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psychosomatic symptoms for each patient. This enables the treatment approach to be highly
individualized.

The idiographic strength of the psychoanalytic model is also a source of its weakness. By
focusing primarily on subjective intrapsychic processes that contribute to somatization, little
attention is paid to genetic, physiological or social-environmental factors that may also be
involved. Without a systemic focus, there is no attempt to account for how the expectations and
interactions with family members, health care professionals, and/or employers may be
contributing to somatization. The only environmental factor identified as a possible precipitant is
the real, threatened or fantasied loss of a significant “object.”

Focusing on unconscious dynamics rather than observable behaviours, the model also
suffers from a lack of clarity and precision. What transpires in the mind of a baby or in the
unconscious of an adult can only ever be an inference. The psychoanalytic model puts forward
two theoretical explanations for somatization that are quite different from each other in terms of
the etiology and therapeutic modifiability of alexithymic characteristics that are believed to
underly somatization. Yet, without testable hypotheses, it is difficult to determine which of these
theories is more valid.

Since the concept of alexithymia was introduced by Sifneos in 1973, it appears that
psychoanalytic proponents have latched onto alexithymia as rhe primary explanation for
psychosomatic symptoms. While acknowledging the existence of psychosomatic patients
without alexithymic traits, these individuals do not appear to be addressed by the current
psychoanalytic model, making it unclear how their psychosomatic symptoms are accounted for.
Even if they represent a small proportion of the psychosomatic patients treated by psychoanalytic
therapists, the comprehensiveness of the model is diminished by not accounting for this segment

of the somatizing population.

Consistency
Overall, the two psychoanalytic models of somatization (i.e., defense and deficit)

demonstrate strong internal consistency. The conceptualizations of somatization and its treatment

seem to logically flow from the stated assumptions, theoretical principles and clinical data of
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each model. It would not make sense to look for consistency across both models, as they are
based upon quite different theoretical principles. However, it is important to keep in mind that
- there are significant discrepancies within the psychoanalytic community regarding how
psychosomatic symptoms should be conceptualized and treated.

The primary source of inconsistency in the psychoanalytic model is the tension that exists
between its “natural science” aspirations and its “human science” practices. Each practitioner is
caught to a greater or lesser extent between the natural science desire to explain somatization in
causal, deterministic language, and the human science or clinical desire to understand and/or
interpret each patient’s unique meanings, motivations, symptoms and experiences.
Unfortunately, theoretical abstractions can get in the way of understanding a patient’s experience.
even when the therapist has the best of intentions.

Kohut’s (1977, 1984) therapeutic approach provides an illustration of this point. Kohut
became aware that patients who lacked a cohesive sense of self responded negatively to
premature interpretations of their problems. These breaches in the therapeutic relationship made
it more difficult to develop an empathic bond with the patient. As a result, Kohut came to argue
that one should empathize with the patient and avoid imposing theoretical preconceptions during
the earlier “understanding” phase of therapy. However, once the patient’s sense of self is stronger
and an understanding of their problems has been reached, the therapist is to provide explanatory
interpretations based upon self psychological theory. According to Masek (1989), this reflects an
inconsistency with Kohut’s stated commitment to be faithful to the patient’s experience. He sees
Kohut as abandoning direct experience in the explanatory phase by going “outside it” to explain
it. In Masek’s words, “explanation abandons its therapeutic role - to expand understanding - and,
instead, takes on a role indigenous to the early natural sciences: to explain causally the existence
of something” (p. 188). A current debate regarding the scientific versus hermeneutic nature of

psychoanalysis reflects this state of tension between the goals of explanation and understanding

(e.g., Schafer, 1976, Strenger, 1991).

Res Relevanc
Clearly, one of the major weaknesses of psychoanalytic theory is the relatively untestable
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nature of its propositions and constructs. Unconscious processes cannot be easily translated into
measurable variables. A frequent criticism of Freudian theory is that it is difficult to find
evidence that would support it, and especially fail to support it (e.g., Pervin & John, 1997). This
leaves psychoanalytic proponents in the awkward position of putting forward two different
models of somatization that are very difficult to empirically evaluate. It is also problematic to
rely on case study data for confirmation of one’s theory, as the clinical observations are clearly
subject to the interpretation and influence of the therapist. Finally, Freud has been criticized for
generating a theory of *“normal” personality from clinical work with “abnormal” patient
populations. This criticism could equally apply to Kohut’s theory of self development.

While acknowledging these weaknesses, few theories can compete with the tremendous
heuristic value of psychoanalysis. Freudian theory has stimulated much interest and research by
experimental psychologists and scholars from other disciplines who have attempted to
corroborate or refine basic psychoanalytic hypotheses. It has also led to the revision and
expansion of psychoanalytic theory and practice by psychoanalytic therapists. As Westen and
Gabbard (1999) summarize, certain testable propositions have stood the test of time (e.g., that
unconscious states exist and influence behaviour), while others are better conceived as guiding
assumptions that are theoretically or methodologically useful. Clinical observations may be
inadequate for verifying theoretical propositions, but they are important sources of data for theory
building, particularly when dealing with complex phenomena such as somatization. Despite its
methodological weaknesses, few people appear willing to reject the insights of psychoanalysis
completely. In this vein. it is interesting to note that both the biopsychosocial and
neuropsychiatric models make reference to psychoanalytic conceptualizations of somatization

(cf. Mayou, Bass & Sharpe, 1995; Miller, 1991).

Congruence with a Human Science Approach

Freud pioneered the exploration of the meaningfulness of all human experience, including
psychological symptoms. One of his most important legacies is the recognition that the meaning
of experience is often not apparent in the surface actions or communications of people, and hence

requires interpretation. Self psychology has advanced beyond traditional psychoanalysis in
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emphasizing the importance of setting aside theoretical preconceptions when attempting to
understand a patient’s experience in the first phase of analysis. Proponents of the deficit model
have also come to recognize that transferences and resistances are more frequently related to the
immediate therapeutic relationship rather than solely to past relationships. These insights reflect
aspects of the psychoanalytic model that are congruent with a human science approach.

However, the understanding of patients is hindered when therapists go beyond the
immediate experience of their patients and postuldte abstract, theoretical processes to account for
their difficulties. One can discuss how a particular way of being-in-the-world may embody
certain childhood experiences without postulating a causal influence of unresolved intrapsychic
conflicts. Similarly, one can agree that a person’s self-relationship emerges out of their
relationships with others, without “dichotomizing human existence into two realms of inner and
outer, of ‘psychic representations’ of people on the one hand, and ‘actual’ people on the other”
(Halling & Dearborn Nill, 1989, p. 185). Caught up in the idealist language of representational
thought, psychoanalytic theory is unable to provide a metapsychological foundation that is
faithful to many of their insightful discoveries drawn from clinical practice.

The psychoanalytic model can also be criticized for tending to have a linear notion of
time, wherein current experiences are portrayed as products of past events. Knowledge of past
events may provide a deeper awareness of what is happening in the present, but it does not mean
that the past causes the present, or that the future has no significance. Rather, as van den Berg
(1972) points out, “the past is what was, as it is appearing now” (p. 82), and it shapes our
forward movement. The psychoanalytic model also fails to consider that people’s recollections of
the past can be significantly altered by their present attitudes and circumstances.

As a result of this linear, deterministic perspective, humans are portrayed as
predominantly passive beings with little freedom or ability to change the impact of their life
circumstances. In reference to the child’s relations with others, Merleau-Ponty (1964) states, “it
is never simply the outside which molds him; it is he himself who takes a position in the face of
external circumstances” (p. 108). From a human science perspective, people are viewed as
having the freedom to take hold of the possibilities open to them and to make responsible choices
within the factual constraints of their situation.
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Implications for the Problematic of Somatization

There are a number of positive implications that follow from the psychoanalytic model of
somatization. Just as Engel (1977) wams physicians against an excessive preoccupation with the
body, proponents of this model (e.g., Krystal, 1979; McDougall, 1980) encourage psychoanalytic
practitioners to take psychosomatic symptoms seriously and to avoid excessive preoccupation
with mental functioning, particularly in the early phases of treatment. There are many mental
health practitioners, including psychoanalysts, who alienate somatizers by psychologizing their
symptoms too quickly and failing to take their somatic concems seriously (Wolman &
Thompson, 1996).

Secondly, the psychoanalytic model presents a theory and method of treatment that
focuses on exploring and understanding the issues, conflicts, meanings and experiences that are
unique to each individual patient. Somatizers are much less likely to feel misunderstood if they
sense that their beliefs and experiences are being respected and taken seriously. This model may
be particularly helpful for somatizers whose symptoms occur in the context of personality
disturbances and alexithymic traits. These individuals are less likely to benefit from more
conventional treatments (i.e., behavioural, cognitive-behavioural, psychopharmacological) as
they fail to target the psychodynamic processes that may underly their somatic symptoms. With a
patient and skilled therapist, these individuals may be helped to repair “psychic deficits,” resolve
intrapsychic and interpersonal conflicts, and in the words of Grzesiak et al. (1996), “replace
suffering with meaning” (p. 173).

On the negative side, relevant systemic factors could be overlooked if a therapist focuses
only on the individual’s intrapsychic world. These could include the attitudes, expectations and
behaviours of family members, health care professionals, employers, co-workers, insurance
companies, members of one’s ethnic group, and society at large. Proponents of this model also
acknowledge the potential risk of psychotic decompensation and/or life-threatening symptom
exacerbations when working psychoanalytically with psychosomatic patients. Given the highly
specialized expertise required, it is possible that insufficiently trained therapists could do more
harm than good with these patients. Somatizers may also find that abstract, psychoanalytic
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interpretations fail to resonate with their personal experience. Practitioners who hold rigid
theoretical views are more likely to use notions of resistance and transference to conceptualize a
patient’s negative response to their interpretation, rather than to seriously question its validity.
Without following through on the expressed intent of practitioners to understand (and hence
remain faithful to) the patient’s experience, the insights gained from these interpretations may
fail to produce the desired results.

Narrative Model of Somatization
Literature Review
Background Theory

The narrative model of somatization (Griffith & Griffith, 1993, 1994) did not arise from a
broader, established tradition of theoretical and therapeutic principles, as did the
neuropsychiatric, biopsychosocial and psychoanalytic models. Rather, it arose specifically from
the attempts of James Griffith, a doctor trained in neurology and psychiatry, and Melissa Griffith,
a nurse trained in family therapy, to develop an effective therapeutic strategy for treating *“mind-
body problems.” The Griffiths use the latter term to refer to somatoform, psychophysiological,
and factitious disorders, as well as the psychosocial problems that frequently develop around
medical illnesses. In their 1994 book, “The Body Speaks: Therapeutic Dialogues for Mind-Body
Problems,” they focus primarily on somatoform and factitious problems, providing an extensive
description of their conceptual framework and therapeutic approach to understanding and treating
somatization. As the narrative model is relatively new, the literature to be reviewed is derived
solely from the works of its originators.

The term narrative is used to describe the Griffiths’ model because it draws significantly
from the narrative therapeutic approach developed by White and Epston (1990). However, the
Griffiths’ narrative model combines elements from a broad range of clinical and theoretical
approaches and is not restricted to the theory and methods developed by White and Epston. The
authors characterize their narrative model as a post-modern, language-based approach that
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challenges the largely modemnist assumptions of the dominant models of somatization. In
particular, they criticize other approaches for not questioning the impact of their hidden
philosophical assumptions and the language of their preferred illness model on the “truths”™ they
construct regarding somatization and the patients they treat.

As an alternative, the Griffiths offer a model which is based upon different conceptions of

language, mind, body and emotion than those traditionally held by the medical and mental health
disciplines. Some of these ideas have been drawn from hermeneutic philosophy. For example,
Griffith and Griffith (1994) agree with Heidegger (1962, 1971) that we are created by language
and that language is a way of being rather than a tool of communication. Gadamer (1976) has
also asserted the profound impact of language in shaping our thoughts and actions. Following
Heidegger and Gadamer, the authors hold that we possess a pre-knowledge of how to interpret
our experience that fits with the particular culture we have been born into. This pre-knowledge is
based upon the idioms, teachings, and customs that have been transmitted to us through
language.

Drawing on Merleau-Ponty’s (1962) work, the authors hold that we perceive complete
forms or sensory gestalts, rather than formless sense-data, as proposed by most neuroscientists.
However, Griffith and Griffith (1994) add their own interpretation of form, by suggesting that it
is similar to “a ‘story’ so compelling it cannot be doubted by the mind or ignored by the body”
(p. 33). According to the Griffiths, if sensory gestalts are the most basic forms of such stories, “it
is only a small step to argue that stories, not isolated events, are the basic units of human
experience” and are, thus, irreducible (p. 33-34). It is their view that these stories provide us with
a pre-knowledge of how to perceive and respond in situations that require immediate action (e.g.,
a person whirls around to ward off a possible mugger when a shadow crosses his path; a child
stops yelling and crying as soon as his abusive father enters the front door). Absorbed unwittingly
from the language of our surrounding culture, it is proposed that these stories combine to form
narratives which constitute our selfhood. The stories enacted by our bodies are viewed by the
authors as most important in terms of constituting our bodily experience.

According to Griffith and Griffith (1994), they arrived at some comparable insights from
cognitive science when they came across the works of Maturana and Varela (1987). In the 1970s
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and 80s, these neurobiologists from Chile were attempting to understand the biology of cognition
and human language. They sought to describe the causal structural mechanisms that would
explain how physical and mental events exist in relationship via language. They ultimately came
to describe language as “the generation of consensual behaviors by two beings who are
structurally coupled, that is, the behavior by one prompts behavior by the other in a recursive
pattern that keeps the two in a stable interaction” (Griffith & Griffith, 1994, p. 36). From this
perspective, the social organization of humans is believed to be maintained through the mutual
interchange of language.

Griffith and Griffith (1994) also formulated a biological view of emotion as part of their
conceptual framework. In agreement with Maturana (1988), they view emotion as an
interpersonal event involving a readiness for action or expression, rather than an internal event
involving feelings that are experienced. For example, fear reflects a readiness to flee, while anger
reflects a readiness to attack. An emotional posture describes the mental and physical
components that occur during a specific emotion to prepare the body for a specific action
(Griffith & Griffith, 1994). According to the Griffiths, all mammals (including humans) show
two broad groups of emotional postures. The first are emotional postures of mobilization in
which physiological changes (e.g., heart rate, muscle tension) prepare the body to defend or to
attack. At the same time, attention is focused outwardly to detect potential threats in one’s
environment. In contrast, emotional postures of tranquility involve a bodily readiness to take care
of oneself or another person. Attention is focused inwardly on one’s self or on one’s
understanding of another person, and vigilance to threat is low. Alarm will be triggered in
animals if an intruder comes too close. However, for humans with language, it is our social
practices which are believed to give us a sense of “safe and unsafe territories of discourse”
(Griffith & Griffith, 1994, p. 68).

Combining the views of hermeneutic philosophy and the cognitive science of Maturana
and Varela (1987), Griffith and Griffith (1994) base their narrative model of somatization on the
following theoretical framework. Stories are posited as the fundamental units of human
experience, providing the “joints that couple mind and body™ (p. 36). A story or narrative is

further described as “a linguistic unit of coordinated bodily states as they extend from start to end
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of a human experience” (p. 37). In the broader social context, language is viewed as *a
coordination of bodily states among members of a social group that preserves both the structural
integrity of the social group and that of each group member” (p. 36). This coordination of bodily
states is believed to occur through the “back-and-forth telling and listening to personal stories™
(p. 37). With the proposition that stories exist within the bodily interactions between persons, the
authors hold that language, as *“a complex form of gesturing, a way of touching the body from a
distance...can reconfigure the physiological state of the body, and vice versa” (p. 184). People
experience emotional postures of mobilization or tranquility depending upon the sense of safety

they experience in conversation with others.
Application to Somatization

To understand mind-body problems, the Griffiths believe it is most important to
understand a person’s pre-knowledge of bodily experience. This is done by searching for the
critical stories or narratives that call for a person’s body to experience suffering. In particular, the
Griffiths have repeatedly found that somatoform symptoms appear (and medical symptoms
exacerbate) when the patient is experiencing an unspeakable dilemma. This is described as a type
of double-bind situation in which family, social, religious, or political circumstances force a
person to stay in a distressing situation, because escaping the situation or discussing the person’s
distress would create even greater distress or risk of physical harm. Since the dilemma cannot be
expressed verbally, it can only be expressed through the body. When the dominant emotional
posture is that of mobilization (i.e., readiness to defend or attack), the person attempts to keep the
distress hidden by silencing the body’s expression of distress (e.g., altering one’s facial
expression or tone of voice to appear calm). At some point, however, the person is no longer able
to suppress their distress and a somatic symptom appears.

The authors have published one research study to support their clinical observations
(Griffith, Polles & Griffith, 1998). After studying 14 videotaped family interviews of patients
with pseudoseizures (13 of whom were diagnosed with conversion disorder; 1 with somatization

disorder), an unspeakable dilemma was uncovered in 13 of the 14 interviews. The patient was
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found to be the most silent family member. In six cases, a realistic threat of physical or sexual
assault was revealed, although the threat was not always directed toward the patient. In nine
cases, there was a prior awareness of the dilemma by either the patient or other family members.
However, the patient’s distress was typically minimized by family members. Alternatively, no
one appeared to have associated the dilemma with the onset of symptoms.

According to Griffith and Griffith (1994), people find themselves in this type of dilemma
because they feel bound or constrained by familial or social-cultural narratives (regarding gender,
race, age, religion, ethnicity, etc.) which prescribe how they should think, feel and behave. The
authors describe some of these dilemmas as unique to the post-modem age. In particular, they
suggest that the social networks arising from neighborhood, extended family and religious
communities have declined, leading people to become more estranged from one another. In
addition, with people moving and changing jobs more frequently than ever before, the Griffiths
consider it much less common for people to feel known and understood in all their complexity.
Instead, the authors assert that most of our relationships are based upon showing only those parts
of ourselves that will help us to compete or to be accepted in a variety of different relationships
or social groups. Many people feel that revealing certain aspects of themselves may put a
relationship or job at risk. The authors propose that people attempt to minimize such a risk by
holding certain stories from their life experience in silence.

In summary, the narrative model of somatization proposes that a somatized symptom
represents “the public performance of an unspeakable dilemma” in which the body receives two
conflicting directives: that of mobilizing the body for action (e.g., to flee or to attack), while
being forced to express a contradictory emotional posture (e.g., a warm, welcoming smile)
(Griffith & Griffith, 1994, p. 65). It is not the intensity of an emotion that is believed to trigger a
somatic symptom, but rather the intensity of the effort to silence its bodily expression. Using a
drama analogy, the Griffiths describe a somatizer as “a deposed director, now become a mere
actor in a play not of his or her choosing, performing a drama that tortures the body” (p. 135).
The authors hold a view of emotion that describes mind-body problems in both linguistic,
psychological terms (i.e., binding self-narratives) and non-linguistic, physiological terms (e.g.,
the body’s “fight-or-flight” response). From this perspective, mind-body problems are perceived
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as existing berween persons in language rather than in the mind or body of the individual who is

suffering.

