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Introduction

A mysterious word: “psychosomatics”

I worked from 1993 to 2015 as a psychosomatist at the Pitié-Salpêtrière Hospital. I created this consultative position, which was first located in the rheumatology department and then in the endocrinology department, thanks to my friendly relationship with Professor Jean-François Allilaire, Head of the Department of Psychiatry. Psychosomatics is neither endocrinology nor rheumatology, being a discipline that deals with the mind in relation to the body; therefore, I was available to the medical services throughout the hospital. Teachers and doctors were aware of the existence of my position, and some of them referred patients to me.

To please the department head and the doctors, I wore the same scrubs as them, with a red badge on which was written: “Psychosomatist”. The doctors who saw this badge for the first time opened their eyes wide to understand what it said and who they were dealing with! During those years, I met and investigated nearly 4,500 patients suffering from all types of pathologies. They trusted me and we maintained a very cordial relationship for many years. I cared for them, and this book owes them much, as it does the doctors, my colleagues, with whom I worked and with whom I shared concerns. You will then ask me, “How did you treat them? How did you do it?” The answers to your questions are in this book. But first, remember that psychosomatics concerns all pathologies and that it is not an imaginary disease. In my opinion, all diseases are psychosomatic since the human being is a psychosomatic unit.

In the West, doctors treat the body and are trained in medical schools to care for the organs of the body and their functions, which they must fully understand in order to become doctors. They have at their disposal magnificent techniques and extraordinary exploration devices. As one of my colleagues at the Faculty of Medicine, who was a friend, said: “Here, technique dominates the relationship of care.” His statement was quite true, as was revealed in my relationship with the physicians in my department to whom I wanted to communicate the results of my observations. They did not listen to me, because they were busy and had too much work, which I always understood.

So, I spent my time developing a patient-observation method so as to communicate it to my university degree students at the Faculty of Medicine. Using this method, I drew up a summary of my observations, which joined the medical reports in the patients’ medical files. The only colleagues I could talk to about my observations were, ultimately, the nurses and a hospital practitioner who became a very great friend and with whom I continue a dialogue. My consulting office was not on the nurses’ hospital ward—it was in another building—so they welcomed me very warmly into their office, where we were able to talk extensively about the results of my investigations and about my patients. Although I left the hospital several years ago, I maintain a very warm relationship with my former colleagues.

In customary medical practice, the medical examination is not followed by questions about the patient’s life or the relationship of this narrative to somatic disorders from infancy onwards. Physicians treat the bodies of patients in the present—in the here and now, as psychoanalysts say. But who are these patients? How did they get sick? Answering these questions would take up too much time and doctors have no training in talking to patients. When investigations lead to dead ends, a diagnosis is impossible: doctors are at the limits of their knowledge and thus often declare that it is a question of a “psychosomatic disorder”, by which they mean an imaginary disorder of the patient’s mind.

It is at this point that I intervene with patients to continue exploring the relationship between the mind—that is to say, psychic functioning—and somatic disorders, real or imaginary. First, I want to tell you that, for me, there is no psychic causality of any somatic illness. In the discipline I have developed, the mind, or psychic system, participates in all diseases, without being the cause. Thus, when I hear such statements as: “You are the person responsible for your illness,” I dismiss any psychic causality. There is nothing more terrible than such a statement because no individual is directly responsible for their illness. It is obvious that many dietary, addictive, and other behaviours can eventually cause an imbalance of homeostasis, leading to somatic disorders. The body has defence systems that allow it to cope for many years, but after ten or fifteen years the imbalances start to become evident. I totally agree with medicine in this regard.

That being so, when I knock on the door of one of the rooms of our service to visit my patients—and not just those presenting with psychiatric disorders—I introduce myself to the patient; as you must know, a “shrink” worries many patients because of false beliefs in mental illnesses. I dispel any misunderstanding by stating that as a psychosomatist, and with their help, I am going to explore their current and past life history in relation to all the somatic disorders they have had in their lifetime. Once the relationship of trust is established at the patient’s bedside, it is possible to have very long interviews: forty-five minutes, one hour, or more. Patients disclose, talk about their often-difficult lives, and, for the first time, find “someone to talk to about themselves”. You are going to ask me what I do with their story? As you will read in this book, I use a method that allows me to better understand and evaluate the relationship between the mind, or psychic functioning, and the somatic disorders for which the patient has come to consult me. I can then offer them therapeutic support, a psychosomatic therapy, or immediate help to get them through the difficulties they are experiencing. These proposals are complementary to the medical treatment they are receiving and do not, in any way, contradict the prescriptions of my colleagues.

