on an intensive search into the invisible, primitive mental states of

patients. The process has required the integration of visual and visceral

observations to uncover deeper meaning. My aim has been to shed light on

patients who may go under the radar or who may arouse very difficult,

challenging states in the analyst—ranging from painful feelings of failure and

ineffectiveness to potentially threatening states of regression or actual

physical damage. They may have a dangerous impact on the analyst and can

certainly provoke her to reject them. Sitting with, tolerating, and utilizing

intense feeling states allowed me to continue working with these patients over

many years.
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