Therapeutic Implications

The Griffiths reportedly experimented with various forms of family therapy before
arriving at a combination of approaches that they found most effective. These include the
constructivist, collaborative language systems, solution-focused and narrative approaches
espoused by such authors as Andersen (1991), Anderson and Goolishian (1988), de Shazer
(1985) and White and Epston (1990). Drawing upon these approaches, the Griffiths describe two
options for intervention that follow from their conceptualization of mind-body problems: 1)
language-based therapies which help the patient or family to uncover and escape the unspeakable
dilemma, and 2) physiological-based therapies which use psychoactive medications to reduce the
level of threat and vigilance experienced by the body. As mind-body problems are assumed to
exist between persons in language, it is considered best to meet with the entire group of people
(usually family members) who are “engaged in language” around the problem (Anderson &
Goolishian, 1988).

The therapeutic process is divided roughly into two phases (Griffith & Griffith, 1994). In
the first phase, the Griffiths draw primarily from Goolishian and Anderson’s (1987) collaborative
language systems approach to help the patient and family members shift from emotional postures
of mobilization to emotional postures of tranquility so that they can feel safe to tell their stories
and dilemmas. In the second phase, the Griffiths rely heavily on narrative therapy methods
developed by White and Epston (1990) to help therapy participants co-construct ways to undercut
the power of the self-narratives tied to the somatic symptoms.

The primary goal of the first phase is to create a conversational domain of language
within which the therapist, patient and family members feel mutually understood (cf. Braten,
1987). Questions are asked from a position of curiousity, openness and respect, and body
language is monitored for signs of alarm to set the pace of therapy. The therapist facilitates a

respectful, reflective inquiry into the unique meanings, language and stories of the therapy
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participants. Interpretations are to be strongly avoided, as the Griffiths state: “there is no
interpretation to be made when one authentically accepts the patient’s right to authorship of his
or her story” (1994, p. 194). A reflecting team consultation™ is reported to be especially helpful
when approaching somatizing clients who are likely to be resistant to psychosocial inquiries
(Griffith & Griffith, 1992).

Self-narratives tied to the somatic symptoms are also uncovered in the first phase. To
identify the emotional posture, detailed questions are asked about the state of the patient’s body
when the symptom occurs (e.g., “what do you imagine your body would say if it could
speak?”).”” The patient is then asked to recall critical life experiences that are connected to this
emotional posture. The following illustration from a therapy session provides an insight into how
these self-narratives can be accessed. Griffith and Griffith (1994) describe a patient who suffered
severe headaches of unknown origin. The pain had been unremitting since the prior therapy
session in which there was some discussion of the patient’s father. In the current session, the
patient reported feelings of sadness, humiliation and anger related to her father but was unsure
why. After describing how her head felt, she was asked to follow her body’s lead, and soon
curled up on the couch, covering herself with pillows. When asked what story she connected to
this position, she recalled curling up in a closet after her father would beat her. As she
experienced more intense feelings of sadness and anger, she remembered struggling frequently as
a teenager with the impulse to “blow his head off” with a shotgun. Imagining the scenario if she
followed through with this impulse, she described feeling “peace™ and said that her head pain
was gone. According to the authors, the state of the patient’s body was governed by its place in a
narrative about her father. The only way she could express the rage towards him was through her
body. “For the story to endure, the body must ache” (p. 38).

When speaking about the dilemma is insufficient to resolve the mind-body problem, the

® This type of consultation involves observers who listen and make comments mid-way through the
therapy session. These types of comments can be responded to or ignored without affecting the therapeutic
relationship.

4 According to Griffith and Griffith (1994), working with the body’s emotional posture is

particularly helpful with patients who have difficulty accessing or describing their feelings. Viewing emotion as a
readiness for action enables the therapist to work directly with the body's emotional state, without requiring
discussion of feelings. In addition, the therapist can attempt to match the breathing, posture or bodily movements of
the patient to get a sense of what they may be experiencing.
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second phase of therapy begins. The therapist use deconstruction and externalization questions
developed by White and Epston (1990) to identify, explore, and challenge the validity of personal
- and cultural assumptions that underly the patient’s binding self-narratives. Therapy participants
are then helped collaboratively to change those narratives which are contributing to the patient’s
double bind. In some cases, the patient leamns to block symptom occurrence by vividly
recollecting life experiences and self-narratives that evoke protective, soothing emotional
postures rather than fearful ones. In other cases, narrative methods are used to highlight gaps or
inconsistencies in the dominant narrative, as well as the existence of “unique outcomes” (i.e., life
events that contradict the dominant narrative). This process enables the patient and family to
grasp previously unseen choices and create new meanings, thereby discarding, displacing or
reauthoring the narrative that has had a hold on the patient’s body.

This language-based therapy may be used in combination with pharmacotherapy to
support the therapeutic process. For some patients with highly active noradrenergic systems,
reflective listening and open, respectful conversation may not be possible without the help of
some form of psychoactive medication. Therefore, the Griffiths propose that an ethological
approach to pharmacology be used to reduce the body’s level of sympathetic arousal so that open
and reflective conversation can become possible (Griffith & Griffith, 1994). This approach is
contrasted with the traditional psychopharmacological approach of using medication to treat a
patient’s disorder. According to the authors, the integration of conversational and
pharmacological therapy is justified by the dual definition which is ascribed to an emotional
posture. It is presented as both “an embodied self-narrative” and “a physiological state of the
body,” representing “the juncture between language and physiology” (p. 198). From this
perspective, conversational therapy and medications are used together to facilitate emotional
postures that are conducive to therapy.

In summary, the narrative model for treating mind-body problems has evolved out of a
novel conceptual framework regarding the interactions between mind, body, language, and
emotion. It holds that bodily symptoms arise when a dilemma is experienced but the kind of
conversation needed for its resolution cannot occur. Drawing on a range of post-modern family

therapy approaches, the Griffiths have developed a collaborative, language-based, narratively-
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oriented therapy to help the persons “engage in language” around the mind-body problem and co-
construct a solution to the patient’s dilemma. Hence, language skills are used to craft therapeutic
questions and psychoactive medications are used to create a “biological context™ that is
favourable for telling, listening to, and reflecting upon the patient’s and family members’ stories
about the problem. As the therapy participants engage in open, reflective conversation, the
meanings of particular words, stories, life events, and bodily states are explored until the
dilemma and associated stories are identified. Narrative methods are then used to deconstruct,
externalize, and ultimately discard or reauthor those self-narratives that lie at the root of the
dilemma, thus ending the patient’s bodily suffering.

The Griffiths use the Native American healer as a metaphor to describe their approach to
therapy: “Through a rhythmic dance of words that joins the body of the one who is ill, the
therapist and therapy participants search for a story that will bring healing. Like the shaman who
may offer peyote, the therapist may offer the pharmacological fruits of biomedical science to
change the body so it can tell a better story with which to live” (Griffith & Griffith, 1993, p.

323).

Conceptualization of Mary’s Case

In general, proponents of the narrative model would propose that the onset of Mary’s
fibromyalgia symptoms coincided with a time when she was experiencing an “unspeakable
dilemma.” They would assume that Mary was experiencing an excessive degree of distress at the
time, but felt that leaving the stressful situation would have caused even greater distress. In
addition, binding self-narratives or external constraints would have led her to feel that she had no
option but to keep her distress hidden from those people involved. Hence, the type of
conversation needed to resolve her dilemma would not have been able to occur. In terms of
positing the specific nature of Mary’s dilemma, narrative proponents would suggest that this
could only be arrived at through a collaborative therapeutic dialogue with her and her family.
Hence, the following conceptualization will describe the types of questions that a narrative

therapist might ask, and some potential responses that may be considered possible from the case
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description.

Initially, the therapist may ask Mary to elaborate on the specific meanings of certain
phrases that seem connected to her bodily state. For example, what does it mean to Mary when
she says that she is “damaging” herself during sleep, or that the pain is “controlling” her, or that
“chronic tension and stress” are at the root of her symptoms? In addition, the therapist would
attempt to identify the characteristic emotional posture associated with her Mary’s pain through
detailed questioning about the state of her body when her tension and pain begins to build.

The therapist would then attempt to identify the specific self-narratives that are bound to
this emotional posture, as well as critical life experiences or relationships that seem most tightly
connected to this self-narrative. For example, it could be hypothesized that Mary is influenced by
a narrative where she tells herself, “I should have known better. | should have been able to do
something io prevent this (negative outcome) from happening. It must be my fault.” Mary states
that she “beats herself up” when she feels this way, suggesting a possible link between this self-
narrative and her bodily symptoms. If her distress triggers a self-narrative that induces shame or
guilt, her resistance to discussing it could be considered understandable. Alternatively, she may
have constructed a self-narrative drawn from witnessing her parent’s attempts at communication.
For example, “Discussing my distress can only lead to conflict or withdrawal. Therefore, it’s best
to not say anything.” These are some potential self-narratives that may be preventing Mary from
considering it acceptable to discuss her distress. There are many others that are possible.

If Mary’s dilemma revolved around particular stresses associated with her children, one
could easily imagine that leaving the situation may not have been considered a viable option.
This may also be true of her work environment, although perhaps to a lesser degree. If Mary’s
actions are being guided by some of the self-narratives noted above, she may feel compelled to
keep her distress hidden. This would be even more likely if she did not have a close, emotionally
communicative relationship with any of the people involved (e.g., her husband or daughter). As
Mary is continuing to experience symptoms of pain, it would be assumed that her body is still
being held within a double-bind that is requiring her body to suffer. Recent exacerbations in her

pain levels would suggest that she is perceiving an increased need to suppress indications of her

distress.
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ritical Ev ion
Explication of Foundational Assumptions

Mind- Person-World Relations

Griffith and Griffith (1994) characterize their narrative model as a post-modern,
language-based approach that challenges the largely modernist assumptions of the dominant
models of somatization. They consider the biomedical model’s conceptualization of mind-body
dualism to be a “socially negotiated interpretation” rather than a reflection of objective reality.
They also reject the traditional distinction between mind-body and person-world relations by
proposing that they are strongly interconnected through the medium of language and narrative.

The narrative model of somatization is strongly influenced by social constructionism, a
perspective that views all knowledge as socially constructed through the specific language,
history and culture of each community. As one’s thoughts, feelings, actions and identity are
believed to be constructed by stories and conversations with members of one’s culture,
“language-oriented social interactions” are considered the important focus of interest rather than
the individual. From this perspective, emotions are not viewed as internal events but as
interpersonal phenomena directed toward others. Similarly, language and stories are held to exist
in the social space between persons, rather than as “entities” inside either person’s mind. The
stories or narratives that constitute one’s self-identity are transmitted in language through the
idioms, teachings and customs of one’s culture. Stories and self-narratives are also believed to
constitute one’s bodily experience, by impacting upon the physiological state of individuals as
they engage in (or avoid) conversation.

Griffith and Griffith (1994) suggest that language and physiology are related through
“structural selection,” where events in each domain can indirectly limit or expand the
possibilities of certain physiological states or conversations to occur. Their definition of an
emotional posture (i.e., an embodied self-narrative and a physiological state) is put forward to
avoid reducing one domain to the other and to justify their integration of conversational and

pharmacological therapy. The Griffiths argue that structural selection offers an alternative way of
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understanding mind-body relationships that “avoids the traps of...idealism, materialism, dualism,

or interactionism” (p. 199).

Freedom-Determinism
The Griffiths’ views regarding freedom and determinism are heavily influenced by ideas

related to critical theory and social constructionism that have been adopted by the narrative
movement in family therapy. Aside from overtly oppressive environments, the narrative model
suggests that the covert influence of culture-wide social practices potentially pose the greatest
threat to individual freedom. Narratives regarding how one should think, feel and behave are held
to be absorbed from the social, political and religious beliefs of one’s family and culture, as well
as from one’s personal experiences (e.g., abuse, illness, loss). Conformist pressures are
considered to be even stronger in the fast-paced, competitive society of the current post-modem
era. These covert narratives are viewed not only as “structures of meaning” but as “structures of
power’’ that restrict the ability of individuals to be the “author” of their own self-narratives.
Griffith and Griffith (1994) state that “patients who have lived with destructive self-
narratives...often have lost sight of their ability to identify, to interrogate, and to challenge the
authority of the stories that guide their lives” (p. 121). The state of a person’s body can also come
under the control of these binding self-narratives, as is the case with somatization.

At this point, it may appear that the narrative model paints a deterministic picture of
humans as being passively shaped by these social-cultural influences. However, the Griffiths
believe strongly that people can be helped to “loosen the binds” of these powerful narratives by
questioning their validity and by separating them from the patient’s sense of self. Questions that
deconstruct and externalize the dominant narrative are held to assist the patient and family in co-
creating a new meaning or preferred self-narrative that disempowers the old one. Change is
always considered possible when the clinician is able to work collaboratively with the patient and
family in ways that enhance their sense of personal agency. Thus, humans are seen as having the
ability to grasp previously unseen choices and to shape their lives in a more preferred manner if

they can learn to question and challenge the authority of the stories that influence their lives.
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Acquisitio Validation of Knowledge

The narrative model adheres to a number of post-modem assumptions that are in direct
opposition to those put forward by the natural scientific paradigm. Viewing all knowledge as
socially constructed, the model holds that “objective” facts do not exist, only “subjective” truths.
In fact, it is believed that any truths held to be objective or absolute must be deconstructed and
challenged to reduce their potential power to subjugate and oppress. For this reason, approaches
that purport to offer a scientific, objective account of somatization are criticized for not
questioning how the “implicit assumptions and the language of their preferred illness model
participate in constructing what they perceive” (Griffith & Griffith, 1994, p. 14). In particular,
these approaches are criticized for favouring professional and scientific explanations of a
person’s problem over a person’s own illness stories and experiences. The narrative model
outlines a way of “acquiring knowledge” about somatization that is based upon very different
assumptions.

The epistemological approach of Griffith and Griffith (1994) is characterized as drawing
upon the specific language, meanings, and experiences of the patient and family to understand
the narratives and circumstances underlying the patient’s “unspeakable dilemma.” This approach
is referred to as an “emic” approach and is described as similar to an anthropological “folk
perspective.” Once the dilemma and binding self-narratives become clear, the therapist asks
further questions to uncover and challenge the specific personal and cultural assumptions that
have given power to the patient’s self-narratives. The focus is on facilitating exploration rather
than providing explanations, instructions, or interpretations.

Instead of trying to discover the “true” causes of the patient’s somatization, new
narratives are “co-constructed” by all therapy participants to undercut the power of the old ones
which required the body to suffer. The patient and family members are viewed as the “bona fide”
authors of their new story, with the clinician serving only as a consultant. No mention is made as
to whether these new stories are considered any more “true” than the old ones. They are simply
portrayed as more preferred or adaptive from the patient’s and/or family’s point of view. In fact,
the patient is considered the ultimate judge of the value of potential insights and solutions that

emerge in the therapeutic dialogue.
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Evaluation of Strengths and Weaknesses

Following is a critical evaluation of the narrative model’s strengths and weaknesses,
based upon its: a) comprehensiveness, b) consistency, c) research relevance, and d) its

congruence with the foundations of a human science approach.

Comprehensiveness

The narrative model’s focus on the meanings and experiences of self and others is one of
its greatest strengths. The Griffiths broaden their focus on the individual to include the patient’s
interpersonal and social environment by eliciting the participation of family members. Keeping
the therapeutic dialogue grounded in the language, meanings, and experiences of the therapy
participants, the clinician attempts to identify the self-narratives, emotional postures and life
circumstances that are specific to each patient’s unspeakable dilemma. In contrast with other
natural scientific models, the patient’s meanings and interpretations are not translated into
abstract, theoretical constructs and processes. Solutions are individualized, with the patient and
family members playing a leading role in their construction.

The narrative model is also impressive in its breadth. It attempts to account for all “mind-
body problems,” including somatoform, psychophysiological and factitious disorders, as well as
psychosocial problems that develop around medical illnesses. It discusses personal and social-
cultural factors that may contribute to somatization, including the interactions of patients with
health professionals who may appear, at times, to speak a “foreign language” to patients

regarding their problems.
The narrative model’s comprehensiveness, however, is hindered by the lack of precision

and clarity in some of their theoretical principles and contructs. At times, it is their definitions
that are unclear. For example, in reference to “story” and “language,” it is hard to grasp what
Griffith and Griffith (1994) mean by such expressions as “a linguistic unit of coordinated bodily
states,” or “the generation of consensual behaviours by two beings who are structurally coupled”
(p- 36-37). In other instances, greater elaboration and specificity is needed to clarify the

theoretical statements they are making. For example, it is unclear how they consider a “form” or
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“sensory gestalt” to be the same as a “story,” or how a story is deemed to represent the
fundamentally irreducible unit of human experience that “couples” mind and body. “Pre-
knowledge of bodily experience” is purported to play an important role but it is unclear what
“pre-knowledge” refers to. Overall, the relationship between experience, narrative and the self is
not clearly delineated. Further elaboration is also required of their concept of “structural
selection.” What kind of structures are they referring to? What does this process of selection
involve? It also needs to be shown more clearly how structural selection “avoids the traps
of...idealism, materialism, dualism, or interactionism” in conceptualizing mind-body
relationships (p. 199).

Finally, by focusing primarily on the “social space between persons,” the narrative model
appears less able to provide a clear understanding of what the somatizing patient may be
subjectively experiencing. This is particularly true for emotions. By viewing emotions only as
interpersonal phenomena, it is unclear where emotions that one may be feeling toward one’s self
or toward non-human aspects of one’s environments (e.g., a beautiful sunset) would fit within
this model. Similarly, by restricting the focus to emotions related to safety (i.e., emotional
postures of tranquility and mobilization), the richness of the patient’s emotional world appears to

be minimized.

Consistency
The narrative model draws from a wide range of theoretical and therapeutic approaches.

The Griffiths refer to hermeneutic philosophy and cognitive science as informing their theoretical
framework, and constructivist, collaborative language systems, solution-focused and narrative
approaches as shaping their approach to therapy. From a pragmatic perspective, it can sometimes
be quite helpful to draw from a variety of orientations in clinical practice. However, doing so can
be problematic in terms of reducing the coherence and consistency of a model’s theoretical
foundation. The Griffiths tend to focus on what appear to be commonalities between theoretical
approaches without taking into consideration how they may differ, particularly in terms of their
foundational assumptions. For example, their description of “language” is based upon Maturana

and Varela’s (1987) attempt to describe the causal structural mechanisms that relate “mental
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events” and “physical events.” As cognitive neurobiologists, the natural scientific assumptions of
their approach clearly differ from the human scientific assumptions held by the
phenomenological hermeneutic philosophers referred to by the Griffiths (i.e., Heidegger,
Merleau-Ponty, Gadamer). Yet somehow cognitive science and hermeneutic philosophy are
interpreted by Griffith and Griffith (1994) as saying the same thing about language: that it is
“located in the consensual behavioural interactions between persons, not inside ‘the mind’ of
either” (p. 36). A closer look at the foundations of hermeneutic philosophy would reveal that this
statement is not an accurate reflection of a hermeneutic view of language.