In order to better understand the new approach that I call “integrative psychosomatics”, this book presents the therapeutic progress in the cases of fifteen patients, and of other patients I have treated in the last twenty years: of Georges suffering from hyperlipidaemia, and Gilles, Ariane, Elvire, Emma, etc. You will, thus, better understand the therapeutic method that is complementary to the medical approach. In integrative psychosomatics, it is necessary to perform two roles in order to treat patients: that of a psychosomatist therapist and that of a doctor.

This is always a bit more complicated than it appears, and it is important to understand that the central nervous system is fundamental in the relationship between mind and body. Therefore, to complete this holistic approach, I appeal to neuroscience. You will see with Emma, who is a brain-damaged patient, how we can modify the therapeutic method to address the brain of the patient thanks to the knowledge of neuroscience; a new discipline has emerged, namely neuropsychoanalysis.

In integrative psychosomatics, the basic hypothesis is that we are confronted every day with excitations of varying degrees. Alongside the immune system, the mind—or psychic system—is a second line of defence against these excitations, gradually enabling them to disperse so that they do not disrupt our lives. This can create intense stress on a daily basis. The working of the mind, like that of the immune system, can thus be significantly disrupted, making it unable to handle excitations. These are transmitted to the central nervous system, which then has the task of managing them. The excitations follow different neural circuits, activating, for example, the autonomic nervous system, but also the immune system as well as other somatic systems. It is understandable, then, that excitations should be treated at the level of functions and of somatic organs with their own systems of defence. When excitations persist (e.g. traumatic events, grief, etc.), the homeostasis of organs and functions is disrupted and somatic disorders appear. This book will describe numerous dysfunctions of the mind or psychic system and the appearance of somatic disorders.

Treating the body without healing the mind may, eventually, cause the movement of disorders from one disease to another. To the great surprise of doctors, one disease can replace another—that is, the one they healed.

The first four chapters of this book present fifteen clinical cases—so fifteen stories—and these can be read by the majority of patients (and general readers); the fifth and final chapter is specifically intended for therapists and doctors wishing to understand the practice of psychosomatic therapies, the technical points of which are reviewed in this chapter. However, patients can also benefit from reading this last chapter, as well as the conclusion, which will enable them to understand the difference between psychoanalytic technique and the technique of psychosomatic therapy.

As part of this introduction, I would like to warmly thank my colleagues—professors from the Faculty of Medicine who participated in the university degree courses I created, as well as the doctors from my endocrinology department; and finally, and especially, all the patients and patients who trusted me. I have walked with them all these years.
   



CHAPTER 1

Doctors, patients, and mind therapists

The human being is a psychosomatic unit

Some preliminary questions need to be asked before the themes of this chapter are addressed.

The doctor and his relationship with the patient

What do we learn about the doctor at the Faculty of Medicine? What are the goals that the doctor pursues in order treat and cure? In the usual allopathic medical approach, how does the doctor evaluate the risk of diseases, the risk of medical practice in his daily exercise?

The question is: where is the patient? In privileging the body, is the “mind”, and especially the story, of the patient not forgotten? Do doctors know their patients? We talk about the body of the patient: but which body? What is the nature of the doctor–patient relationship? And what about the mind of the doctor? What is the quality of life? Does the doctor cure diseases, treat sick people? What are the expectations of the doctor? The patient must follow the prescriptions of the doctor: what happens to patients who do not observe them?

The patient and his body

What is the patient aware of in relation to the disease? What does he search for, unconsciously and consciously? What are his expectations of the doctor? The problems of the relations of the mind and the body of patients are complex: the fears, the feeling of getting better, how to interpret the signals sent by the body.

