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Tout un monde vit en nous quit fait parfois craquer les “certitudes” de notre identite.  On concoit que beaucoup hesitant a interroger ces obres endormies.  C’est qu’il persiste encore un parfum de diablerie derriere tout cela et que le changement, mème si on proclame à haute voix la necessité et l’uigence, fait toujours peur quand on ne le maitrese pas vraiment.



Alain de Mijolla



“Les Visiteure du moi”.


The aim of this paper is to emphasize that the problem of anorexia nervosa should not be excluded from the psychoanalytic praxis.


On the contrary we consider that:

a) Psychoanalytic metapsychological conceptualization helps in the understanding, management and therapeutic success in patients suffering from this kind of problems.

b) The understanding we get in “solving” these cases enriches our conceptual framework of issues so important as identity, identification, building up of the self-image and the use of the parameter “family treatment” in our practice.

The case we will report provides evidence contrary to Bernis (1978) statement that ‘psychoanalytic therapy has proven singularly ineffective in altering anorexia behavior’.

Principles of Case Management


Case Management was based on the following assumptions:

a) That the anorexia could be viewed in a positive fashion as an act of ego-assertion by the ‘real’ self against the developed, compliant type of personality or ‘false’ self.  This is in line with D.W. Winnicott’s formulations (Winnicott, d., 1960), and is also hinted at by Lebovici, s. (1972), in his introduction to the study of Kestenberg, Kestenberg and Decobert (1972), which in certain respects, employs a similar conceptionalization of the problem.

b) As the basis for ‘false’ self development and psychosomatic illness is presumed to be laid down during the early phases of infancy, accordingly, it was predicted that during the course of the treatment, whatever particular interfering factors had been operative at that time in this case would emerge.

Clarification of these issues would be dependent on family, particularly, maternal, participation in the treatment.  It was hoped that the ventilation of such issues would free the ‘patient’ for recovery and for ordinary adolescent development.  The family would be encouraged to cooperate in allowing the girl greater autonomy of action, thus participating with the psychotherapist in creating an ego-supportive stance, which we believed would facilitate recovery.

c) In addition to elucidating these interfering factors of early infant life, family conflicts, as well as individual personal conflicts would emerge.  Thus the individual psychoanalytic therapy would finally aim at trying to enable the patient better to utilize her own dream symbolism and dream space, as well as to help her to understand her inner and her outer conflicts and their interplay.

We speculate about the possibility of ‘image contagion’ from mother to infant occurring during the vulnerable period of early infancy and operating as a cumulative traumatizing influence (Kahn, 1963) also later.

As it will be described, during the course of treatment it emerged that Anna’s mother had suffered from what we propose to term ‘disturbing and interfering images’.

The Case Presentation


Anna’s anorexic episode became evident after she had begun dieting at the age of fourteen years.  The particular presenting features are typical of those described in the literature (Bruch, 1978; Kestenberg, Kestenberg and Decobert, 1972; Crisp, 1980; Sours, 1974, 1966; Rubinstein, J, 1981).

Anna was an intelligent and interesting-looking girl.  She appeared skeletal and cachatic from weight loss, with a curled-up posture, and down-hanging head.  She refused to eat and had amenorrhea.

She had a delusional perception of her body image and weight.  She was very restless, and exhibited a characteristic hypermotility.  There was considerable familial concern and strife over the issue of her refusal to eat.

Her psychomotor developmental was described as ‘normal’, however, her social life had always been restricted.  She was described as being rather ‘too good’, compliant and accommodating both to her few friends and to her parents.  Until the anorexic episode erupted within the family, Anna had never openly expressed hate or even anger.  Her parents associated the onset of Anna’s food refusal with the increasing social difficulties which she experienced at school.

The contract with Anna and her family was explicit.  It was put to all of them that:

a) Anna’s not-eating was seen as a symptom both of her personal conflicts and as a manifestation of family problems.  Accordingly, all of them would be expected to participate in the treatment.

b) Anna was not to be pressed to eat in any way by anyone.  She would be treated as someone in charge of her own self-destiny.  However, she would have to submit to periodic medical checkups by the paediatrician who had referred her to the Department of Child Psychiatry for treatment.  If her weight loss were to continue, and if her weight fell below a specified limit, then it was clearly put to her and understood that she would be admitted to hospital.  She would be given fluids, including intravenously if necessary, and a concentrated high calorie diet.  In other words, from the outset, it was emphasized that Anna herself could, in part, determine the course of her treatment.

c) I would always try to make himself available to any of them on the telephone, if anyone felt the necessity to contact him outside of agreed session times.  This offer was not abused, but was utilized effectively, particularly in the latter part of the treatment, after discharge from hospital.

The Treatment

The therapeutic contact extended over a six-month period. 


Hospitalization: Anna was hospitalized after one month of intensive family therapy on an out-patient basis.  A ‘pivotal incident’ occurred during hospitalization that was the crucial ‘turning-point’, after which she ate so that weight gain continued.  From the moment of hospitalization, Anna received intensive individual treatment, as will be described, as well as participating in the family sessions.