From a therapeutic perspective, the Griffiths appear to be guided more prominently by a
Goolishian and Anderson’s (1987) collaborative language systems (CLS) approach in the first
stages of therapy, and White and Epston’s (1990) narrative therapy approach in the latter stages
of therapy. While there are some commonalities between these two approaches, there are also
some important differences. Goolishian and Anderson’s approach is very focused on following
the patients’ stories and meanings without having preconceived notions regarding the goal or
direction of therapy. In contrast, White and Epston’s approach is based upon the assumption that
the self is constructed by narratives which arise from culture-wide social practices, and that
deconstructing and externalizing questions must be used to counter the power of the social
practices that are contributing to the problem. This assumption clearly guides the therapist to ask
questions and interpret the patient’s stories in a particular kind of way. This interpretive line of
questioning reflects an inconsistency with the Griffiths’ stated aim to accept the patient’s
language without further interpretation.”® Accordingly, when the patient is described as
eventually coming around to the therapist’s view that an unspeakable dilemma is at the root of
their mind-body problem, it appears that the Griffiths are no longer operating from within a CLS
framework. While it may be pragmatic to combine the approaches in this way, it contributes to

some of the foundational inconsistencies in the narrative model.

< In fact, from a human science perspective this would not be considered possible. Interpretation is
viewed as the “rendering explicit” of understanding (Palmer, 1969). Without interpretation, understanding is not
complete.
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Research Relev
The narrative model of somatization represents the first comprehensive attempt to

theoretically conceptualize and treat somatization from a post-modern, social constructionist
perspective. While medical sociologists and anthropologists have emphasized the powerful role
played by social-cultural values and expectations in the development of somatization (e.g.,
Waitzkin & Magaiia, 1997; Ware and Kleinman, 1992), and other clinicians have emphasized the
importance of working with somatizing patients’ stories (Broom, 1997), the Griffiths are the first
to bring theory and therapeutic practice together into a conceptual model. They also propose a
novel approach to the utilization of psychoactive medications with somatizing patients. For these
reasons, the narrative model has some heuristic value.

From a research perspective, the Griffiths have conducted one study of pseudoseizure
patients which confirmed their hypothesis that mind-body problems reflect the existence of an
unspeakable dilemma (Griffith, Polles & Griffith, 1998). While further studies have yet to be
conducted, this primary hypothesis seems specific enough to be testable empirically using human

science or other forms of qualitative research methods.

Congruence with a H ience Approach

Certain characteristics of the narrative model are quite congruent with a human science
perspective. This is particularly true of the conversation-based, dialogical approach to therapy
that has been adopted from Goolishian and Anderson (1987). The Griffiths view the “heart” of
therapy as creating a space for the patient’s and family’s story, and they work with the unique
language and meanings of therapy participants to create a conversational domain where both
therapist and patient feel mutually understood. They view patients as more similar than different
from themselves, and they attempt to be curious, open, respectful and engaged. They build upon
the participants’ knowledge and experience and assist them in arriving at their own solutions.
From a theoretical perspective, they acknowledge the social-cultural embeddedness of language,
and the important role that narratives play in the formation of one’s identity. In addition, they
view bodily experience as an important form of communication and they attempt to utilize the

patient’s body language and sensations to understand the unique meanings of bodily symptoms in
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the lives of somatizing patients. In these and other ways, the narrative model is congruent with a
human science approach.

However, a number of incongruences arise from the narrative model’s conceptual
framework. While admirably attempting to incorporate insights from hermeneutic philosophy, it
seems apparent that the Griffiths misunderstand some of the works of the philosophers they refer
to. For example, by positing Merleau-Ponty’s (1963) notion of “forms” as equivalent to “stories”
and arguing that stories are the irreducible units of human experience, it is clear that Merleau-
Ponty’s work has been misconstrued. His notion of form or “structure” refers to an
interconnected pattern of meanings that are intentionally related. It is this meaning-structure that
expresses the irreducible intentional relation between man and world. In addition, Merleau-Ponty
assigned intentionality to the lived body. The implication of this operational intentionality is that,
through our bodily gestures, we perceive and attribute meaning at a primordial level of
understanding that precedes linguistic communication. The Griffiths appear unaware of this pre-
reflective mode of perception, as they assume that it is stories that grant to us a “pre-knowledge”
of the world. However, Griffith and Griffith (1994) make an astute observation that points to this
primordial level of undertanding: “The stories...that are most malignant for the body are those
that are not known as stories. They have become so much a part of the landscape of life that they
are known by a patient as ‘this is the way life is’” (p. 132).

Without a stronger appreciation of pre-reflective lived experience, the narrative model is
unable to offer a clear understanding of the relationship between narrative structure, self-identity
and the lived world. In agreement with Merleau-Ponty, Polkinghorne (1997) argues that there is a
need to enlarge the identification of the self beyond culturally-defined categories to include the
“non-languaged” or embodied senses of the self. In his words, “to know who one is means taking
into account more than one’s objective notions about self identity; it requires being in touch with
the felt meanings accompanying one’s fundamental perceptual experiences” (p. 54). The Griffiths
appear to take these “felt meanings” into account when monitoring the body language of patients
and attempting to match their posture or breathing pattern to get a sense of their patients’
experience. However, they do not provide a way to fit these “non-storied” perceptions into their

conceptual framework.
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Implications for the Problematic of Somatization

There are many positive implications that follow from the narrative model. Patients are
much more likely to engage in therapy when a safe, collaborative environment is established that
facilitates respectful, reflective dialogue among all therapy participants. Reflecting teams provide
a novel way of approaching clients who may be resistant initially to psychosocial inquiries. These
may include individuals referred to as alexithymic by other models, who have difficulty accessing
or describing their feelings. By working with the body’s emotional posture, the narrative model is
said to provide a way of working with these individuals that reduces the need to describe feelings
directly. In terms of personal agency, patients may experience greater success at resolving their
mind-body problems when they are encouraged to actively participate in “co-constructing”
solutions rather than passively rely on the expertise of the therapist.

As a corrective to models which intervene solely at the individual level, the narrative
model provides ways to counter the impact of social-cultural values and expectations that may be
contributing to a patient’s somatization. Even patients who are unable to leave a problematic
situation are assisted in finding ways to alleviate their symptoms. By externalizing the source of a
patient’s symptoms to a current dilemma and the stories attached to it, patients are less likely to
feel that they are being personally blamed or stigmatized for their problem. In addition, patients
may feel less stigmatized if medications are recommended to assist the therapeutic process rather
than to “treat” a psychological disorder.

A potential drawback of focusing on interpersonal and social-cultural factors is that
relevant intrapersonal issues may be ignored or minimized. In addition, patients may feel
misunderstood if the therapist holds too strongly to a narrative, social-constructionist

interpretation or line of questioning that does not resonate with their own experience.
Summary: Critical Evaluation

The following is a brief summary of how the four models compare with respect to the

evaluation criteria set out at the beginning of this chapter.
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In terms of comprehensiveness, the models were evaluated on two factors: how well they
accounted for the facts of somatization (i.e., their scope), and the clarity and precision of their
constructs, postulates and treatment recommendations. The scope of the neuropsychiatric model
is considerably lower than the other models. The biopsychosocial, psychoanalytic and narrative
models appear to have a much better scope, but each model presents certain limitations. The
biopsychosocial model discusses a broad range of factors but these are restricted to those which
are observable and measurable from a natural science perspective. The psychoanalytic model
shows considerable depth in terms of describing intrapsychic factors, but it fails to broaden its
focus beyond the psychology of the individual. The narrative model provides good breadth by
including the interpersonal and social-cultural environment of the somatizer, but its scope is
limited by minimizing the relevance of intrapersonal factors. With respect to clarity and
precision, difficulties are evident in each model. Most models are not well grounded
theoretically, reflecting a weakness that is most apparent with the natural science-based models.

For a model to demonstrate good consistency in terms of its stated assumptions,
theoretical principles and treatment recommendations, it needs to be based on a strong, unified
theory. For this reason, the psychoanalytic model is evaluated more favourably than the other
models on this criterion. However, the consistency of the psychoanalytic model is compromised
by the tensions that exist between its goals of understanding the patient’s experience and
providing natural science explanations for the patient’s psychosomatic symptoms. Aside from
lacking a strong theoretical framework, the inconsistencies demonstrated in the neuropsychiatric
and biopsychosocial models seem particularly related to the taken-for-granted principles and
assumptions of the natural science paradigm, including causality, reductionism, determinism and
dualism. Proponents of these models seem largely unaware of the impact of their philosophical
foundations, overlooking illogical postulates or inconsistencies between their stated assumptions,
conceptual frameworks and treatment recommendations. The narrative model provides an
innovative conceptual framework to explain its clinical observations, but inconsistencies arise
from attempting to combine a variety of theoretical and therapeutic approaches with different
foundational assumptions and principles.

In terms of research relevance, each model was evaluated regarding its testability and
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heuristic value. The neuropsychiatric and psychoanalytic models were both rated low in terms of
testability, due to the imprecise nature of their postulates and constructs. However, the strong
heuristic value of the psychoanalytic model helps to partially counterbalance this weakness. The
testability of the biopsychosocial model is one of its greatest strengths, given that its model of
somatization was constructed primarily from the findings of empirical research. The narrative
model presented one study to demonstrate how its hypotheses could be tested using qualitative
research methods. While its heuristic value is yet to be determined, the narrative model offers a
number of innovative propositions and treatment approaches that may stimulate other
practitioners to consider “mind-body problems” from a different perspective.

In evaluating the congruence of each model with the foundations of a human science
approach, it is no surprise that the natural science-based models were found to be the least
congruent. The neuropsychiatric model assumes that the theories and methods of the biological
and physical sciences can be equally applied to the human organism, reducing human thoughts,
feelings and behaviours to neurobiological processes. While the biopsychosocial model
represents a significant improvement, it still focuses on explanation versus understanding and
subsumes the patient’s reality under the abstract concepts of science. The psychoanalytic model
is similarly constrained by its natural science aspirations, but it combines its theoretical
explanations with a sincere attempt to understand the intricacies of the patient’s experience. In
line with a human science perspective, the narrative model presents a dialogical approach to
therapy that places the unique language, interpretations and self-narratives of therapy participants
at the core of their model. It is less congruent from a theoretical perspective, but it raises issues
(such as narrative, identity and social-cultural influences) that are foundational to a human
science approach.

Some statements can be made regarding the implications that arise from these models
with respect to the problematic of somatization. In general, it appears that difficulties may be
more likely to arise when models are strongly wedded to the natural science paradigm. By failing
to move beyond the debate over the biological versus (bio)psychosocial origins of somatization,
the neuropsychiatric and biopsychosocial models contribute to the ethical conflict surrounding

who or what is responsible for a patient’s symptoms. Furthermore, to the extent that scientific
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explanations are held as more valid than a patient’s subjective experience of their illness, patients
are at greater risk of feeling misunderstood and stigmatized by proponents who put forward these
explanations. As a result, they may be less likely to comply with their treatment
recommendations. These tend to be over-simplified and focused either on pharmacological
agents or on cognitions and behaviours that have been pre-determined as maladaptive. While
those who comply may benefit from these recommendations, there is a risk that factors specific
to their illness experience may be missed or ignored. As these models fail to study the subjective
experience of somatizers, they are not able to address the complexities of somatization as it is
experienced and lived by individual patients.

Patients are less likely to feel misunderstood if they are treated by proponents of the
psychoanalytic or narrative models who recognize the importance of understanding their unique
perceptions, stories and experiences. As their treatment will be more highly individualized, there
may be a greater chance for amelioration of their symptoms. However, the farther that a model
strays into theoretical formulations to explain or interpret a patient’s symptoms, the greater the
risk that the interpretation may fail to resonate with the patient’s experience. Furthermore, the
narrower the scope of the model, the more likely that important contributing factors may be

ignored or minimized.
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IV. COMPARING THE CURRENT MODELS OF SOMATIZATION

Each of the models reviewed have contributed to our current understanding of
somatization and have offered a variety of recommendations for treatment. However, as they
present quite divergent perspectives on somatization, it is necessary to look at the four models as
a whole to examine the status of our current understanding of somatization. The purpose of this
chapter is to step back and reflect on the issues that arise when one compares and contrasts the
conceptualizations and treatment recommendations of the four models of somatization. Do the
models put forward any novel findings or hypotheses? How are the models similar to each other?
How do they contradict each other? What areas have received inadequate inattention or have not
been considered? Do they offer any innovative approaches to treatment? Taking these reflections
into consideration, the chapter will conclude by identifying the issues that remain unresolved or
inadequately addressed. These issues will be taken up in the next chapter and addressed from a

phenomenological-hermeneutic perspective.

Conceptualizations of Somatization

Novel Findings or Hypotheses

Each of the four models contribute something unique to the understanding of
somatization. For example, the neuropsychiatric model puts forward an interesting “cross-
sensitization” hypothesis to account for the high co-morbidity of somatization disorder and
functional somatic syndromes with affective disorders, PTSD and physical, verbal or sexual
abuse. It is proposed that repeated and intermittent exposure to psychological, physical and
chemical stressors may act synergistically to increase neural excitability and over-amplify
somatic and psychological responses. This co-morbidity has been recognized by other
investigators but few hypotheses have been put forward to explain it.

The biopsychosocial model stands out as being the only natural science-based model to

look at somatization from a systemic perspective. It has moved beyond the individual to consider
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the potential impact of familial and social-cultural factors on the development of somatization. It
is also unique in its proposal that somatization reflects a misinterpretation of one’s bodily
sensations and symptoms as being more threatening than is warranted.

Psychoanalytic proponents have been studying psychosomatic illness for many decades,
resulting in a number of original contributions. These include the concept of alexithymia which
has generated widespread discussion and debate regarding its etiological role in somatization.
Alexithymia is one of the few concepts that is referred to by all four models of somatization. The
psychoanalytic model has also contributed significantly to the understanding of somatizers who
have suffered from significant disruptions in early child-caregiver relations, particularly during
the separatior/individuation phase of development. These are the somatizers who may be more
likely to minimize emotional and/or somatic distress, and less likely to seek medical help.
Alternatively, for those who regularly seek medical help, the psychoanalytic deficit model
suggests that these behaviours may reflect indirect strivings for relatedness rather than an
amplifying or neurotic personality style.

As the narrative model is built upon post-modemist principles, it offers quite a different
perspective from the other models. With its social constructionist emphasis, it is the first model
to view mind-body problems as existing between persons in language rather than in the mind or
body of the individual who is suffering. It distinguishes itself by focusing on the powerful role of
family myths and social-cultural values in constructing binding self-narratives and dilemmas that

may result in somatized symptoms.
Similarities

This section will attempt to temporarily set aside the theoretical differences between
models to see if there are similarities with respect to how the phenomenon of somatization is
characterized. However, if one compares the natural science models (i.e., the neuropsychiatric
and biopsychosocial models) with those that take a more human science approach to
understanding somatization (i.e., the psychoanalytic and narrative models), it quickly becomes

clear that there is little to be gained by looking for similarities across all four models. The only
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similarity one would find is that all models consider current and past “stressful”’ or traumatic
events to be risk factors for somatization. Therefore, to conduct a more fruitful comparison, it
makes sense to look at the human science models separately from the natural science models.
While acknowledging the natural science characteristics of the psychoanalytic model, it will be
referred to as a human science model for the purpose of this discussion. This is because it
attempts to understand the phenomenon of somatization through clinical work with patients
rather than through natural science research.

The natural science models share some similarities with respect to the factors they
propose as being most likely involved in cases of somatization. From a genetic perspective, both
the neuropsychiatric and biopsychosocial models refer to neurotic or “amplifying” personality
traits that genetically predispose a person to amplify and perpetuate a positive feedback loop
between emotional and somatic distress. Reference is also made to somatizers with alexithymic
traits who minimize emotional distress, although the biopsychosocial model considers these
types of somatizers to represent a small minority. In terms of environmental factors, both models
consider past and/or present “stressful” life events to play a significant role. These include
experiences of trauma and abuse, with both models suggesting that early childhood trauma can
impair a person’s developmental capacity to communicate psychological experiences. The
biopsychosocial model suggests that current life stressors involving loss or perceived threat of
loss may trigger somatic symptoms, while the neuropsychiatric model refers more generally to
any events that result in heightened sympathetic arousal. Finally, both models state that
somatization (or somatization disorder) is often comorbid with psychiatric disorders (particularly
affective and post-traumatic stress disorders), and that somatization disorder may co-exist with
functional somatic syndromes such as chronic fatigue syndrome, multiple chemical sensitivity,
and irritable bowel syndrome.

In terms of the human science models, there appear to be a number of similarities in terms
of how somatization is characterized. For example, both models refer to determining factors
(e.g., unconscious processes, binding self-narratives) that patients are generally unaware of.
These include prior “critical life experiences or events,” with both models acknowledging abuse

or trauma as a significant risk factor for developing somatization. Narrative and defense model
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proponents share the view that a dilemma or conflict underlies the experience of somatization.
This conflict typically involves a struggle (conscious or unconscious) between how people want
to be and behave and how they feel they should be and behave. Both models seem to agree that
the somatic symptoms are triggered or exacerbated by efforts to silence (i.e., suppress or repress)
the experience and/or expression of certain wishes or emotions. The symptom is held to protect
people from experiencing or expressing something that they fear would be too overwhelming or
threatening at a psychological or interpersonal level. In addition, narrative and defense model
proponents suggest that the somatic symptom may have a symbolic meaning. Finally, both
models refer to difficulties or disruptions in significant relationships as being a prime contributor

to symptom onset.

Contradictions

Given the different theoretical and foundational assumptions of each model, there exists
an obvious disagreement over the etiology of somatization, including the role of psychopathology
and alexithymia. The neuropsychiatric model holds that somatization is a neurobiological
phenomenon caused by dysregulation in various sub-systems of the brain and central nervous
system. Alexithymia is believed to result from an impairment of inter-hemispheric
communication via the corpus callosum. The biopsychosocial model proposes that somatization
is caused by a range of psychosocial factors interacting with benign biological factors. It refers to
two models of psychopathology: an amplification model and a defense model. The latter model is
put forward as a potential explanation for alexithymia, but defensive processes are not considered
to play a significant role in somatization. The psychoanalytic model argues that somatization is
caused by unconscious psychodyamic conflicts and processes that result from disturbances in
early child-caregiver relations. In contrast to the biopsychosocial model, alexithymia is
considered to play a primary role in somatization, indicating either a defensive regression or a
psychic deficit. Many proponents consider alexithymia to be reflective of narcissistic, borderline
or dependent personality disturbances. From a narrative perspective, somatization is viewed as

the result of an “unspeakable dilemma” created by binding (familial and socio-cultural) self-
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narratives and/or external constraints (e.g., political oppression, domestic violence). Given the
view that mind-body problems exist between persons rather than a person, individual
psychopathology is not held to play a role. Narrative proponents acknowledge that some patients
have difficulty accessing or describing feelings, but they do not label them as alexithymic or put
forward an explanation for their difficulties.