Psychosomatist, patient, and doctor

Complex and potentially conflicting relationships exist in attempting to understand the mind in its relation to the body: can the mind make one sick? Does the body have an influence on the mind? How can the unity of body and mind be restored? In the same way that the body can deny disease, can the mind oppose the healing of the body? Can the body disrupt the functioning of the mind? How can a psychosomatist, a sick person, and a doctor work together to heal? Is it possible to heal?

These are some of the questions that integrative psychosomatics proposes to answer.

To care for the body and the mind, to care for the mind in its relation to the body and to care for the body in its relation to the mind constitutes a scientific and therapeutic challenge that has not yet been solved in France. The approach of psychosomatic doctor Professor Bonfils, the doctors of Saint-Antoine, Montpellier, Toulouse, Bordeaux, as well as the approaches of the psychoanalytical psychosomatic schools of Pierre Marty and Sami Ali, have failed to convince the faculties of medicine to introduce the psychic dimension of somatic patients into their curricula, just as psychosomatic psychoanalytic schools have not succeeded in developing an approach to the physical problems, the bodily disorders, of patients. We continue to focus only on the “psyche” body and not on the real body affected by the disease. Psychoanalysts ignore the diseases of the bodies of their patients; the same is true of allopathic doctors, who are unaware of the life events of their patients. The best we can expect is that, at least, the mind is valued by psychiatry!

This non-recognition of the relationship of body and mind can be found in current statistics: 85 per cent of doctors do not have their own doctor! They treat themselves and prescribe medication when they are ill. How does one explain this lack of confidence and this inability to trust in medicine? The professional stress of doctors is very high, and it is only recently that we have started to worry about it. Doctors are human beings like the patients they care for. “No one is safe from somatisations,” as Joyce McDougall (1989) said.

The same is true of the efficacy of allopathic medicine, which can be seen in the epidemiological statistics of treatment adherence: very often, at the end of a year, more than 50 per cent of patients no longer follow to their treatment! What then is the effectiveness of medicine if patients no longer take their medication? Young doctors in the faculties and in their hospital placements have no training in relation to the patient. They stick to technical considerations of biological analysis or very brief records of patients’ antecedents, something to which I have been witness for twenty-one years at the Pitié-Salpêtrière. Recently—and we must, at least, recognise this progress—therapeutic education and patient information have appeared, and we want to salute these first steps. But is it enough just to listen to and understand patients? These approaches are very focused on knowledge and behaviour. There is total ignorance of the functioning of the human unconscious and the processes of a psychic thought.

How to treat the patients rather than the disease

How can patients be treated when the doctor takes only a few minutes to make a diagnosis and prescribe medication? What does the doctor know about his patient’s life? How can the life events of the patient, and their effects on health, be considered in the diagnosis?

For twenty-one years (from 1993 to 2015) I practiced as a psychosomatic consultant at the Pitié-Salpêtrière Hospital, consulting both patients in my department and those from other departments: cardiology, urology, nephrology, neurology, diabetology, etc. I will begin by talking about Georges.


Georges: the integrative psychosomatic approach



Georges will help us better understand the professional practices of doctors and therapists. As his case progresses I will make comments, as a psychosomatist, integrating the approach of medicine and the approach of the new model of psychic functioning developed for somatic patients. (In Chapter Five, I will present the meta-psychological reference model of integrative psychosomatic psychology.)

Georges was referred to me by my colleagues in the endocrinology department four years ago. He has Type IV hyperlipidaemia with a very low level of HDL cholesterol, which is an indication of possible prognosis of myocardial infarction. He also suffers from hypertriglyceridemia. It began in the May of the previous a year, with back pain in the left shoulder blade; the patient called a doctor and was hospitalised urgently for myocardial infarction. He was hospitalised for twenty days for post-infarction rehabilitation. The surgeons inserted a 3mm by 20mm Wiktor stent; they also confirmed kidney failure. Georges, who was then thirty-three years old, had stopped practicing sport more than twelve years previously. His fifty-six-year-old father is overweight, he is also a big smoker; his mother, fifty-five, is overweight and suffers from phlebitis. Georges is a tall man—more than 1.85 meters—and at the time of his infarction weighed 103 kilograms.