The models also reflect different views regarding the psychological meaning of the bodily
symptoms experienced by somatizers. The human science models agree that somatic symptoms
are triggered by issues or events that are psychologically meaningful to the individual patient.
However, there is clear disagreement between the two psychoanalytic models as to whether or
not the symptom is viewed as symbolic. The narrative model presents case examples which
suggest that the symptom may be symbolic of a past issue or dilemma, but it is unclear whether
proponents assume that the symptom is a/ways symbolic. In general, the neuropsychiatric and
biopsychosocial models hold that symptoms are not symbolic. However, the biopsychosocial
model may consider conversion symptoms an exception.

Finally, there is widespread disagreement regarding the types of factors that models
consider most critical to the development of somatization. The neuropsychiatric model focuses
on individual biological factors. The biopsychosocial model emphasizes individual factors
(biological and psychological) but also refers to familial and social-cultural factors that have
been generally found to contribute to somatization. The psychoanalytic model focuses primarily
on psychological factors. The narrative model argues against the relevance of individual factors
and focuses primarily on familial and social-cultural factors that place the individual in a binding

dilemma.

Omissions or Deficiencies

The critical evaluation pointed out that all models ignore or minimize certain factors that
may be relevant to somatization, based upon their theoretical framework. They also tend to lack
clarity and precision in terms of their theoretical concepts and principles. No models describe a

way to study and understand the subjective, lived experience of somatizers without imposing a
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varying degree of scientific or theoretical biases. In general, the foundational assumptions of each
model are not clearly articulated, with most proponents demonstrating a lack of awareness
regarding the existence and implications of these assumptions. While the narrative proponents
have made a conscious effort to address this critique, they seem to disregard the fact that theories
cannot be seamlessly combined or integrated without taking into consideration the extent of their
agreement at a foundational level.

With respect to mind-body relations, none of the models have been able to overcome
implicit dualistic assumptions and capture the extent to which mind-body relations and person-
world relations are deeply interwoven. While explicitly rejecting mind-body dualism, proponents
of the natural science models fail to see how their conceptualizations continue to carry dualistic
overtones. This is particularly true of the neuropsychiatric model. The psychoanalytic model
posits linear causal relationships between mind and body, with a view of mental processes that is
overly immersed in the idealist language of representational thought. The narrative model
represents a significant advance because it emphasizes the interconnectedness of mind-body and
person-world relations through the medium of language and narrative. As an altemative to mind-
body dualism, it puts forward the notion of structural selection (i.e., that language “structures”
physiology and vice versa). However, this concept does not take into account the bodily and pre-
reflective nature of our lived experience, and the extent to which humans are embodied-subjects-
in-the-world. It also does not address the primordial relationship between language, narrative,
identity and our lived world. While the narrative model hints at some societal changes that may
be contributing to somatization, these could be elaborated further.

Finally, there is an implicit discrepancy between the human science and natural science
models that has yet to be acknowledged or adequately addressed. The psychoanalytic and
narrative models use the terms “‘psychosomatic illness” and “mind-body problems” respectively
to refer to all physical illness in which there appears to be a strong emotional (or psychosocial)
component, with or without tissue damage. Hence, the factors which lead to somatization are
assumed to be the same as those that lead to more serious (psychosomatic or medical) illnesses
where functional and/or structural pathology is evident. In contrast, neuropsychiatric and

biopsychosocial proponents focus exclusively on somatization and make no reference to a
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possible relation between somatization and these other types of illnesses. Their silence on this
issue suggests that they consider the processes involved in the development of somatization to be
unique, and to require distinctive approaches to treatment. However, by failing to consider the
possibility that somatization may be related to other medical conditions influenced by
psychosocial factors, they have closed the door on a much wider range of hypotheses, empirical
findings and treatment approaches. Hence, the distinctiveness of the processes underlying

somatization is an issue that is worthy of reflection.

Treatment of Somatization

Novel Approaches to Treatment

Most models contribute something novel to the treatment of somatization. Goldstein
(1996) is the only neuropsychiatric proponent to have developed and implemented an apparently
successful multi-drug treatment protocol for various forms of somatization, although his results
have not been empirically verified. Within the psychoanalytic model, a few practitioners have
begun to explore the value of incorporating some form of body work into their therapy with
alexithymic patients. The narrative model is unique in a number of ways. It is the only treatment
approach that appears to help patients develop concrete ways to counter the impact of social-
cultural values and expectations that may be contributing to their symptoms. In terms of working
with alexithymic patients, the narrative model describes ways to access the patient’s bodily
knowing more directly than some of the other models by using questions, working with imagery,
and mirroring the patient’s body language. Finally, the narrative model puts forward a novel

“ethological” approach to pharmacological treatment.
Similarities

From the perspective of the neuropsychiatric and biopsychosocial models, the physician,

researcher and/or mental health professional is viewed as the expert with respect to explaining
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somatized symptoms and making recommendations for treatment. Based upon the findings
and/or hypotheses of scientific research, these treatment recommendations are regarded as
applicable and beneficial to all somatizing patients. The recommendations focus primarily on
perpetuating factors that are considered to be modifiable by medications (e.g., anxiety,
depression, abnormal levels of various neurochemicals) or modifiable by the patient’s efforts
(e.g., maladaptive cognitions and behaviours). Compliance can be an issue for both models if the
patient does not agree with the physician’s explanation and/or treatment recommendations.
Proponents of the psychoanalytic and narrative models both consider it critical to attempt
to understand the unique meanings, motivations, stories and experiences of the therapy
participants. They also consider it important for somatizing patients (and their families) to
identify, explore and challenge the validity or authority of their personal stories and experiences
to define themselves in ways that lead to somatized symptoms. To this end, therapy participants
are assisted in becoming aware of these influences, making more conscious choices, and finding

ways to act upon them.
Contradictions

Divergent conceptualizations of somatization lead each model to put forward different
recommendations regarding the focus and modality of treatment. The neuropsychiatric model
states that somatization can only be treated by developing biological methods to counteract the
dysregulation taking place in various sub-systems of the brain. The biopsychosocial model
recommends that anxiety or depression be treated by medications, and that maladaptive
cognitions and behaviours be targetted by the physician and/or therapist as the focus for
individual, group or family therapy. Psychoanalytic proponents recommend intensive individual
therapy to uncover and work through unconscious psychodynamic processes and provide a
corrective therapeutic relationship. Narrative proponents argue that one should work
therapeutically with the “problem-organized system™ (Anderson & Goolishian, 1988) and focus
on the familial and social-cultural narratives, critical life experiences and oppressive

circumstances that are contributing to the patient’s unspeakable dilemma.
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The models also vary with respect to the degree of symptom resolution considered
possible, based upon their foundational assumptions regarding freedom and determinism. Until
effective biological treatments are developed, neuropsychiatric proponents appear quite
pessimistic regarding a somatizer’s prognosis for improvement. The biopsychosocial and
psychoanalytic models seem moderately optimistic that a certain amount of improvement is
possible with effective treatment. Narrative proponents are the only ones who seem willing to

suggest that complete resolution of symptoms is possible.

Omissions or Deficiencies

As no model of somatization is completely comprehensive, each poses a risk that issues
relevant to a patient’s symptoms may be misconstrued, minimized or dismissed as not being
relevant or modifiable. This risk appears greatest with the neuropsychiatric model and least with
the narrative model, for reasons already discussed. The farther the model strays from eliciting
and addressing the patient’s lived experience of somatization, the greater the risk that treatment
will not be effective.

With respect to alexithymia, most models have pointed to the difficuities that can be
encountered in working therapeutically with patients who have difficulty accessing and
verbalizing their feelings. However, proponents of these models continue to rely primarily on
verbal forms of therapy to treat these patients. Aside from a few psychoanalysts in Europe (e.g.,
Miiller-Braunschweig, 1998; Wyman-McGinty, 1998), there has been insufficient attention paid
to the potential of drawing upon non-verbal modalities (¢.g., body-oriented or expressive arts
therapies) to gain access to unconscious pre-verbal material. Similarly, greater consideration
could be given to working therapeutically with affective imagery. The narrative model is the only

one that makes reference to incorporating some imagery work into their treatment.
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Summary: Unresolved Issues and Deficiencies

As one considers the various contradictions, omissions and deficiencies that arise when
reflecting upon the four models of somatization, certain problems become apparent in the way
that somatization is being conceptualized and treated. First and foremost, one can see that an
understanding of the phenomenon of somatization has been significantly obscured by the
philosophical, theoretical and methodological biases inherent in each model’s conceptualization.
These biases have led to widely divergent characterizations, explanations, and treatment
approaches, with relatively minimal overlap. Until attempts are made to study and understand the
lived experience of somatizers without imposing explanatory frameworks and biases, progress in
understanding and treating this phenomenon will be significantly impeded. Theories should
ideally be subordinate to the patient’s direct experience. Lacking the appropriate methods for
studying human lived experience, the natural science models have shown themselves to be
particularly problematic in this regard.

Following are some of the foundational issues that remain unresolved or inadequately
addressed. Mind-body dualism continues to be a problem and will not be successfully overcome
until a foundation is built that takes into account the bodily and pre-reflective nature of our lived
experience, and the intentional role of the body in mediating our relationships to the world. There
needs to be a greater appreciation of the extent to which our experience of self and others is co-
constituted by our intentional relatedness to the life world, and not simply constructed by the
beliefs, values and practices that are prevalent in our society. In addition, the role of primordial,
pre-linguistic perception in co-constituting our language, narratives and self-identity needs to be
clearly understood. The philosophical foundations of existential and hermeneutic phenomenology
would help resolve these problematic issues and provide a solid foundation for the understanding
and treatment of somatization.

Looking at the conceptualizations of somatization, a number of issues have been raised
that need to be addressed. Etiological hypotheses are heavily contradictory as they are derived
primarily from the theoretical or scientific perspective of each model, rather than from a direct

study of the lived experience of somatizers. Hence, there is a definite need to study the subjective



experience of somatizers (e.g., individuals living with chronic pain or fatigue) and to incorporate
these findings into a conceptualization of somatization. In terms of contributors to somatization,
the relative importance of individual, familial and social-cultural factors ranges widely across the
four models. With respect to individual factors, there is a particular need to make sense of the
discrepant views put forward with respect to psychopathology. For example, are there two types
of somatizers characterized by different types of psychopathology (i.e., amplifiers and
minimizers), or are there similar underlying processes that have yet to be uncovered? Or is it the
binding social-cultural narratives and practices that are “pathological?” Also unresolved is
whether the bodily symptoms of somatization reflect some form of psychological or symbolic
meaning. To address these types of questions, a much broader view of psychopathology is needed
that looks beyond the individual and incorporates an understanding of our nature as Beings-in-
the-world where our experience of self, others and world is co-constitutive and interdependent.
The therapeutic implications of each model are equally divergent, given their
contradictory assumptions. As discussed, a number of problems result when practitioners rely too
heavily on their theoretical or therapeutic framework to guide treatment rather than basing it
upon an in-depth understanding of their patients’ lived experience. Hence, there is a definite need
to leam how to understand and interpret the meanings, actions and bodily experiences of
somatizers without imposing abstract conceptualizations. Treatment can then be guided by this
understanding, utilizing appropriate interventions. In working with patients who have difficulty
accessing or verbalizing feelings, there is also a need to explore the potential benefit of non-

verbal modalities to facilitate the therapeutic process.
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V. TOWARDS A PHENOMENOLOGICAL-HERMENEUTIC APPROACH TO
SOMATIZATION

The previous chapter identified a number of issues that remain unresolved or
inadequately addressed by the current models of somatization. This chapter will demonstrate how
a phenomenological-hermeneutic approach can begin to address these issues and provide a
contribution to the understanding and treatment of somatization. The first section will provide a
glimpse into the lived worlds of somatizers who have articulated their experiences as participants
in qualitative research studies.” It is only through the voices of these individuals that we can
begin to comprehend how radically their lives can be affected by inexplicable pain and suffering.
The second section will draw from the works of existential-phenomenological philosophers and
therapists to provide a conceptualization of somatization that focuses on the existential and
social-cultural dimensions that may be involved. Next, the therapeutic implications of existential
and hermeneutic phenomenology will be presented. This will be followed by a
phenomenological-hermeneutic conceptualization of Mary’s case, to provide a comparison with
the conceptualizations put forward by the other models. The final section will provide a summary
and describe the implications of a phenomenological-hermeneutic approach to the problematic of

somatization.

The Lived Experience of Somatization

By now we are aware that the term “somatization” covers a broad spectrum of clinical
phenomena that can range from mildly distressing to severely disabling. The following section is
based upon the experiences of participants in qualitative research studies whose lives have been
affected by chronic pain®® (Jackson, 1994; Walker, Holloway & Sofaer, 1999), chronic fatigue
syndrome (CFS) (Hughey, 1991; Clements, Sharpe, Simkin, Borrill & Hawton, 1997),
somatization disorder (Morse, Suchman & Frankel, 1997), temporo-mandibular joint disorder

i The small number of studies is an indication of how rarely subjective experience is considered

worthy or feasible as a subject of research.
30 While not all forms of chronic pain involve somatization, the experience of living with disabling

chronic pain is quite similar whether there is extensive tissue damage or not.
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(TMJ)*' (Garro, 1992, 1994; Good, 1992), medically unexplained symptoms (Peters, Stanley,
Rose & Salmon, 1997), and psychosomatic illness (Helman, 1985). Hughey was the only
researcher to conduct a phenomenological study, describing the lived experience of five
individuals suffering from chronic fatigue syndrome. While psychosomatic illnesses are not
referred to as somatization phenomena by the natural science models, a phenomenological
perspective would agree with psychoanalytic and narrative proponents that the phenomenon of
somatization encompasses all bodily symptoms, with or without tissue damage, that cannot be
fully explained by medicine. Many psychosomatic disorders have a chronic, relapsing and
unpredictable course that can be similar to other forms of somatization. However, they tend to be
less debilitating and will therefore provide a useful counterpoint to the more severe forms of
somatization such as chronic pain and fatigue which can disrupt and constrict every aspect of
one’s life-world. These chronic conditions can alter our relationships with our bodies, our selves,

other people, and lived space and time. It is to these issues that we will now tumn.

Mind- Relations

It is important to recall that the lived body is neither subjective nor objective; it is an
expression of our existence that is both of the self and in the world (Merleau-Ponty, 1962). When
we are healthy, our attention is primarily directed toward the world. Expressing ourselves
through our bodies in a habitual, pre-reflective manner, Leder (1984-85) suggests that our body
disappears as we engage in our everyday tasks, similar to Heidegger’s “ready-to-hand” tool (see
page 17). When we become ill, we suddenly become aware of our body as a “present-at-hand”
object that is no longer functioning properly. It becomes an obstinate force that interferes with
our projects. It makes us feel “useless.” As Leder states, the quality of suffering is measured not
by the intensity of a bodily symptom, “but by the activities, the people, the experiences put out of

reach” (p. 261).
Distressing bodily symptoms present us with a paradox. On the one hand, they make us

7 TMIJ refers to a variety of symptoms of pain and dysfunction that are believed by some dentists to
be linked to the temporo-mandibular joints of the jaw. Similar to many forms of somatization, there is little
consensus regarding etiology, pathophysiology and treatment.
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painfully aware that mind and body are interrelated and inseparable. It is impossible to
experience chronic physical suffering without experiencing mental, emotional and spiritual
distress. In this sense, intractable conditions should be considered “existential afflictions” rather
than illnesses of the psyche or soma (Jackson, 1994). On the other hand, the sick body (or body
part) quickly comes to be seen as a foreign or intrusive object that is maliciously constraining and
opposing the self. This experience was reported by all somatizers in the surveyed qualitative
literature. For example, one group suffering from multiple unexplained symptoms made thematic
reference to a malicious disease entity that “played tricks (by retreating and then returning), and
moved around autonomously within the body” (Peters et al., 1997, p. 563). Hence, the sick body
comes to be experienced as something which forces itself upon them against their will.

Some individuals describe their physical suffering as though they were being attacked by
a metaphorical other. For one TMJ sufferer, “it seems as though there’s a demon, a
monster...something horrible lurking around banging the insides of my body” (Good, 1992, p.
36). Similarly, “it’s just like somebody’s in there with an electric shock thing, going...now it’s
time for you to be in pain” (Kugelmann, 1996, p. 348). According to Kugelmann, these
metaphors say that “pain is intensely personal, intensely affects my self, in a way that only an
other can” (p. 348). Leder (1984-85) describes a sense of betrayal and loss of trust that may never
be regained, as eloquently described by one TMJ sufferer in reference to his body: “I think it’s
against me, that | have an enemy...It’s just gonna always let me down” (Good, 1992, p. 39).

Interestingly, one study of psychosomatic illness found that unpleasant or negative
emotions (e.g., tension, anger, frustration) were frequently objectified as pathogens that attack
vulnerable organs within the body (Helman, 1985). According to an ulcerative colitis patient, “I
let [stress] get to me, and eat me away. Once something gets inside of me it just bounces
around...until I can get rid of it” (p. 19). Helman suggests that this reification process helps shift
blame and responsibility to emotions or body parts that are experienced as mostly under the
control of outside forces (e.g., stressful relationships or work situations).

Many authors believe that the experiences of alienation and objectification engendered by
physical suffering serve as an experiential antecedent to the dualist metaphysics of Western

medicine. Thus, Leder (1990) writes, “the sense of the body as an alien thing does not arise
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solely in the objectifications of the modern physician” (p. 87). In effect, the alienating nature of
pain and suffering leads us to experience the relations between mind and body as lived

oppositions. However, the interconnectedness of these relations never disappears.

Self-World Relations

Relationship to Self

The relationship to one’s self and one’s world can become radically altered by the chronic
physical suffering experienced by some somatizers. As they lose control over a body that is
“rebelling,” their ability to carry out goals and activities can become significantly impaired.
Simply stated by one TMJ sufferer, “pain dictates what I do and what I can’t do” (Garro, 1994, p.
782). This restriction of function can pose a significant threat to a person’s identity and self-
esteem. For example, prior to their illness, the CFS sufferers in Hughey’s phenomenological
study were described as “intellectual, super-responsible, energetic, driven, controlling,
perfectionistic and cognition-quick” (1991, p. 45). Since the illness, one participant complained,
«I feel useless when I am sick and I hate to feel useless. I am the kind of person who would do 85
things a day” (p. 132).2 Another frustrated participant stated, “How can a person who was so
smart and tops in her class become so incompetent?” (p. 62). The self-worth of individuals
accustomed to meeting high standards is clearly quite vulnerable to the impact of illness.
Similarly, debilitating pain or fatigue can pose a serious threat to the self-esteem of many blue-
collar workers whose identity is strongly tied to their physical strength and endurance. These
individuals have discovered that they can no longer push themselves the way they used to to
pursue their chosen activities and goals. They have involuntarily entered a new world where, as
one TMYJ sufferer acknowledged, “I have to think of my health as a primary consideration where
it wasn’t before™ (Garro, 1994, p. 783).