That is as much as my medical colleagues told me, because that is how they examine all our patients. Based on symptoms, they make a diagnosis (based on epidemiological studies) and a prognosis and prescribe hospital procedures and medication.

We can ask ourselves questions. Do the doctors know Georges? Who is Georges? Is it necessary to know him, especially when one is facing an influx of patients? George suffers from a chronic illness, and if we want to treat him in the long term and prevent any cardiovascular risk, it is imperative to know who George is beyond the biological parameters.

A female doctor, who was sensitive to the personal dimension of patients, referred Georges to me for psychosomatic examination. This interview will open the door on the exploration of George’s “psyche” and his life. As we proceed, I will indicate what this can bring to the patient’s understanding and to the improvement of the care that can be provided.

At the time of the interview Georges is thirty-five years old. I spent more than an hour with him: a very nice man, with a depressive tendency, whose responses shifted between the seductive attentions of myself and one of my interns and our questions about his inner state and his anxieties about the future. When I meet him for the first time, he presents a smiling face in anticipation of the interview, and his behaviour reflects a demand for immediate attention and trust.

First thoughts: meeting a “psychiatrist” at the hospital

Patients are always worried about meeting a “shrink”; somatic patients are not mentally ill, and our first duty is to reassure them about their psychic integrity. Georges’ seductive behaviour is of the child–mother type, as in the first relationships. Georges asks to be accepted and to receive affection. I answer all these requests with a smile that reflects his smile. I am like a caring and empathic mirror. I recommend to my students that in the first minutes of a meeting they create an unconscious space in which to welcome and receive the patient and his words. The patient will know immediately that he is understood and no longer just heard; he feels accepted and that a relationship of trust can be established without even knowing the people he meets because they are caring and empathetic.

Continuation of the interview

He begins to tell me about his heart attack in May following intense work stress. He works as a salesman in a computer company and waiting for results and short-term goals has placed him under unbearable pressure; occasionally he criticises the society in which we live, while accepting its restrictions.

Reflections

Why does Georges so stoically accept such a situation? This is the question I silently ask myself and to which he will provide an answer. His speech, in which parental authority emerges, which expresses a tacit acceptance of professional constraint, reflects the relationship with a father who has been authoritarian throughout the years of childhood and adolescence. He talks little about his father and mother (as if they did not exist), but a lot about his grandfather, a Central European Slav, and his Mediterranean grandmother, with whom he grew up. His grandfather, in loyalty to his host country, adopted the language and culture of France so that Georges did not learn to speak the language of his ancestors, but it seemed to me during our interview that he sounded his “t”s as the Slavs generally do when they speak French.

He seems deeply in search of his identity with his nostalgic expression of a return to the family home to end his days (why does death appear?) far from the problems of the city. He sounds like a hermit when he talks about retiring to this house built into the mountain, accessible by a narrow path that will one day be transformed into a track for cars. He wants to retire in six to ten years after putting his money into a few houses that will bring in enough for him to survive. Retire at forty-five? What is going on?

The professional stress has deeply affected Georges, who dreams of a return to the family home in the next ten years while he is still very young. Depression appears very clearly in this fantasy of refuge and everyday disillusion. We can note several traits of character in the first minutes of our interview: first, the severity of paternal authority, the extreme requirement to achieve lofty goals, namely, an ego ideal set up from earliest childhood; then the romantic nostalgia for the house of the grandparents, close to his heart, the imaginary place where he can take refuge; then a spiritual dimension, encouraged by an uncle which he speaks about with me later in the context of his psychotherapeutic treatment, an uncle with whom he identifies. Georges lives in permanent conflict (between tyrannical ego and superego) that forces him to relieve all his tensions in his work. Georges is the victim of an ego ideal that considerably limits his ability to find solutions in his professional life and in his life in general.

What is striking and poignant in someone so young is to feel inhabited, several times during the interview, by death. He looks back on his adolescence and his passion for women. He married young, at the age of eighteen, and quickly had two children. Because of his early marriage, Georges had to give up long-term study; he had been dating a young girl with whom he had fallen in love, and as she was expecting a child, her parents forced her to marry. Throughout his therapy, Georges spoke in a romantic and nostalgic way about his first wife with whom he had two children, boys he continues to care for. The death presents in his speech is metaphorical in nature; and involves a major falling away of drive energy, of vitality.

It is towards the end of the interview that he recognises that it was the pressure of his family environment that forced him to marry a young woman he had got pregnant. His love life had until then been very short, and he was suddenly promoted to being the head of a family; he knew he had not been mature and wondered if he had still not achieved it! Throughout the interview, he initially presented a version of his marriage as if it had been a passionate affair, only to finally recognise that this passion was being lived with another young woman whom he had met three years after his marriage. This young woman belonged to a religion different from his own; his passion for Sabrina was intense and still continues, since this evocation brings him to tears and he suddenly understands that it is not forgotten and that he has not drawn a definitive line under this episode in his life. In fact, this passion led him to divorce; his wife has since remarried and he deeply regrets not having stayed with here, nor to have maintained a connection, but, again, he was immature, he did not understand anything about life. He had let himself be carried away by his passion for women. He never dared to introduce his children to Sabrina as he did not want his two children to have a bad opinion of their father.

Psychosomatist’s comment (anamnesis and therapeutic strategy)

The first questions that arise are first: what is the defence capacity of the patient’s psychic functioning system? What are the points of fixation and regression in the psychosexual maturation? Is the maternal object introjected?

Clinical experience tells us that somatic patients who fixed in archaic and pre-genital positions in their developments are more fragile than patients fixed in phallic and genital positions. I refer to the meta-psychological model developed by Sigmund Freud that has been modified for somatic patients by reintroducing intrauterine phases and the first years or archaic phases of development. All these stages were established by eminent doctors and psychoanalysts: Dr Rene Arpad Spitz, Melanie Klein, Donald Winnicott, Wilfred Bion, Daniel Stern, etc.

During this investigation, we can advance the hypothesis of a double fixation: in the crucial period when the oedipal organisation should have been developed but was not; and in an oral fixation which determined the feeding behaviour of the patient, leading to the cardiovascular risks he has faced. In the therapeutic relationship, we are clearly aware of the immaturity of the patient as well as a fixation on the mother of the first stages of life and on the mother of adolescence: nostalgia and romanticism create a love that he cannot give up (we are here in the presence of one of the first phases of the unresolved oedipal conflict), a romantic love to which he has remained fixed and which determines the choice of his love relationships.

I must mention here the mourning for the first love (his wife he left when he was twenty-one years old), then the mourning for the second love, which is not yet done with and which the patient continues to suffer. We are therefore in the presence of two bereavements and of a depressive symptomatology that forced the patient to offload all his energy into the work; there is no other opportunity to discharge tension since Georges no longer practices sport. For each patient it is important to evaluate what Freud calls the economic dimension, namely the investment of libidinal energy and, I will add, somatic energy in several activities and in general human relations. Due to a grandiose self-ideal,1 Georges is limited in the investment capacities of his mental and somatic energy. This limitation led him to a very great depletion that favoured myocardial infarction. The mental defences being insufficient to manage the number of daily excitations, these were transmitted, via the central nervous system, to the sympathetic and parasympathetic nervous system. Ultimately it is the heart organ that absorbs the excitations, until it eventually gives way.

I present at the end of the chapter a diagram of psychosomatic investigation that I have drawn up to facilitate the initial investigations and the establishment of a diagnosis, and you will find below a list of all the theoretical and clinical questions that a psychosomatist puts to a patient.



Theoretical and clinical questions of the psychosomatist

1.Relationship to the mother in the first years of life:

•Has the object been introjected? The relation to the maternal object has, above all, been developed by Melanie Klein; the mother of the first stages of life will be progressively internalised after nine months. The strength of the early-life connection allows for the development of secure effective relationships in later life and the pursuit of life in a balanced way. We therefore understand the importance of asking the question about the presence of a maternal object.

•Maternal deficiency or maternal depression during pregnancy, after the birth of the child, in the first year of life, or in the first five to six years of life, etc.

•Relationship with the mother in the first six years of life and formation of character traits and behaviours. The investigative therapeutic relation must make it possible to establish: absence of the object (dead mother, deficiency, depression, etc.) opening the way to somatisations; fusion with the object (the child has never detached from the mother of origin); cleavage of the object, good mother/bad mother; attachment to the pre-object (the approach of Melanie Klein); introjected object (internalised), facilitating the process of development of the psychic system, deeply connected to the immune system.