Understandably, somatizers experience significant emotional turmoil over the losses and
threats to their functioning and identity. In the qualitative studies under review, somatizers

> This type of “premorbid hyperactivity” has also been found to be common in patients with chronic
pain (Van Houdenhove, 1986).




186

typically described the process of seeking diagnosis and treatment as anxiety-provoking,
depressing and highly frustrating. In general, they reported being given divergent explanations
for their symptoms from a wide variety of health professionals, and receiving treatments which
were typically unsuccessful, expensive and sometimes quite harmful. When health professionals
implied that the cause was psychological, the majority described feeling blamed, stigmatized and
powerless. Most study participants experienced fears of serious pathology before receiving some
form of diagnosis, which often took many years. Given that somatizers who meet criteria for
conditions such as CFS or TMJ represent only a fraction of the somatizing population, one can
assume that fear of pathology is a concern for many somatizers who are unable to obtain a
medical or “pseudo-medical” (i.e., scientifically controversial) diagnosis for their symptoms.

Somatizers who experience little or no symptomatic relief eventually become
disillusioned with health professionals and express significant feelings of helplessness and
hopelessness. One TMJ sufferer described it as “like being in a never-ending nightmare” (Garro,
1994, p. 783). Others expressed a feeling of entrapment by medical, disability and legal systems
where “your life isn’t yours. It’s controlled by other people” (Walker, Holloway & Sofaer, 1999,
p. 625). Many of the CFS sufferers in Hughey’s (1991) study described experiencing boredom,
apathy, lack of direction, and numbing of feelings. All participants in this study had experienced
suicidal ideation. Hughey viewed these individuals as “concretely living the ‘existential vacuum’
of the meaningless” (p. 60). Garro (1994) found that TMJ sufferers who gained some relief and
control over their symptoms were able to participate far more in the everyday world. However,
they continued to live with the fear and uncertainty of future flare-ups, comparing TMJ to
“having a sword hanging over you” or as “living on a time-bomb” (p. 784).

Interestingly, Hughey (1991) observed two distinctive “ways of being” in response to
CFS by his five study participants. In the first few years of feeling ill, some CFS participants
found that they could still push themselves to achieve their goals (e.g., graduate from college
with a high grade point average). Hughey referred to these participants as “fatigue subsiders”
because they experienced the fatigue as initially subsiding while they worked towards their
preconceived goals. As these individuals were still able to perform daily functions, they generally
took longer to seek medical help. In addition, they continued to remain employed and seemed to
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use more “active” coping skills, such as maintaining a social life and setting new goals.* Other
participants experienced themselves as being unable to continue functioning right from the
beginning of their symptoms of fatigue. Hughey referred to these participants as “fatigue
augmenters.” They quit their jobs shortly after their symptoms first appeared and experienced a
more isolated world. These individuals seemed to experience more hopelessness and numbing of
affect (e.g., “I have not been able to motivate myself...I am in a fog much of the time”) (p. 61).
They also seemed to rely more on passive coping strategies such as reducing or avoiding
activities.

Hughey (1991) suggested that these differences may be related to different styles of
“perceptual reactance” as identified by Petrie (1968) in a series of early studies related to pain
tolerance. Petrie identified three categories to describe differences between people in terms of
their tolerance for pain: “reducers,” “moderates,” and “augmenters.” These differences are held
to reflect processes that occur outside of awareness and are genetically determined to some
degree. Reducers are said to experience diminished perception of all sensory experiences
including pain. Hence, they tend to prefer being around people and participating in physical
activities to experience more sensory stimulation. They are also less likely to be aware of, or
preoccupied with, signs of ill health. In contrast, augmenters are said to experience a heightened
sensitivity to sensory stimuli. As they feel pain and discomfort much more intensely than the
reducer, they experience greater apprehension and increased activity of the autonomic nervous
system in response to pain and other bodily sensations. They are also typically more introverted
than reducers.* The sensory experience of moderates is neither diminished nor augmented.
Considering the correspondence between Petrie’s and Hughey’s findings, it is possible that the
differences between somatizers who amplify versus minimize their symptoms may be partially

related to a difference in sensory experiences and perceptual style.

> Hughey (1991) cited an experimental study by Brown and Nicassio (1987) which found that active
coping among chronic pain patients was associated with better psychosocial adjustment and less experience of pain.
Passive c&aing mechanisms resulted in greater pain, deeper depression and lower self-esteem.
As Neuroticism is held by biopsychosocial proponents to play a significant role in the
amplification process, it is interesting that Petrie (1968) found no differences in Neuroticism scores between the

three groups.
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Relationship to Others

The experience of chronic symptoms such as pain and fatigue often result in a restricted
social world and a sense of alienation and isolation from others. Somatizers find very quickly
that their experience of suffering is unsharable and very difficult to communicate in everyday
language. As Scarry (1985) notes, pain “achieves its aversiveness in part by bringing about...this
absolute split between one’s sense of one’s own reality and the reality of other persons” (p. 4).
This is one of the reasons why somatizers feel so profoundly misunderstood. As Jackson (1994)
writes, “He thinks my back pain is like his morning backache, and I can’t convince him it’s
totally different” (p. 218). In fact, many somatizers report fears of being condemned, disbelieved
or misunderstood, resulting in limited self-disclosure about their illness. As one CFS sufferer
described, “people are terribly misinformed and say things like this illness is not real, it has no
cause or, is just psychosomatic...I am afraid they will all tell me to go to hell”” (Hughey, 1991, p.
65). While some somatizers have difficulty providing concrete examples of rejection (Hughey,
1991), it is not uncommon for other people to retreat, as “most non-sufferers seem strongly to
resist the notion that one can be in severe, unending pain; it is too threatening to contemplate”
(Jackson, 1994, p. 211). In addition to fears of condemnation and rejection, limited energy and
the unpredictability of flare-ups lead many somatizers to experience significant losses in their
ability to participate in hobbies, recreational activities and social engagements.

Given these difficulties, somatizers often report that only fellow sufferers can understand
their experience. Whether participating in a support group or pain clinic, “whatever you say
about the pain is believable, just because of your common bond and their knowledge” (Good,
1992, p. 40). They report feeling tremendous relief at being accepted without having to prove
anything, verbally or nonverbally.

While the experience of suffering may be difficult to communicate, bodily symptoms are
in themselves a mode of access and communication between self and world. Kugelmann (1996)
sees pain as a “sensor for interpersonal disharmony” which flares up when people experience
hurt, lack of social acknowledgement, or other forms of personal distress. Individuals with

psychosomatic illnesses are often quite aware of a connection between their symptoms and
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feelings of tension or anger that they are unable to express verbally. For example, an asthma
sufferer stated that “when I get uptight with my husband...I feel a tightness in my chest and I
know I’m going to have an attack” (Helman, 1985, p. 18). Brodwin (1992) described a woman
who uses her symptoms as a form of protest or resistance against the social expectations of others
which she feels compelled to meet. Unable to confront people with her anger or discomfort, she
uses her symptoms to escape certain situations or to gain the sympathy of co-workers or family
members. When she experiences symptoms, she reports being unable to determine whether she is
really sick or whether she is feeling sick because she wants to escape an uncomfortable situation.
Hence, Brodwin argues that the patient’s actions cannot be understood by simplistic notions such
as “secondary gain.” Instead, her symptoms function like a language that “can speak with an
authenticity and power that her verbal messages often lack” (p. 79-80).

Spatiality and Temporality

When people become overwhelmed by pain or fatigue, there is a significant constriction
of their spatial world. All of Hughey’s (1991) CFS participants reported a diminished ability to
move about in their surroundings. The degree of narrowness ranged from monthly cycles of
limited energy to an almost constant restriction to home or bed. As one participant described,
“There are times that I feel if I were to walk another 5 feet I would collapse” (p. 69). Similarly,
the physical pain and weakness rendered objects “heavier” than they actually were (e.g., “my
razor feels like a 20 pound brick at times™) (p. 68).

A similar constriction occurs in one’s temporal world. With chronic suffering, “a painless
past is all but forgotten...[and] a painless future may be unimaginable” (Leder, 1990, p. 76).
Some people may dwell obsessively on the past and their pre-illness functioning. However, until
individuals achieve some control over their symptoms, they typically remain oriented to the
present and to searching for ways to relieve their suffering. As one person described, “TMJ has
got me so backed up against the wall...I couldn’t even dare think about the future” (Garro, 1994,
p. 783). Hence, previous life goals get put on hold indefinitely: “The only thing I can think to do
is to try to get better. All I do 24 hours a day is work on my health” (p. 783). As the future
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becomes an uncertain and remote place, some CFS sufferers attempt to live life more in the

present and appreciate the everyday experiences that they are still able to enjoy (Hughey, 1991).
The Search fi

When individuals suffer from intractable or intense bodily symptoms, they are naturally
compelled to seek the reasons for their suffering. This section will begin by examining the roles
that somatizers attribute to physical and psychosocial factors in the origin and exacerbation of
their symptoms. The next section will look more specifically at somatizers with traumatic
histories of abuse, and discuss how their bodily symptoms can be considered manifestations of
“as yet” untold or repressed stories that are in quest of narrative expression. The final section will
describe some different ways that chronic somatizers attempt to find meaning and come to terms

with their suffering.
Patient’s Iliness Narratives

Examining the illness attributions of somatizers, one can see how strongly their
interpretations are shaped by the moral discourse of biomedicine which challenges the legitimacy
of medically unexplained symptoms. In the studies which examined patient’s illness narratives
(Clements et al., 1996; Garro, 1994; Helman, 198S5; Peters et al., 1997), almost all somatizers
began by describing the physical factors that they viewed as contributing to their symptoms (e.g.,
previous accidents, physical imbalance, weakness of immune system). While many conceded that
psychosocial factors played a contributory role (particularly work-related stress and relationship
problems), the psychosomatic sufferers in Helman’s study appeared far more willing to accord
psychosocial factors an additional contributory role (95% of participants) than the CFS sufferers
in Clements et al.’s study (45% of participants). While CFS sufferers have been described as
highly driven, active individuals, only 10% of the sufferers in Clements et al.’s study considered
their pre-illness lifestyle as a contributing factor. The TMJ sufferers also seemed reticent to look

beyond their physical attributions of illness (Garro, 1994). These differences may be due to the
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fact that psychosomatic disorders have had a long history of being “psychologized” by
professional and lay people alike. In contrast, CFS and TMJ diagnoses are held by sufferers to
accord them the legitimacy of a physical condition. According to a socio-historical study of
psychosomatic illness, the loss of medical authority since WWII has led many chronic somatizers
to embrace newly described “diseases of fashion” that have been popularized by the media (e.g.,
CFS, TMJ, fibromyalgia, environmental hypersensitivity) as the answer to their long-standing,
undiagnosed complaints (Shorter, 1992). Similar observations have been made by Yalom (1980),
a renowned existential therapist, who sees the avoidance of assuming personal responsibility in
psychosomatic patients as “twice removed.” Firstly, they experience distress somatically rather
than psychologically. Secondly, those who acknowledge psychological distress typically attribute
it to external sources outside of their control, such as stressful relationships or work conditions.
Regarding the role of personality characteristics, Helman (1985) found that patients with
gastrointestinal (GI) disorders were equally as likely as asthma sufferers to describe themselves
as being too “sensitive, nervous, tense, or vulnerable.” He also discovered some interesting
differences between the two groups. The GI patients tended to describe themselves as people
who held onto negative emotions. One person described her experience as: “anger, tension,
hostility, fear, any kind of upset - I think of them as being crammed into my colon” (p. 18). Many
GI patients considered it therapeutic to be able to express or “unload” negative emotions to
another person whom they could trust. In contrast, the asthmatic group tended to present
themselves as people who were overly sensitive to social and physical triggers. Rather than
“holding too much in” they “took too much in,” and were much more likely to avoid stressful
situations than to express their distress. A similar sense of “over-permeable” boundaries is also
reflected in the comments of an asthma sufferer from another study (Kruger, 1981). Through
existential therapy she came to understand her asthma attacks as being triggered when people
“invaded” or “intruded on™ her personal space. Experiencing herself as a “rag-doll” who allowed
everyone else to live her life for her, she became able to ameliorate her symptoms once she

realized that she had the right to express her needs and to prevent this intrusion.
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Bodily Manifestations of “Untold Stories”

Given the pre-narrative quality of lived experience, Ricoeur (1984) believes that untold or
repressed stories demand to be narrated. Through the process of narration, these pre-figured
experiences can be taken up by the self and contribute to a more meaningful, coherent sense of
identity. The association between somatization and trauma was recently explored in a study
which recruited women with somatization disorder who had experienced physical, emotional
and/or sexual abuse in childhood and adulthood (Morse, Suchman & Frankel, 1997). Each of the
women described a life-long pattern of seeking medical help for distressing bodily symptoms.
Survivors of childhood trauma leamn from an early age to hide their experiences from others and
to minimize or deny their own feelings and experiences. Living in a continuing cycle of shame
and secrecy, the majority of these women had felt unable to disclose their experiences until they
entered psychotherapy as an adult.”® Seven of the ten women had come to understand the origin
of their symptoms in their early abuse experiences. The mechanisms they described included:
“identification with family members who had symptoms, development of nurturing relationships
with physicians and nurses...the symbolic reenactment of the abuse or body memories, and the
expiation of guilt over childhood sexual behaviour through the pain itself and subsequent
invasive procedures” (p. 474). While some participants described gaining this insight through
therapy, others arrived at it on their own. This understanding has reportedly enabled them to
tolerate their symptoms better and to decrease their health care use. The experiences of these
women appear to support the view that the therapeutic process of narrating untold or repressed
stories can help somatizers make sense of their symptoms and experience a more integrated,

coherent sense of self.

Resistance versus Acceptance

From the qualitative studies reviewed, it appears that most somatizers experience their

body as a malicious entity that they must resist, fight against, and attempt to control. Searching

> Eight of the ten women were in psychotherapy at the time of the study. Given the reported
reluctance of chronic somatizers to engage in psychotherapy, the level of insight of these women is likely atypical.
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for the meaning behind their suffering becomes equivalent to searching for a physical cause, with
many finding it too threatening to consider that their bodily dys-function may be a sign of “dis-
ease” in other aspects of their life. The goal of most somatizers is to re-establish their pre-illness
lifestyle and relationship with their body. One woman persisted through fourteen years of
inconclusive medical consultations before receiving a diagnosis of TMJ (Garro, 1992). Since
then, her life has regained a certain sense of meaning and direction. She attributes all of her
current and past physical symptoms (as well as emotional swings and learning difficulties) to
TMJ, and has spent six subsequent years attempting to regain control over her body through
various treatments and recreational activities. Not all somatizers are as resistant as this woman to
considering the potential contributory role of psychosocial factors. However, few are willing to
accept that there is no physical basis for their symptoms.

In contrast, there appears to be a minority of somatizers who come to accept their
limitations, set new goals, and find different ways to bring meaning to their lives. Rather than
fighting against their body, they come to accept it: “It’s like [ know it’s a part of me now and it
really doesn’t have to be as bad as it is if I work with it instead of against it, if I really integrate it
into my day (Jackson, 1994, p. 204). Others attempt to forge a more harmonious “mind-body”
relationship, with both mind and body serving as valuable sources of knowledge and guidance.
For example, two TMJ sufferers used meditation and visualization techniques to listen to and
communicate with their bodies (Garro, 1994). Once individuals come to respect their physical
limitations, they appear to set more realistic goals and to use their energy to enjoy more simple
pleasures, such as going for a walk or playing with their children (Hughey, 1991).

Finally, although it has been reported infrequently, some somatizers come to view their
illness as a sign that they need to make significant changes to their values and lifestyle. One TMJ
sufferer described herself as an aspiring university professor, driven to excel and to live up to the
expectations of herself and others (Garro, 1994). After unsuccessful efforts to control her body
through medications, she came to interpret her illness as a message from her body, saying: “We
hurt, and you’re not paying attention. You're trying to live this disembodied state of mind and
you haven’t attended to yourself as a person....stop acting like super scholar and start living like a

human being” (Garro, 1994, p. 784). While continuing to work as a professor, she has turned to
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art to help others know “that there is a way through the pain™ (p. 785). In her words, “I can’t help
but feel like...not that there’s a purpose to my pain, but that I haven't let it triumph. I’ve made it
into a way to make connections to people” (p. 785). This woman became able to transform her

suffering into something which gave meaning to her life, through helping others.
Conceptualizations of Somatization

This section will describe how existential phenomenology can advance our understanding
of somatization. It will begin by examining the contributions of Merleau-Ponty (1962), Boss
(1963, 1979), and van den Berg (1972) to a phenomenological understanding of conversion
hysteria, psychosomatic illness, and chronic pain. This will be followed by a discussion of

existential and social-cultural issues that may be contributing to somatization.
Manifestations of Somatization

Conversion Hysteria and Psychosomatic Illness

Maurice Merleau-Ponty
According to Merleau-Ponty (1962), the lived body actualizes the state of our existence.

As embodied-subjects-in-the-world, our body is not experienced as an object or an anatomical
mass but as the *“living envelope of our actions” through which we perceive and interact with the
world (p. 188). Consciousness and body are viewed as an intertwined unity. In his words,
“Man...is not a psyche joined to an organism, but the movement to and fro of existence which at
one time allows itself to take corporeal form and at others moves towards personal acts” (p. 88).
When bodily events become dominant, as in cases of conversion hysteria, they demonstrate how
the body can be used to escape from intolerable situations by temporarily bringing one’s
existence to a standstill. Merleau-Ponty uses the example of a girl who lost her voice and became
anorexic after she was forbidden to see the man she loved. Unable to “swallow” this prohibition,

the girl’s ability to communicate with others and to move towards a future became arrested in a
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bodily symptom. As Merleau-Ponty describes, “existence is tied up and the body has become “the
place where life hides away™” (p. 163). According to Merleau-Ponty, we always retain the power
to withdraw from the world by drawing our attention to the pains and inner sensations of our
bodies. In his words, “when I become absorbed in my body, my eyes present me with no more
than the perceptible outer covering of things and of other people, things themselves take on an
unreality...and the present itself...takes on an air of eternity” (p. 165).

Merleau-Ponty (1962) is quick to dispel the notion that hysterical symptoms are an act of
personal will. Rather, they are the pre-personal, bodily expression of an “ambivalent”
consciousness: “if the hysterical patient is a deceiver, it is first and foremost himself that he
deceives” (p. 161). The girl does not “cease” to speak, she “loses” her voice, as one loses a
memory. Merleau-Ponty rejects the psychoanalytic notion that painful conflicts or experiences
survive in the “unconscious” as mental representations of particular memories or events. Rather,
these experiences become “sedimented” in our habitual, pre-personal body as general structures
or ways of being. Based upon the notion of operative intentionality, the sphere of lived intentions
is viewed by Merleau-Ponty as much larger than that of conscious thought (see page 34). Thus, in
hysteria and repression, there is a bodily knowing of the situation that is experienced outside of
conscious awareness. As Merleau-Ponty eloquently states, the “lost” memory or voice can only
be recovered when one’s bodily existence “unfreezes” and opens out upon the world again.