•relationship to the father in childhood and adolescence.

•Mental representations of the parental couple.

2.Basic problems of psychic identity and cultural, autobiographical self-constitution:

•Development of identity in the family, the lived identity (various manifestations during the history of the subject), problems of the development of sexual psychic identity (childhood and adolescence, especially repression of sexuality).

•Influence of the cultural environment on psychic development; this dimension is often ignored by therapists in France (ignorance of Judaism, Islam, Chinese culture, Japanese culture, etc.).

3.Psychic assessment of antecedents:

•Level of anxiety related to the age of onset of family members’ illness (father, mother, grandparents, brothers, sisters, etc.).

•Age of death of parents in relation to the age of the patient. In some cases, the patient imagines that they cannot go beyond the parents’ age of death, as if they have reached the limit of their life!

4.Evaluation of the imaginary life, or as Pierre Marty says, the thickness of the preconscious:

•Cultural beliefs that are symbolised without mental representations.

•Beliefs with mental representations.

•Evaluation of associative capacities: the existence of associative chains with the present–past round trip; representations of things and representations of words.

•School life, high school, university: memories, evaluate community channels.

•Evaluation of the imagination during critical periods of life: childhood, adolescence, first dating, social life, professional life, career development.

5.Assessing the resources of the patient: how can they economically mobilise energy to survive disease?

•Imaginary life and cultural and sporting leisure. Reading? Music? Theatre? Cinema? Television? Internet? Attendance at clubs or cultural groups?

•Social, artistic, sports, etc.

•Political and union activities.

•Spiritual beliefs: whatever the belief, it is important to know that it can enable the human being to survive.

•Nocturnal dreaming and daydreaming.

•How are life projects developed? Do they follow the patterns suggested by parental education? (Here, psychic expression of the ego and the superego or the ideal of the ego.)

6.Trauma:

•Childhood, adolescence, adulthood.

•In the family: being beaten, violence, etc.

•In professional life: professional stress, harassment, “burn out”, etc.

•Accidents, divorce, dismissal, etc.

•Socio-economic, political, etc.

•Physical environment: earthquakes, etc.

7.Repetition mechanism

•To connect with the identification mechanism to the father and the mother in the first years of life, then in adolescence.

•To relate to the experience of identity in the family environment.

•Repetition of maternal destiny.

•Repetition of paternal destiny.

•Choice of the partner on the manner of identification to the father and the mother.

•Choice of the partner as an external object (substitution object).

•Repetition of psychic distance from the object by substituting it for geographical distance (allergic object relation).

•Repetition of the choice of the object on the manner of the aggressor object (masochistic type relationship).

•Repetition on the narcissistic mode: choice of the narcissistic object in a mirror, or choice of the object according to the ideal of the self (father or mother or environment).

8.Usual operating modes:

•Sexual impulses: the significance of seduction in the relationship with the psychosomatist in respect of the infantile manner of searching for maternal love, or a multiplicity of states of seduction until the genital stage. It is important to note the narcissistic dimension to assess the nature of the seduction. The person tries to seduce in order to seek the love of the object or to feed his or her narcissism, to look in the mirror of the other.

•Aggressive impulses (self-aggressive and destructive impulses).

9.Drive fusion and drive defusion, drive defusion and diseases, reversal of aggressive impulses against self, self-destruction:

The search for an aggressor by somatic patients implies a drive defusion that inhibits the projection outside aggressive impulses that continue to destroy the human being. At best, the sexual drives and aggressive impulses of a human being are interrelated. When this is not the case, aggressive impulses can turn against a human being in manifestations of self-destruction and can fuel the disease.

10.Fixation points and addictions as indicative signs of early deficiencies, sensorimotor fixations:

Fixation points are indicative of stopping the development of psychosexual maturation of the development of human beings. Many life events can then be origins of these fixations that will eventually determine traits of character, behaviour, and investment of energy resources in different vital activities.

•Narcissistic dimension.

•Masochistic dimension.