In addition to conversion hysteria, Merleau-Ponty (1963) offers some key insights into
mind-body relations that can help us understand why a dualistic relationship between mind and
body seems more apparent in somatizing patients (or any people with mental or physical illness)
than in people who are healthy. When weak, fragmented or rigidified structures are operating,
these fragmented structures appear to have a certain autonomy and are perceived as evidence of a
cause-effect relation between body and mind. However, to the degree that various aspects of a
person’s being are integrated, the apparent duality disappears. As Merleau-Ponty (1963) states:
“everything which revealed partial and independent dialectics without relationship to the total
signification of his life, has been assimilated and centered in his deeper life. Bodily events have
ceased to constitute autonomous cycles, to follow the abstract patterns of biology and

psychology, and have received a new meaning” (p. 203). Hence, while the frequent appearance of
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separation between mind and body may have a place in pathology, “the body of the normal
subject...is not distinct from the psychological” (p. 181).

M Boss
Boss is an existential-phenomenological psychiatrist who was born in Switzerland where

he studied medicine and psychoanalysis. In “Psychoanalysis and Daseinsanalysis,” Boss (1963)
took up and developed Binswanger’s phenomenological critique of the Freudian paradigm based
upon Heidegger’s ontology.*® In 1979, he extended his critique to the vast realm of general
medicine in “Existential Foundations of Medicine and Psychology.” These works contain
extensive discussions regarding hysteria and psychosomatic illness.

A basic postulate of Daseinsanalysis is that all illnesses reflect a loss of human freedom
and openness (Boss, 1979). Whether the illness is considered psychoneurotic, somatogenic, or
psychosomatic, a person is unable to freely carry out potential ways of being. This loss of
freedom affects the patient’s existence as a whole, including his/her bodyhood, spatiality,
temporality and attunement. In Boss® words, “it is a matter of letting it be revealed for each
patient in which way basic traits of his nature are not able to unfold fully” (1979, p. 69).

For Boss (1963), the body is “one of the media through which the world-disclosing
relationships which constitute existence are carried out” (p. 140). Hence, psychosomatic
symptoms are viewed as reflecting the bodily carrying out of a specific world-relation. Symptoms
can develop in two ways: 1) when a specific world-relation has become impaired or arrested, or
2) when one’s whole existence becomes dominated by one kind of relation to the world. Boss
(1979) describes “the stress syndrome” as a modern affliction which contributes significantly to
the development of psychosomatic illness. In his opinion, psychosomatic symptoms reflect “the
bodying forth of an overstrained relationship to the world” (p. 207). These symptoms can
develop with or without tissue damage.

In describing the first way that psychosomatic symptoms develop, Boss (1963) challenges
the psychoanalytic distinction between meaningful hysterical symbolization versus meaningless

* The term Daseinsanalyse was originally introduced by Ludwig Binswanger to characterize his
method for investigating psychopathological phenomena. However, Binswanger’s method came to be referred to in
American publications as “existential analysis.” and Daseinsanalysis came to designate Boss’ approach exclusively
(translator’s note, Boss, 1963).
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organ-neurotic functional disturbances. From a Daseinsanalytic perspective, both types of
neuroses involve world-relations which are prevented from being carried out openly in a
voluntary, responsible, interpersonal manner. In such cases, the relationships which are not
openly admitted carry themselves out in the somatic realm. Whether a hysterical or organ-
neurotic symptom appears is dependent upon the degree of concealment required to keep the
meaning hidden. The greater the prohibition against carrying out a specific world-relation, the
further it has to retreat, from the hysterical language of gestures (whose meaning is only partially
veiled), to the more thoroughly disguised organ-neurotic phenomena (e.g., ulcers, heart
palpitations) which take place inside the body.

Boss (1963) illustrates the blocking of a world-relation through the case of a young girl of
19 who frequently became excited while passing by a handsome gardener. As an erotic world-
relation threatened to form between her and this desirable man, her legs suddenly became
paralyzed. Due to her puritanical upbringing, this woman was not able to perceive the erotic
quality of this potential world-relation so that she could respond to it directly and openly. Instead,
the world-relation could only be met and blocked through the bodily sphere of her existence.
Boss described another woman with similar hysterical symptoms. Once the physician hinted at
the sensual nature of her gestures, greater concealment became necessary. Her symptoms
subsequently shifted from hysterical pelvic convulsions to more organ-neurotic symptoms,
including excessive vaginal discharge and a pathological heart condition. Boss argues strongly
against the view that these physical symptoms express or symbolize repressed sexual urges.
Being an existential-phenomenologist, he argues that the patient’s existence, “attuned to the
‘overflow of love,”” carried itself out directly in the patient’s hysterical and organ-neurotic
symptoms (p. 166). In his opinion, any other interpretation goes beyond the phenomena as
experienced, and thus represents an arbitrary intellectual abstraction.’’

Boss (1963) describes a second way that organ-neurotic symptoms can develop. Even if
there is no prevention of carrying out a possible world-relation openly, organ-neurotic symptoms

can occur when “the whole existence of a person is one-sidedly...reduced to one kind of relation

L While Boss argues strongly against the symbolic nature of psychosomatic symptoms, most
existential-phenomenologists would suggest that bodily symptoms do carry symbolic meaning. However, in
agreement with Boss, they would argue against the validity of interpretations based upon theoretical frarmeworks
such as psychoanalysis.
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to the world” (p. 144). For example, Boss describes an anorexic as openly and voluntarily
reducing almost all of her potentialities to one existential world-relation: the denial and
avoidance of becoming a sexually mature feminine being. The result puts such a severe strain on
the body that it is drawn into the denial by ceasing the production of hormones which stimulate
the release of ovaries. In another example, Boss describes the world-relations of ulcer patients as
exaggeratedly oriented toward “seizing, overpowering, and taking possession” (p. 144). The
focus of these patients becomes so excessively reduced to this world-relation that the somatic
realm becomes subordinated to the intentionality of Dasein.

Within a psychoanalytically-oriented approach to psychosomatic medicine, the question
has frequently been raised as to whether or not the psyche chooses a specific organ to express or
symbolize a particular conflict. Boss (1963) argues that terms such as “choice” and “organ” are
inappropriate, as “it is always a relation to the world. ..which determines the specific
corporealization at any given time” (p. 168). The somatic realm where symptoms develop is
dependent upon the specific kind of world-relation which is not being carried out freely. For
example, Boss suggests that the heart or the hand could be involved whether the arrested world-
relation is related to love or to hate. However, he would not expect a person holding back from
an erotic world-relation to develop colitis, as the colon belongs to a world-relation of expulsion
or retention. In his words, “the disturbance of a bodily realm is the restricted world-relation itself
— its somatic part” (p. 170). Cohn (1997) provides a Daseinsanalytic interpretation of a more
recent psychosomatic case involving a tense, withdrawn university student suffering from severe
eczema. As a picture of his world emerged, it became clear that his skin was embodying a rule
reflective of the boundaries in his relationships: “Don’t touch - don’t be touched.” Hence, his
body reflected disturbances in his relational world through the boundary of his skin.

In summary, Boss’ Daseinsanalytic approach conceptualizes psychosomatic symptoms as
the embodiment of disturbed world-relations which reflect an impairment in one’s ability to carry
out these relations in a voluntary, responsible, interpersonal manner. Hysterical gestures and
organ-neurotic symptoms both carry out the same world-relationship, but conceal this
relationship to different degrees. Thus, the primary concern is not to search for the “psychogenic”

cause of a symptom, but rather to determine the specific kind of world-relation that is being
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carried out somatically, and to understand those individual and social-cultural factors which are
disrupting the world-relation from being carried out freely.

J. H. van den Berg

J. H. van den Berg is an existential-phenomenological psychiatrist who was bom in
Holland in 1914. He is the originator of “metabletics,” or the science of change, which is based
upon the assumption that human nature changes as social and historical conditions change.

Van den Berg became known in the Anglo-American world through the translations of several
major works, including his introduction to phenomenological psychiatry, “A Different
Existence.” In this book, van den Berg (1972) shows how a phenomenological therapist would
use description to seek the lived meanings behind a patient’s complaints as they evolve around
four themes: the world, his body, other people, and time. He does this by presenting an extensive
case study of a patient who was experiencing medically unexplainable chest pains and weakness
in his legs (body). The patient also complained that the streets seemed wide and the houses
seemed like they were about to fall (world), that he had no real contact with others and
experienced most of them as life-less puppets (other people), and that he perceived his childhood
as bad and avoided the future as much as possible (temporality).

To discover the deeper meaning of the patient’s psychopathology, van den Berg (1972)
explored the contextual implications of his lived meanings. The patient’s body, as well as the
buildings in his life-world, seemed about to collapse. His pre-reflective body “had lost the ability
to stand” (p. 55). Other people were experienced as collapsible wooden puppets. And the
patient’s future collapsed under the weight of a chaotic past. Thus, the patient felt anxious,
strange, lonely, and disconnected. Van den Berg found this pattemn so prevalent that he refers to
psychopathology as the science of loneliness and isolation.

Distinguishing between the anatomical body which we have and the pre-reflective body
which we are, van den Berg (1972) argues that the relations between physicians and
psychosomatic patients are frequently strained because they speak of different organs. The
cardiologist views the heart as a “hollow muscle” while the patient experiences his heart as that

which “can be broken by a gesture or a glance” (p. 54). Van den Berg concludes that
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psychosomatic symptoms can only be understood by examining the pre-reflective, dialogical
relationships that exist between one’s self, body and world.

Chronic Pain

Van den Berg (1972) also provides a brief example to demonstrate how some forms of
chronic pain can reflect a disturbance in one’s relational world. He discusses the case of a factory
workman who fell and broke his leg. While the doctors insisted that his fracture had healed, the
workman complained that he was in too much pain and was unable to return to work. Prior to the
accident, significant tension had existed between the workman and his employer. Thus, when he
fell, “he fell out of his difficulties” and found that a life of physical pain and lameness was
somehow easier to bear than “the pain of a constant humiliation and the lameness of an enslaved
life” (p. 94). Rather than reflecting a deliberate deception, van den Berg argues that the workman
had likely concealed the meaning of his pain so forcefully that he believed his own story to be
true. According to van den Berg, “self-concealment is equal to leaving one’s body and the
surrounding world to others in a self-chosen manner” (p. 113). Thus, the patient’s recovery could
not occur by simply healing his “anatomical” body. Instead, it required a healing of the
conflictual relationship between the patient and his employer that was being concealed in his pre-

reflective body.

Existential and Social-Cul Dimensions of Somatization

Based upon the patient narratives and existential conceptualizations, two characteristics
of somatizers seem to emerge: 1) the need to suppress the awareness or expression of negative
emotions from self and/or others, and 2) the need to meet the demands and expectations of others
to gain their acceptance and approval. These needs seem more intensified and more hidden from
awareness among sufferers of chronic pain and fatigue versus psychosomatic ilinesses or less
severe forms of somatization. Those suffering from CFS or TMJ appear to be more alienated

from their emotions as well as their bodies. Propelled by a need to meet (and often exceed)
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parental and societal standards of success, these individuals appear to routinely push themselves
to engage in multiple career, family and social activities without taking into consideration their
physical or emotional needs and limitations. Similar to the earlier shift from hysterical to organ-
neurotic symptoms (Boss, 1963), perhaps the chronic somatizers of today are experiencing a
greater need for self-concealment regarding the meaning of their symptoms. When
psychosomatic symptoms are experienced periodically in a localized area of the body, it is much
easier for the sufferer to tie the symptoms to psychosocial triggers. In contrast, the meaning of
chronic, non-specific and debilitating pain and fatigue is much less obvious. This greater need for
self-concealment might help to explain the historically unprecedented rigidity with which chronic
somatizers at the end of the 20" century are attributing their symptoms to popularized, “organic”
diagnoses (Shorter, 1992).

Submitting to the pressures of social conformity, the experience of somatizers appears to
reflect an alienation from self and others, and a self-deceptive refusal of the freedom and
responsibility to live authentically. This tendency towards inauthenticity and alienation can
partially be explained by the neuroticizing factors of contemporary Western society (May, 1953,
1991; van den Berg, 1971). For decades, existential-phenomenologists have been pointing to the
modern era of technology and industralization as a key source of estrangement from self, others,
nature and one’s body. With the increasing mechanization and “bureaucratization” of daily life
(Gadamer, 1996), people are “less able to see themselves except as mechanisms whose purpose it
is to function as cogs in a machine geared to production” (Boss, 1979, p. 195). Max Frisch refers
to technology as “the knack of so arranging the world that we do not experience it” (cited in May,
1991, p. 57). In a world dominated by the natural sciences, people have come to view abstract
scientific explanations as more real and valid than their personal lived experience. As people’s
lives have become more and more immersed in technology, opportunities for meaningful human
contact have significantly declined, leading to increased isolation, fragmentation and the loss of a
sense of community. In addition, many people have developed an impersonal, objectified attitude
toward nature, including their bodies. Viewing it as a machine, most adults treat their bodies “as
though it were a truck to be driven till it runs out of gas™ (May, 1953, p. 107). In fact, people are

generally more attentive to the needs of their cars than they are to their bodies.
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In addition to technology, the post-modem era has ushered in an escalating period of
social, political and economic upheaval that is unprecedented in terms of its magnitude and rate
of change. On a global level, people are confronted daily with stories of violence, wars, human
suffering and threats of mass destruction. In a time of unstable financial markets, job layoffs, and
diminishing income, employment has become an increasing source of stress and uncertainty,
particularly for parents who are trying to balance the demands of work and family.

We are also living in an age of transition where the beliefs and values of society have
come seriously into question. No longer do we look to the family, church or state as our primary
sources of strength, guidance and solace in times of stress. The structure of the modem nuclear
family has crumbled and been replaced by a multitude of diverse family arrangements (e.g.,
single mothers, childless couples, gay/lesbian families) that form and dissolve with much greater
frequency than families of the past (Mook, 1999b). The roles, functions and boundaries between
parent/child, husband/wife, and home/work have also become much more fluid and unclear,
leaving many families “fraught with insecurities and uncertainties as they move forward and
backward in experimenting with the new and nostalgically reaching back to the old” (Mook, p.
23). Children feel pressured to achieve and become competent at an early age without the
protection, guidance and support they need from their parents to feel secure (Elkind, 1994). In
addition, high divorce rates have led to greater social isolation as adults are living alone more
frequently and for longer periods of time. These pressures and uncertainties have led to increased
levels of stress and somatization for all members of the family (Elkind, 1994).

As the influence of the family has diminished, so too has the influence of church and
state. Van den Berg (1971) asserts that the paramount neurosis-producing agent of our times is
repression of the spiritual domain of life. For many people in our secularized society, spirituality
is no longer a source of strength and guidance. Instead, it has “receded to the unconscious,”
leading many people to experience loneliness and fear (van den Berg, 1971). With increasingly
high rates of corruption and unethical behaviours by church, government and business leaders,
cynicism has become widespread and people are left feeling lost and confused. According to May
(1991), a recent university student described his graduating class as *“not knowing how it ‘relates

to the past or the future, having little sense of the present, no life-sustaining beliefs, secular or
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religious,” and as consequently ‘having no goal and no path of effective action’ (p. 21). Without
the social institutions that traditionally provide a sense of order, coherence and community,
people are experiencing high levels of anxiety, isolation, alienation and fragmentation (Mook,
1975).

The neuroticizing effects of these societal changes have clearly impacted Western society
in many ways, including increased levels of somatization. However, one cannot ignore the
existential dimension when considering key issues such as inauthenticity and alienation.
According to May (1958), symptoms of anxiety, alienation and fragmentation reflect the state of
a person whose “relation to the world has become broken” (p. 56). Many people have lost their
sense of being and their sense of relatedness as a Being-in-the-world. They often do not know
what they want or feel or value. Recalling Heidegger’s discussions regarding inauthenticity and
the “fallenness” of everyday Dasein (see page 19), humans are anxious because of a self-
deceptive refusal to live authentically in the face of ontological anxiety and guilt. These
existential responses arise when some emerging potentiality is denied because it is experienced
as too threatening to one’s present sense of security. May (1991) considers the fear of not being
accepted as the greatest threat and greatest cause of today’s anxiety. Since living authentically
would risk rejection by being different from the norm, much of contemporary society is engaged
in fleeing from awareness of the ontological “call of conscience” to fulfill their unique
potentialities.

This flight from ontological anxiety takes many forms. To avoid rejection and social
isolation, people repress awareness of their negative emotions and avoid situations which could
cause them to feel anxious, hostile or aggressive toward others. They tend to align with and
internalize the expectations of others and attempt to play whatever role the situation requires.
People can also experience a desperate need to be around others to counter their feelings of
alienation and isolation. Similarly, compulsive activity can be a way of covering up anxiety and
escaping from self-awareness. People can get a “pseudo and temporary sense of aliveness by
being in a hurry, as though...being busy is a proof of one’s importance” (May, 1953, p. 117).
However, “the compulsive activity is never action for its own sake...it is action in the service of
flight” (May, 1991, p. 180). According to May (1991), much of this activity is driven by the myth
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of the American Dream which sanctions the aggressive, individualistic and competitive pursuit
of material success and prestige. People engaged narcissistically in this pursuit can find
themselves pulled toward addictive or hedonistic behaviours to escape from feelings of apathy,
boredom, meaninglessness and despair. These emotions and escapist behaviours are all defensive
responses to experiencing ontological anxiety and guilt.

Finally, people can unconsciously flee from fulfilling their potentialities by becoming
physically ill (May, 1953). Rather than experiencing a vague “floating” anxiety, physical illness
or pain can give a person something concrete to worry about and deflect responsibility away from
themselves onto health professionals to fix the problem. Physical illness can also provide a
much-needed respite for persons feeling overwhelmed by excessive and unrealistic demands,
whether they be imposed by self or others. When people are under constant stress and push their
bodies to work without rest, they open themselves up to psychosomatic and physical illnesses of
all sorts. Shorter (1994) believes that women are particularly vulnerable to psychosomatic illness
because they “have always born the greater burden of unhappiness” through economic, physical
and psychological misery. According to Shorter, the rate of psychosomatic illness has
consistently been higher among women than men, regardless of culture or historical period. In
1980, two physicians described a population of symptomatic young women who, “overextended
by peer pressure, social demands, and their own aspirations,” acquired somatoform symptoms as
“an excuse for their recent failure to live up to their growing responsibilities™ (Shorter, p. 87). As
Shorter states, “the lives of women at the end of the 20™ century, with ‘two careers’ of job and
family strapped to their backs, retain the potential for misery as much as ever” (p. 87).