11.Diseases—economic dimension:

•Never forget that the disease reaches the libidinal economy of the psychosomatic unit. The disease absorbs somatic energy and libidinal energy.

•The disease (somatic function or organ) absorbs libidinal energy, so any loss of libido is to be assessed according to the severity of the somatic diseases.

•Evaluate the investment capacity by the life impulses of projects, the pursuit of active life, relational capacities, investment of leisure activities, etc.

•How does the patient use his or her psychic energy?

•Importance of metabolic energy available to the patient.




Continuing theoretical and clinical reflection on Georges

Georges is a religious man, developing, between Roman Catholicism and Orthodox Catholicism, something that seems closer to what he feels inside. He is a very sensitive spiritually oriented being who takes refuge in the church to regain inner calm, near God. He left Sabrina, and I feel that this is to punish himself for having broken his bonds with his wife, for not having been faithful to paternal guidance and that of God!

He hates the company in which he has worked up until now: in truth, because of the forced marriage (it is me that states this), he could not study and started work at a young age. He earns a good living and is very proud of it. He met a third woman who looked after him during his heart attack, and from whom he separated a year later because she wanted to marry him, have children, etc. Unlike in his relationship with Sabrina, he introduced her to his children. Confronted again with a choice that reactivated his multiple experiences of love and pain, Georges made an extreme decision depriving himself of emotional support. Georges is alone, his apartment is not yet furnished, he lives in the middle of his cardboard boxes and other packages.

Depression is watching; she is present in all aspects of Georges’ life. He has been a great sportsman, but he is currently suffering from myalgia, a side effects of his medication for cholesterol. High levels of cholesterol may have contributed to the formation of atheromatous plaques eventually reaching the coronaries. Georges eating habits are very bad for his health, and he has not made any changes to these. Although it is necessary, he still hasn’t started any sporting activities. This young man went through a depressive phase before the heart attack and following it and the separation from his companion, etc.

At his place of work, his role has been changed: he has a more sedentary job, but the work is as intense and, like all executives, he leaves work very late.

Psychosomatic therapy

We will see at the end of this book the psychosomatic nosography to establish a diagnosis, but for George, given the infarction and depression, it was strongly recommended that he go into treatment.

I therefore saw Georges once a week at the hospital for more than three years. From the first sessions, I was confronted with the omnipotence of his narcissism. The most difficult aspect has been the integration of the narcissistic stream2 into the entire process of psychosexual maturation and into what is called the genital tract. This is a necessary step that had never been integrated.

Georges is a man aware of his power; he acts as if he feels invulnerable; he deliberately ignores his body of which he demands considerable effort. A predominantly narcissistic being is unaware of living in a body. He is animated by a vital current that lends him his qualities of omnipotence, invulnerability, and sometimes the eradication of time and space (see Grunberger, 2003). He works more than twelve hours a day and goes home completely exhausted, to feed on extremely lipid meals. He lives in an apartment he has not fitted out, and his current depression is of no help in unpacking all the cardboard boxed that clutter up the rooms.

Georges is a great seducer and has no problem appealing to the many women who are attracted to him. There is a repetition mechanism at work in all his relations with women: Georges projects onto the woman he as met the image of the ideal woman he dreams of, a “pure” woman, to whom he swears to devote his life. After a few days, a few weeks, or a few months, Georges leaves the young woman because she does not correspond to his ideal representation. We must understand that this ideal image can refer to the mother of his adolescence endowed with all the attributes of seduction (an archaic and oedipal conflict). This is an ideal image that can never be found in reality.

He has another fixed idea, inspired by his grandparents’ house where he spent his early childhood. He dreams of restoring the house and settling there when he turns 40 and retires. This is once again a grandiose dream about the future. What characterises Georges is the omnipotence of the grandiose self (Kohut, 1971) which distances him from reality and keeps him in an unreal universe.






OEBPS/images/Cover.jpg
THE
PSYCHOSOMATIC
THERAPY

CASEBOOK

Stories from the Intersection
of Mind and Body

JEAN BENJAMIN STORA W





OEBPS/images/logo1.jpg





OEBPS/images/logo.jpg
| d
-.!}1.-

PHOENIX

PUBLISHING HOUSE

ﬁrég the mind