May (1953) proposes that all illness (physical or psychological) should be taken “not as
periodic accidents which occur 7o the body...but as nature’s means of re-educating the whole
person.” He refers to a tuberculosis patient who learned from his disease that he had been trying
to be something he was not: “It is as though the disease were nature’s way of saying, ‘You must
become your whole self. To the extent that you do not, you will be ill; and you will become well
only to the extent that you do become yourself” (p. 110). The same can be said for people who
suffer from somatization. Their symptoms reflect a turning away from the freedom and
responsibility to let go of parental and societal expectations and develop their own values, beliefs

and potentialities.
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Therapeutic Implications

From the previous section it appears that somatizing patients have succumbed to many of
the neuroticizing factors of today’s culture, thus altering their sense of being and relatedness to
the world. Their bodily symptoms reflect alienated aspects of their being which are unable to be
expressed freely and authentically. The following section describes how a therapeutic approach
based upon existential and hermeneutic phenomenology can help address issues of anxiety,
inauthenticity and alienation. It will also include a discussion of non-verbal modalities that can
be used to help somatizing patients who have difficulty accessing and verbalizing their emotional

and bodily experiences.

Existential Phenomenology

According to Yalom (1980), “existential psychotherapy...focuses on concems that are
rooted in the individual’s existence” (p. 5). Practitioners are guided by an existential
understanding of man as Being-in-the-world, and have incorporated this understanding in a
variety of ways. As many existential therapists (e.g., Daseinsanalysts) were initially trained in
psychoanalysis, they remain psychoanalytic in their basic clinical procedure while adopting an
existential interpretation of the patient’s experience. However, May (1990) argues that existential
attitudes can shape any form of depth-oriented psychotherapy. The following section will
describe how existential attitudes and assumptions impact upon the therapeutic relationship and
the process of therapy. An additional section will briefly discuss some experiential interventions

that can be used to help access non-verbal and bodily aspects of lived experience.

Therapeutic Relationship

Most existential therapists describe the therapeutic relationship as a “meeting” or
“encounter.” According to Phillips (1980-81), “the existential encounter is an authentic

relationship which is entered upon with the express goal of helping the patient assume a more
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authentic attitude in the rest of his life” (p. 144). The existential encounter is considered
important for three reasons. Firstly, it is viewed as a real intersubjective relationship between two
human beings rather than between a “therapist” and “patient.” Secondly, it provides a powerful
medium for understanding the patient by participating in his/her lived world. Finally, it
stimulates self-confrontation and promotes healing and change. Each of these features will be
discussed in turn.

Following Buber (1970), many existential therapists believe that psychotherapy is
dependent upon the emergence of a type of I-Thou relationship, involving acceptance,
selflessness, trust and a “reverence for the patient’s existence and uniqueness” (Moss, 1978, p.
321). As such, the therapist attempts to be fully present and attentive, listening with caring and
empathy to the patient’s problems and demonstrating a willingness to share in their experiences
of confusion, conflict and suffering. Mook (1987) views the psychotherapeutic encounter as
rooted in “mutual respect, belief and hope” (p. 23). By approaching the patient with openness and
receptivity, Mook describes the experience of “being-there” where the patient is, “transported™
into his/her world of perceptions, feelings and experiences. In her words, “my being-there in
intimate sharing and active participation, creates a state of communion in which the self-other
boundaries are transcended” (p. 24). Progress in therapy is not considered possible without
building an authentic relationship based upon acceptance, trust and faith in the patient’s “ability
to be.”

Contrary to the Western emphasis on technique and objectification, existential therapists
assume that the human is a “being to be understood” rather than an “object to be analyzed™ (May,
1958, p. 81). While assessment tools and standardized interviews can generate knowledge about
a patient, they cannot provide an empathic understanding of the patient’s being and life world.
This type of understanding is only considered possible through the medium of the therapeutic
encounter which involves “a kind of union, a dialectical participation with the other” (May, 1958,
p- 38). It also involves a sincere attempt by therapists to set aside their presuppositions,
distortions and biases to the extent that they are able. This bracketing process enables them to be
more fully present and open to participating in the world of the patient. Through the process of
“being-there” with the patient, an intuitive understanding of the nature of his/her problems is
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born (Mook, 1987). It is clear from this description that techniques do not hold an essential place
in existential therapy. Different techniques and therapeutic modalities can be used, as long as
they support the central task of understanding and are used with flexibility and versatility,
varying from patient to patient and from one phase of therapy to another (May, 1958).

Of course, the goal of existential therapy is not simply for patients to understand
themselves better but to become more authentic in their relationships with self and others.
Because this goal is different from other therapies, the means of bringing about healing and
change are also different. For example, many therapeutic approaches teach patients skills and
principles to solve particular problems so that they can be controlled or better managed.
However, existential therapists argue that directive approaches run the risk of “robbing the
patient...of initiative and responsibility” by providing ready-made tools and strategies (Moss,
1989, p. 201). This is viewed as a form of “intervening care™ in which the therapist “‘acts for the
other person” by providing tools which the patient, as passive recipient, can accept or reject
(Moss, 1989, p. 201). In contrast, existential therapy is guided by Heidegger’s *“leaping ahead”
mode of solicitude (see page 18) which Boss (1963) refers to as “anticipatory care.” In this mode
of caring, the therapist helps patients “find the courage to risk living” by becoming aware of their
unique potentialities and gently challenging them to act on the basis of them (Willis, 1994, p.
71). The therapist assists the patient by confronting resistances or obstacles to change, but leaves
it up to the patient to decide upon the nature and direction of change. From this perspective,
“cure of symptoms” will be a natural by-product of becoming a more authentic, integrated human
being.

Existential therapists are also in disagreement with psychoanalytic practitioners who
consider intellectual interpretations of “transference” phenomena as sufficient to promote
change. According to Dillon (1984), the function of the therapeutic relationship is to
“restructure” the patient’s past, not merely to “rethink” it. In Merleau-Ponty’s words, “it is...a
matter of reliving the past as significant in this way or that, and the patient attains to this only
through seeing his past in the perspective of his coexistence with the doctor” (cited in Dillon,
1983, p. 27). Thus, existential therapy aims to provide the patient with experiences rather than
interpretations. As May (1958) explains, “to know fully what we are doing, to feel it, to
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experience it all through our being, is much more important than to know why-....if we fully know
the what, the why will come along by itself” (p. 83). Hence, change occurs through a “joining of
spirits” in the therapeutic encounter rather than a “collusion of intellects” (Willis, 1994, p. 71).

Process of Therapy

In the opening phase of therapy, patients typically begin with the expectation or hope that
the therapist will direct the course of therapy and provide solutions to their problems. They may
experience a longing for growth, but their fears will initially manifest as a resistance to becoming
aware of aspects of their being which they have concealed from themselves. Therefore, the goal
of this phase is primarily to develop a strong therapeutic alliance, to gain an initial sense of
direction, and to elicit hope and commitment to the therapeutic endeavour. Therapists listen
attentively and give patients the space and freedom to discuss their personal and relational
problems with minimal interruption. When appropriate, they guide and facilitate the patient’s
disclosure, accepting and confirming their self-expressions (Mook, 1987). According to Willis
(1994), therapists may gently begin the process of self-exploration by calling attention to the
over-identified, internalized voices of family members which criticize the patient and issue
directives regarding how the patient “should” be. They may also begin to note incongruities in
the patient’s self-presentation.

As patients grow to trust the safety and healing potential of the therapeutic relationship,
the focus of therapy shifts to increased self-exploration and confrontation. Patients are helped to
access and clarify their thoughts, feelings and experiences, including disowned and unknown
aspects of themselves. As Mook (1987) states, they are encouraged to “risk into the threatening,
painful and hitherto closed-off realms of [their] existence” (p. 25). Through the medium of the
therapeutic encounter, therapists attempt to intuit and reflect aspects of the patient’s experience
that are struggling for expression (Willis, 1994). Patients come to rely on their therapist’s
authenticity to help them recognize when they are relating defensively or inauthentically.
Ultimately, patients are challenged to accept the factical givens of their past, to view their lives as

a product of personal choices, and to responsibly steer a course “toward a future dimly seen”
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(Moss, 1989). To the extent that they choose to meet this challenge, patients become able to let
go of parental and societal expectations and to develop their own values, beliefs and

potentialities.
Accessing Non-Verbal and Bodily Experience

Willis (1994) is an existential therapist who emphasizes the importance of enlisting the
intuitive, imaginative, and body sensing capacities of patients to access their subjective
experience more directly. He suggests a number of creative interventions to help cut through
intellectual defenses, confront ambivalence and overcome inner divisions. These include guided
imagery, dream work, role-playing, meditative exercises, gestalt exercises, art therapy and
journal writing. In addition, therapists can help patients attend to and work with their bodily
experience (e.g., facial expressions, posture, muscular tension, breathing patterns) or access a
bodily “felt sense” by a process called “focusing” (Gendlin, 1981). Aside from dream work, these
exercises have not traditionally played a strong role in existential therapy. However, they seem
particularly suited to the challenges of working with somatizing patients who have difficulty
accessing and verbally communicating their emotional and bodily experience. In fact, Mook
(1975) argues that many contemporary patients would benefit from imagery-based experiential
approaches because they are already “too fragmented, logical and verbal themselves” (p. 213).
She suggests utilizing imaginary, metaphorical and/or allegorical modes of communication to
help concretize the patient’s experiencing (Mook, 1987). As it would be beyond the scope of this
thesis to discuss each of these modalities, this section will provide a brief description of two
experiential interventions: imagery and focusing.

While expressive arts and imaginative play have been used for many years in therapeutic
work with children (e.g., Hellendoorn, 1988; Mook, 1998; Singer, 1994) the use of imagery in
adult therapy has typically been more limited to the interpretation of dreams or to certain schools
of therapy (e.g., psychosynthesis, Jungian analysis). However, there has been a rise in the use of
imagery with patients experiencing medical health problems, including chronic pain (e.g.,

Bresler, 1984; Rossman, 1984). For example, patients can leam to ask questions of an “inner
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advisor” regarding their problems or illness. Once they are relaxed, they can imagine themselves
in a quiet place and evoke a figure or image which represents the qualities of wisdom and caring.
- Rossman (1984) describes a patient who complained of aching in his shoulders, neck and head.
“In the conversation with his advisor, he had a spontaneous image of himself with armor on his
shoulders. He was told that the armor was made of ‘thinking and planning’ and was there to
protect him from his feelings” (p. 246). Alternatively, patients can dialogue with an image which
directly represents their pain or illness (e.g., 2 dog chewing on one’s spine) (Bresler, 1984). It
seems that by gaining access to their intuitive and imaginative capacities, patients are able to
attain wisdom from inner sources “that seem wiser than the ego or personality” (Willis, 1994, p.
186). The promise of imagery is that it helps people connect with their pre-reflective, lived body
and access an operative intentionality which “shapes significations without conscious awareness”
Mook, 1998, p. 246). Once individuals come into contact with these primary experiences, they
can develop and verbalize personal meanings in an affective, synthetic way and heal feelings of
alienation (Mook, 1975).

Focusing is another therapeutic approach which offers significant promise. Influenced by
Heidegger, Merleau-Ponty and others, Gendlin (1981) has developed a process which teaches
people how to bring “fuzzy, preverbal knowledge into definition and expression” (p. x-xi). He
instructs individuals to focus on a particular problem or situation, and wait for a bodily “felt
sense” to emerge which reflects “how the situation is lived in the body” (Gendlin, Grindler &
McGuire, 1984, p. 259). While the initial felt sense is often vague (e.g., heaviness, jumpiness,
tightness), the person remains attentive to the felt sense and to the immediate flow of feelings
about the situation. By focusing and dialoguing intemally with the felt sense, a series of shifts
occur and “new language and new metaphors, appropriate to the fresh understanding emerge”
(Gendlin, 1981, p. xii). Focusing is described as an affective, holistic process which allows a
constellation of previously hidden emotions and meanings to emerge by connecting with the

wisdom of the lived body.



Hermeneutic Phenomenology

Hermeneutic phenomenology encompasses and moves beyond existential
phenomenology. It emphasizes the historical, dialogical and linguistic nature of understanding
(Gadamer, 1975) and the pre-narrative structure of lived experience (Ricoeur, 1984). Therefore,
it pays close attention to the ways in which human experience is co-constituted by familial,
social-cultural and historical narratives and traditions. Mook (1991) views hermeneutic
phenomenology as relevant to psychotherapy because both disciplines engage in the task of
understanding and interpreting “the meaning of human expressions through words, images and
symbols” which are often obscure and need to be deciphered (p. 183). Hermeneutic
phenomenology provides a method for understanding verbal and non-verbal communications
(e.g., play, art) and for interpreting the meanings of actions or experiences which are too veiled,
over-determined or symbolic to be revealed through phenomenological methods alone. Given its
recent emergence as a field of study, the implications of hermeneutic phenomenology for
psychotherapy have not been as clearly drawn as they have been for existential phenomenology.
Mook (1989, 1991, 1994, 1999) makes a significant contribution by describing her application of
key insights of Gadamer and Ricoeur into therapeutic work with children and families. The
following section will describe the implications of hermeneutic phenomenology on the
therapeutic relationship, the process of therapy, and the interpretation of non-verbal and bodily

experiences.
Therapeutic Relationship

A hermeneutically-informed therapist would argue that the meanings, narratives and
experiences of patients can only be understood, interpreted and transformed within an authentic
and supportive therapeutic dialogue. Through a process of dialogical and interpretive inquiry, a
deeper understanding of the patient’s lived experiences and actions can emerge. This
intersubjective process provides a foundation for the creation of new narrative structures that are

more cohesive, complete and intelligible (Mook, 1989). To reduce the risk of imposing personal
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biases or making premature interpretations, therapists are encouraged to follow a number of
principles.

Firstly, therapists should recognize that their efforts to “set aside™ personal prejudices will
always be incomplete. Therefore, they must be watchful of the impact of their biases and allow
them to be challenged and modified by the therapeutic dialogue. This requires a stance of
humility, open-mindedness and genuine respect for the value of the patient’s perspective. It also
requires a tolerance for ambiguity and uncertainty and a receptiveness to the plausibility of
multiple perspectives.

Secondly, the therapist should attentively strive to grasp the patient’s meanings and
intentions as comprehensively as possible before considering possible deeper, hidden meanings
of which the patient is unaware (Mook, 1994; Sass, 1998). This helps the therapist stay close to
the patient’s experience and reduces the risk of presenting inaccurate or biased interpretations.
While Sass acknowledges the importance of looking for the “unsaid” meanings, he argues for the
need to find an appropriate balance “between empathy and confrontation, between surface
comprehension (hermeneutics of intention) and a hermeneutics of suspicion, [and] between
reticence and self-expression” (p. 293). Naturally, it is always important for therapists to be
exploratory and tentative when putting forward possible meanings or interpretations for the
patient to consider.

Keeping these principles in mind, the therapist facilitates open-ended, exploratory
conversations whereby patient and therapist share, reflect upon and modify their perspectives on
particular issues. This process leads to a broadening of each person’s unique horizon of
understanding until there is a “fusion” and a new understanding is born (see page 43). Thus,
therapist and patient are able to arrive at a mutually shared understanding that transcends their
individual perspectives and provides a foundation for therapeutic change.

Process of Therapy

In the beginning of therapy, patients share stories with the therapist that are often
“emotionally laden, fragmented, conflictual and incomplete” (Mook, 1989, p. 262). They seek
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meaning out of their chaos and confusion to help clarify and resolve symptomatic problems that
appear unintelligible. As therapist and patient tell and listen to each other’s stories. the therapist

- also listens for and facilitates the discussion of potential stories which are “as yet untold” but cry
out to be narrated (Mook, 1989). From this dialogical process, a deeper and more complete
understanding and interpretation emerges. According to Mook, this process of narration can be
seen as “analogous to the configurational act when the different perspectives and incomplete
stories are gradually configured into a more complete, cohesive and intelligible whole” (p. 262).

Given the constitutive role of language, the creation of a new narrative structure is far
more powerful than a simple inteliectual exercise. From a hermeneutic perspective, it is clear that
the structure of language and experience are deeply intertwined. For example, the words of
patients can describe their experience of “a world that discloses no hope, a world with no words
for emotion, or a world in which things happen to a powerless, passive individual” (Moss, 1989,
p- 206). Therefore, it can be deeply transformative for patients to linguistically define themselves
and their world in a different way and have previously unnarrated experiences brought into the
realm of language (Mook, 1989; Moss, 1989).

A hermeneutic approach would disagree with social constructionist approaches to
narrative therapy because proponents hold a relativistic view of truth and therefore rely solely on
pragmatic criteria for determining the value of new narratives (Chessick, 1990; Guignon, 1998).
While stories may be subject to on-going revision, they can still be grounded in and reflective of
the patient’s experience and life history. According to Guignon (1998), “deciding which story is
the best or truest will depend on such factors as the scope of what is explained; the quality of the
future it implies; its applicability to new situations; its ability to display past events and actions
as meaningful in relation to the agent’s unfolding projects; the way it presents the person’s life as
having coherence, continuity and direction; and its plausibility in comparison with other possible
stories” (p. 574). He also notes that, even without absolute criteria for validating a narrative, this
rarely poses a problem in practice. “‘As beings whose very being is shaped by stories, we are
remarkably good at spotting the truth in the stories we tell” (p. 575). Guided by the works of
Gadamer and Ricoeur, therapists can dialogue with and reflect upon the stories and experiences

of patients to arrive at a mutual agreement regarding the most probable interpretation of their
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Interpreting Non-Verbal and Bodily Experience

According to Gadamer (1996), a hermeneutic approach to therapy is particularly called
for with psychosomatic patients because they are driven by anxiety to keep feelings, desires and
experiences out of their awareness. The therapist is thus challenged to “reach understanding with
the patient, even where the patient withdraws from such understanding” and is invested in
keeping hidden what is being expressed through his/her bodily symptoms. Experiential
therapeutic work can begin the process of accessing and revealing the buried and unknown
aspects of the patient’s inner world. Sometimes the meaning of dreams, images or bodily
sensations will seem clear and self-evident to the patient. However, more often than not, the
meaning will be veiled with multiple interpretations possible. Therefore, the question remains as
to how symbolic images, dreams, and bodily symptoms should best be interpreted.

Mook (1999a) is one of the few therapists who has attempted to describe a
phenomenological-hermeneutic approach to interpreting imaginative symbolic texts in therapy.
She reminds us that “interpretation applies to the whole dialectical process that encompasses
both understanding and explanation as two different phases in the hermeneutic circle” (p. 179).
While focusing specifically on the interpretation of a child’s imaginative play session, she
describes a number of principles which are applicable to the interpretation of all forms of
imaginative symbolic communication, including dreams. For example, a therapist presented with
a patient’s dream should first suspend reference to reality and attempt to understand the text of
the dream before considering the relevance of the dream to the patient’s world. This would
involve exploring and reflecting upon the whole-part-whole relations of the dream text, and
submitting possible interpretations to the hermeneutic circle until one emerges that seems most
probable. In appropriating the meanings of the dream to the patient’s real world, the therapist
should be careful to situate the dream text within the larger context of the patient’s life-world,
including his/her life history. Mook observes that a child’s play text “may project not only his

past and present conflicts but also his possibilities towards new ways of being and relating” (p.
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184). In addition, the therapist should take into account the meanings and interpretations that
have been derived from previous dreams and therapy sessions. While hypotheses may be
generated by dialoguing with theoretical frameworks (e.g., psychoanalysis), these hypotheses
must be submitted to the hermeneutic circle. In the end, all interpretations posed by the therapist
are necessarily tentative and subject to modification and verification by the patient. Through the
dialogical process described earlier, the patient and therapist will ultimately arrive at a mutually
agreed upon interpretation of the dream through a fusion of their respective horizons of
understanding.

To interpret the meanings of bodily symptoms in somatizing patients, one would need to
draw upon the existential-phenomenological conceptualizations of somatization and the
therapeutic implications of both existential and hermeneutic phenomenology that have already
been discussed. This would include a phenomenological analysis of the patient’s life-world, as
described by Boss (1963) and van den Berg (1972), to identify the disturbed world-relations
which are being carried out somatically. It would also include an exploration of the personal,
familial and social-cultural narratives which may be playing a co-constitutive role in the patient’s
development of somatization. In addition to an authentic, supportive and dialogical therapeutic
relationship, experiential exercises can be used to help patients access, understand and interpret
the meanings concealed within their suffering body so that they can heal alienated aspects of their
being and live more freely and authentically.

Conceptualization of Mary’s Case

To preface this discussion, it should be made clear that a phenomenological-hermeneutic
conceptualization of Mary’s case would require much more detailed information than is available
from the current case description. It would entail a detailed case history and a series of in-depth
interviews to disclose Mary’s life-world and the narratives which co-constitute her life history
and experience. For these reasons, the following is a necessarily incomplete conceptualization
based upon the information available.

From a Daseinsanalytic perspective, psychosomatic symptoms are viewed as the
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embodiment of disturbed world-relations. In Mary’s case, there are a number of world-relations
that are prevented from being carried out freely in a voluntary, responsible, interpersonal manner.
These disturbed world-relations are reflected in her relationship to her self, to others, and to her
body, which will be discussed in turn. Temporal disturbances are viewed as central to Mary’s
problems and will therefore be integrated into the discussion.

As temporal and historical beings, our past is carried forward into the present,
constituting our conception of ourselves and our future possibilites. Mary’s present world
appears to be strongly shaped by unresolved issues related to childhood experiences that have
been pushed out of conscious awareness. No matter how many parental responsibilities she took
over, or how hard she tried to be the perfect child, she was never able to stop the fighting, the
drinking and the dysfunction that went on in her family. As a result, she appears to have
unknowingly adopted and carried forward a generalized stance towards the world that states: “It
must be my fault. I should have been able to make it better.” The feelings of guilt and shame
generated by this self-defining narrative have impaired her ability throughout her life to
determine what is reasonable to expect of herself and others. She describes many instances of
self-doubt, worry and guilt over perceived “negative outcomes” in her family and work life that
she should have somehow been able to prevent. She views herself as an inadequate mother and
feels guilty for inadvertently teaching her children to deny and suppress their emotions.
Somehow, she should have been able to prevent the emotional and behavioural problems of both
her children, including her son’s addiction to cocaine. With respect to work, Mary’s recent
escalation of pain and fatigue coincides with guilt and worry over how she may have
inadvertently contributed to the firing of her V.P. Without allowing herself to view her parents’
conflict and alcoholism as their responsibility and not hers, she has been unable to look beyond
herself to consider the potential responsibility of others (e.g., husband, children, co-workers,
supervisors) towards the perceived “negative outcomes.”

Mary states that she leamned to deny and suppress her emotions from the example
provided by her parents. One could imagine this happening in a number of ways. Her father
numbed the experience of painful emotions through alcohol. Her mother battled with her father
to quit drinking and behave more responsibly. The expression of her mother’s feelings and
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desires resulted in intense conflict which failed to change her father’s behaviour. Ultimately, her
mother resigned herself to the situation and escaped from her own feelings of misery and
helplessness through alcohol. Such experiences could conceivably have taught Mary that
expressing her needs and feelings would only lead to conflict or withdrawal, and would
ultimately be futile. Therefore, Mary learned to suppress her own painful emotions and
unfulfilled needs. She describes a lifetime pattern of over-utilizing her rational, intellectual
abilities and under-developing her ability to identify and articulate her emotions. Rather than
escaping from painful emotions and unmet needs through alcohol, Mary escaped through
compulsive activity and workaholism. Her work provided an escape from the chaos at home, and
allowed her to engage in activities which gave her a sense of competence, self-esteem and
control. Mary continues to relate to her world by focusing on what she can actively do to keep
herself busy and distracted from her thoughts and emotions.

In her interpersonal relations, Mary describes a life-long pattern of seeking acceptance,
validation and approval from others to boost her self-esteem. To meet her need for acceptance,
she has typically avoided conflict and strived to meet or exceed other people’s expectations.
Again, this is an example of unmet emotional needs from Mary’s childhood being carried
forward into the present. Mary struggled to be accepted by her peers in high school and felt
deeply hurt when her brother, whom she idolized, paid little attention to her during those years.
(Describing herself as not having fully grieved her brother’s death, one may wonder if she is
keeping ambivalent emotions towards him out of her awareness.) In her work, Mary believes that
her perfectionism and Type A personality have been driven, in part, by her worry over other
people’s perceptions. Mary has typically avoided conflict with others by assuming primary
responsibility for problematic situations and by denying or minimizing her own conflictual
emotions. Held back by feelings of guilt, self-doubt and worry, Mary was unable, in her final
year of employment, to express and act on feelings of frustration and hurt toward supervisors
who had used her as a “scapegoat™ to avoid taking responsibility for their mistakes. In a similar
manner, she expresses frustration and disappointment with her daughter’s defensive and age-
inappropriate behaviours, yet is held back by feelings of guilt from expressing these frustrations.

With respect to her husband, Mary chose a man who was similarly disposed to repress emotions
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and to meet the challenges of family and work life in a concrete, rational way. Recently coming
to recognize the lack of closeness in their relationship, Mary has expressed a desire to improve
their level of emotional intimacy. Yet having leamed from her mother’s unsuccessful attempts to
change her father, she holds back from expressing these desires and expresses little hope that her
husband will change. Both partners appear constricted in their ability to risk the emotional
vulnerability that is required to experience love. As a result, Mary carries her wounds close to her
heart and experiences loneliness and a sense of resignation.

While Mary allows herself to experience feelings of frustration, anxiety, guilt and
depression, her whole being has been recruited into defending against her awareness and
expression of more painful, conflict-ridden emotions such as anger, hurt, resentment and grief.
Unable to experience these emotions freely, they have been carried forward in her body. It is
helpful to recall that the lived body is comprised of two “layers,” the habitual body and the
present body (Merleau-Ponty, 1962). The former signifies the phenomenal body that has lived in
the past and has acquired certain habitual ways of relating to the world. With its two layers, the
body is the meeting place of past and present which is carried forward into the future. Mary’s
lived body has habitually carried forward suppressed emotions through bodily symptoms. From
the “rheumatic arthritis” in her childhood to the chronic back pain, headaches, and fibromyalgia
in her adulthood, Mary’s symptoms have typically taken the form of muscular tension and
physical pain. She also reports occasional episodes of abdominal discomfort which may be
suggestive of holding onto emotions in a similar manner to patients with gastrointestinal
psychosomatic disorders. In addition, her high post-exercise blood pressure, which involves the
heart, may be reflective of a restriction in her freedom to experience love and joy (Condrau,
1998).

Mary’s alienation from her emotional life extends to her body as well. Since 1994, she
gradually became unable to notice increasing levels of physical tension spreading throughout her
body. When her fibromyalgia symptoms began, she kept her physical pain “under control” in a
similar way as her emotional pain: she maintained constant activity to avoid time for rest and
reflection. While she continues to keep active in her retirement, this defensive strategy has

become much less effective in keeping her physical symptoms under control and her distressing
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emotions at bay. She reports that her symptoms and pain are worst at night-time. It seems that
when she is forced to lie in bed and remain inactive, the tension in Mary’s body increases
significantly, as if to create a suit of armour that will guard against the threat of painful emotions
breaking into her conscious awareness.

In summary, a number of concurrent factors may be seem as potentially contributing to
Mary’s recent escalation of pain and fatigue. Firstly, her symptoms escalated at a time when she
felt that she had inadvertently contributed to the firing of her V.P. This corresponds with her
metaphorical description of “beating herself up” whenever she feels that she should have been
able to prevent a negative outcome. Secondly, her sooner-than-expected retirement placed her at
a crossroads. She has no longer been able to distract herself from personal or interpersonal issues
by engaging in long hours at work. Spending more time at home, she has become increasingly
aware of her frustration with the status of her relationships with important family members (i.e.,
daughter, husband). However, feelings of guilt, self-doubt and hopelessness have prevented her
from taking any actions to improve them. Together, these recent experiences have intensified
Mary’s ontological “call of conscience” to live more authentically and to fuifill her unique
potentialities. To defend against this awareness, increased physical symptoms have become
necessary to deflect Mary’s attention from emerging potentialities that are calling for expression.
Mary has acknowledged that she needs to become more aware and expressive of her needs and
emotions to face her current challenges. This is a positive and necessary first step towards living
more authentically. However, until she is ready to narrate and work through the painful and
untold experiences of her past, the anger, hurt and grief concealed in her pre-reflective body will

continue to cause her physical pain and suffering.
Summary and Implications for the Problematic of Somatization

This chapter has attempted to deepen our understanding of somatization and address the
unresolved issues and deficiencies raised in the previous chapter. From a foundational
perspective, it has aimed to demonstrate how the problematic aspects of mind-body dualism and

social constructionism can be successfully overcome by an understanding of the lived body and
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the role of primordial, pre-linguistic perception in co-constituting our language, narratives,
identity and bodily experience. It is hoped that the rich, experiential data provided by a handful
of qualitative studies has underlined the importance of conducting studies into the lived
experience of somatization.

The unresolved conceptual issues identified in chapter IV have been addressed in the
following ways. In response to the relative importance of individual, familial or social-cultural
risk factors, a broader view of psychopathology has been put forward that views these “factors”
as highly interdependent, based upon our existence as Beings-in-the-world. To be truly
comprehensive, a conceptualization of somatization needs to consider the individual, social-
cultural and existential dimensions of somatization as a whole. It is therefore considered of little
value to question their relative contribution to the development of somatization. This chapter also
attempted to respond to questions regarding the role of “amplification” versus “minimization” in
somatization. It was proposed that the differences between these types of somatizers may be
related to different sensory experiences and perceptual styles rather than different types of
psychopathology. However, this is a tentative suggestion that requires further exploration.
Finally, in response to questions regarding the symbolic versus non-symbolic nature of bodily
symptoms, this chapter has attempted to demonstrate that medically unexplained physical
symptoms reflect meaningful disturbances in one’s relational world that call for understanding
and interpretation.

To address the problematic treatment issues raised in chapter IV (see page 180), the
therapeutic implications section described how the verbal and non-verbal communications and
bodily experiences of somatizing patients can be understood and interpreted without imposing
abstract theoretical or scientific conceptualizations. It also described how non-verbal modalities
can be used to help somatizing patients who have difficulty accessing and verbalizing their
emotional and bodily experiences.

By addressing the unresolved issues and deficiencies of current models of somatization, a
phenomenological-hermeneutic approach offers a number of positive implications for the
problematic of somatization. Most importantly, patients are much less likely to feel

misunderstood and stigmatized if their stories and interpretations are listened to and explored
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within a therapeutic relationship based upon acceptance, compassion and respect. Given the non-
dualistic nature of a phenomenological-hermeneutic approach, no attempts are made to persuade
patients of the psychological versus biological origins of their symptoms. Rather, disclosure of
all aspects of a patient’s life-world and life-history is considered necessary to arrive at a deeper
understanding and interpretation of their symptoms.

There are a number of benefits to avoiding the imposition of scientific or theoretical
frameworks. Firstly, patients are much more likely to accept insights and interpretations that arise
from a mutually shared understanding between therapist and patient. These interpretations arise
as therapists and patients work together in partnership to discover, explore and heal hidden
issues that are relevant to the patient’s symptoms. Secondly, the therapeutic process is more
likely to be successful when the therapist steers away from generalized preconceptions and is
attuned to the unique meanings, stories, experiences and life-world of each patient. By utilizing a
variety of means to disclose and re-figure hidden meanings and experiences, issues relevant to
each patient are much less likely to be missed or ignored. Finally, patients are encouraged to
arrive at an experiential understanding rather than an intellectual interpretation of their problems.
They are also challenged to take responsibility for the nature and direction of therapeutic change,
thus avoiding the issue of patient “compliance” to therapist directives. As a result, patients are
more likely to make meaningful changes in their being and life-world, and are less likely to

become dependent upon the therapist.



222

V1. CONCLUSIONS AND RECOMMENDATIONS

This thesis attempted to arrive at a deeper understanding of the phenomenon of
somatization. It raised a simple question that reflects a problematic: Why does the Western health
care system have such difficulty providing effective treatment to individuals suffering from
medically unexplained physical symptoms? Based upon a phenomenological-hermeneutic
investigation of four models of somatization, a detailed and novel response to this question has
emerged. Philosophical, theoretical and/or methodological assumptions have been identified
which seem to be interfering with the ability of models to adequately capture the richness and
complexity of somatization as it is lived and experienced by individual sufferers. Some models
are contributing inadvertently to the problematic of somatization because of implicit foundational
assumptions that are incongruent with human lived experience. As a result, incomplete or
inaccurate conceptualizations are hindering models in varying degrees from being able to design
effective treatments. While the models varied significantly in terms of their strengths and
weaknesses, a number of foundational, conceptual and treatment issues were identified that
remain unresolved or inadequately addressed. In closing, it was shown how a phenomenological-
hermeneutic approach could address and potentially resolve these issues and make a real
contribution to the conceptualization and treatment of somatization.

To address the goals of this thesis, a theoretical approach was clearly required. The
phenomenon of somatization covers a vast range of symptoms with widely varying levels of
severity, chronicity, and dysfunction. The author chose to maintain a broad focus so that
foundational issues relevant to the overall study and treatment of somatization could be identified
and addressed. By doing so, it is hoped that a foundation has been laid for the future development
of a more comprehensive, integrative approach to conceptualizing and treating somatization that
builds upon the strengths of the various models and is grounded in existential and hermeneutic
phenomenology.

Naturally, this type of theoretical work presents some limitations. One could argue, for
example, that the description of each model may not be an accurate depiction of the perspective

of its proponents. Similarly, one may question the validity of the inferences that have been made
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in identifying the models’ foundational assumptions and applying their conceptualizations to an
individual case. These concerns are not without merit and the author’s interpretation of these
models remains open to debate. However, it is believed that the author’s hermeneutic stance
toward the study of these models has reduced the risk of misinterpretation and bias. The author
approached each model with a sincere intention to understand and articulate the perspectives of
its proponents as faithfully as possible. This involved a conscious, but necessarily incomplete,
attempt to set aside theoretical preconceptions and personal prejudices and listen with curiousity
and open-mindedness to the ideas being presented. Sources were frequently quoted to present the
concepts and principles as accurately as possible. In conducting the critical evaluation, texts were
read and re-read many times to identify stated assumptions and to pay close attention to implicit
assumptions of the writers as revealed through the language used to describe their model.
Following the text-in-context principle, hypotheses regarding implicit foundational assumptions
were generated by considering the larger theoretical, scientific and social-cultural context from
which each model emerged. These hypotheses were repeatedly subjected to the hermeneutic
circle to assess their plausibility. In the end, the author has attempted to provide a clear rationale,
with supportive evidence, for each of the conclusions drawn. In so doing, the author’s reflections
are exposed to the reader for verification and correction or refutation.

One also needs to consider the limitations of the phenomenological-hermeneutic
conceptualizations and treatment implications presented in Chapter VI. These conceptualizations
are based upon a limited number of qualitative studies and the writings of existential therapists
who have worked with psychosomatic patients. Hence, the author’s conceptualizations suffer
from the dearth of human science research into the lived experience of somatization which is
needed to provide a more substantive empirical grounding. The conceptualizations and treatment
implications also lack specificity, given the broad scope of the phenomenon under investigation.
These limitations point to the need for future phenomenological-hermeneutic research into
specific forms of somatization (e.g., lower back pain, migraines, fibromyalgia, irritable bowel
syndrome) as well as response styles to somatization (e.g., minimizers versus amplifiers) so that
more comprehensive and differentiated conceptualizations and treatment implications can be

arrived at. This type of rich, experiential data could also point natural science researchers toward
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more relevant topics for investigation. In addition, it would be fruitful to examine how the
“hermeneutic tum” in psychoanalysis could provide a contribution to the development of a
- phenomenological-hermeneutic approach to somatization.

The author chose to focus on the experience of somatization in Western culture among
adults. This thesis is therefore unable to respond to theoretical and empirical questions regarding
the nature of somatization in other populations and cultures. For example, is the experience of
somatization different for people of different age (e.g., children versus adults), socieoeconomic
status or culture? One could expect the cultural differences to be particularly strong, given that
conceptualizations for somatization are tied to cultural beliefs regarding illness and disease. For
example, the term “somatization” would have no meaning in countries such as China or India
because it is based upon Western dualistic assumptions regarding mind and body. Instead,
medical practitioners would base their explanations for “somatization-like” phenomena upon
non-dualistic traditions of medicine which view psychological, physical and spiritual health as a
unified whole. Consequently, spiritual and health-related practices (e.g., yoga, meditation, tai chi,
acupuncture, herbs, diet) would more likely be recommended to prevent and/or treat such bodily
symptoms. These practices have been promoted by a growing holistic health movement in North
America, with practitioners providing services to many somatizers who are unsatisfied with their
medical treatment (Astin, 1998). These issues point to many fruitful areas for future theoretical
and empirical investigation, including the study of somatization in children, in people of different
socioeconomic status, and in people of different cultures. From the author’s perspective, cross-
cuitural anthropological research is necessary for the development of a truly comprehensive and
integrative approach to somatization. Otherwise, there is a risk that valuable conceptualizations
and therapeutic approaches will remain undiscovered or under-utilized.

Finally, with respect to the therapeutic implications of a phenomenological-hermeneutic
approach, a few comments need to be made. While many of the implications are relevant to all
health professionals who seek to understand and treat somatizing patients, they are primarily
geared toward psychotherapy with adults. Further elaboration is needed to specify modifications
for briefer forms of therapy, as well as for different therapeutic modalities (e.g., child, couple,
family, group) if they are deemed to be more appropriate for a particular patient. In addition, the
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exclusive focus on psychotherapeutic implications is not meant to ignore or dismiss the potential
value of other approaches that can improve physical, emotional and spiritual well-being (e.g.,
body work, exercise, meditation, nutrition). As somatization is a complex phenomenon involving
all aspects of a person’s being, it makes imminent sense to try to effect change through as many

different avenues as possible.
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