A turning-point in the direction of healing took place after two months, one month after hospitalization.  This turning-point in treatment was defined as the moment when weight-gain became steady.


The moment of healing we consider to be the point when the concern about Anna’s possible demise, which, during the critical period, amounted to anxiety, was alleviated in both her family and the medical team.


A consolidating period of therapy then continued for a further three-month period.

The Family

During the period of the persecution and destruction of European Jewry, as a child of four, Anna’s mother had experienced starvation.  She spent several months in a concentration camp, escaping the gas chambers for somewhat unusual reasons, which are not relevant here.  After this she had been separated from her parents for three years.


Anna was her parents’ natural child.  When she was eight years old, her younger brother, then aged 2, had been adopted, for a complicated set of reasons.  Amongst these reasons were her mother’s feelings that she was so involved with Anna that there would not be room for another child.  Clearly Anna’s mother, as in the case of many survivors has always been symbiotically involved with her in an extremely intense way.  It merged that she made use of her daughter more for her own needs as an external part of her subjective world than as a separate individual whose own needs should be met.  Accordingly, from Anna’s point of view, her mother was often insensitive or inadequate in meeting her needs, and in the area of maternal ‘mirroring’ function, Anna did not necessarily have an appropriate image reflected back to her by her mother.


On initial impression, the family dynamics presented a picture of an anxious, controlling, and rather superstitious father, and a somewhat depressed and inadequate-feeling mother.  (Wandeman, 1976 refers to inhibition of autonomy as a mechanism for parents to secure their own identity).


Anna’s father had been severely disfigured, and also partially disabled, by wounds received in the Israeli War of Independence.  He was extremely competent and successful in his profession.  As a boy, he, too, has forcibly been separated from his father for some years.


The younger brother displayed little involvement during the first two phases of treatment, other than playing in the corner.  In the last part of treatment, the focus of attention was more on the mother as a patient than on Anna.  Finally, when general improvement was evident, the boy began to present his own problems and to interrupt strongly in a bid for mother to pay more attention to him.


Case discussion will focus particularly to the relationship between Anna and her mother, because we believe that the illness was in some way pre-determined by the nature of their earliest interaction, during Anna’s infancy, and later enforced by mother’s subsequent behaviour.  Thus Anna’s illness and its treatment served to force her mother’s preoccupations into the open, through the probing and opportunities made possible and necessary by the interventions made during the family therapy sessions.

THE COURSE OF THE TREATMENT

First month of Family Therapy

Although from the outset individual sessions were offered to Anna, initially she refused to see me on her own.  Accordingly, for the first month the family came together three times a week, for one and a half hour therapy sessions.  During this time Anna’s weight loss continued and she refused to eat.


I would routinely offer Anna an individual interview after each family session.  After a month of refusal, one day Anna accepted the offer.  Anna’s self-initiated act of separating herself from her family caused her mother to try to pressure her into eating, against the ‘advice’ or ‘contract’ outlined and agreed to at the beginning of treatment.  Until that point her mother had managed to follow this permissive course of action.  The open conflict which then ensued at home had two clear consequences:

1) Anna, after her first, and sole, individual prehospitalization session, once again decided to see me only as a member of the family.  During that sessions she had brought a flood of dreams, fantasies and other personal material which she never divulged during family sessions;

2) Anna consciously, as she later revealed, decided to stop eating to the extent that she would lose sufficient weight to go under the limit which had been agreed would then determine her admission to hospital.  Thus she engineered her own separation from her family by means of weight loss, leading, as she knew it would, to hospitalization.

The month in hospital

During this one-month period Anna was seen both individually and with the rest of the family.  The individual contact took place daily in a flexibly fashion, for varying periods from half to one and a half hours, either in the ward, on her bed, or in corridors, or in my office.  Although a time to meet the next day was always agreed at the end of the meeting, I tried also to make himself available ‘on tap’ for any additional sessions which Anna might initiate, insofar as this was possible.  This was seen as a kind of “demand feed” therapeutic stance.

Dreams, Comments and Interpretations

From the moment when Anna began her individual sessions, she brought a plethora of dream material.  At a later stage, the interpretation of the contents of the dreams which she reported was considered of critical importance, and was used both in evaluating her progress and in helping her to recover.  However, initially, interpretation of content per se was avoided.  This was predominantly because Anna was quite unable to associate to the dreams, which she related to me with relish.


The judgment that Anna would be unable usefully to integrate any interpretation of content or of symbolism with reference either to her past or to her present circumstances constituted an additional reason for avoiding dream interpretation during this first period of individual work.  Nonetheless, Anna’s telling her dreams was accepted as her way of expressing her inner self as being more real than any shared outer ordinary life.  Her communication of her dreams was received as a starting point for establishing a working alliance with her on her own terms.  Accordingly, the following was put to her: That all her behaviour and her very illness itself, could be regarded as a kind of dream.  This dream she was enacting in life—that is—she was behaving ‘as if’ properly awake, yet living as if she were in a dream.  Khan, M.M.K. (1972) pointed out: “when patients cannot establish a dream-space in their inner reality, they tend to exploit their social space and object-relations to act out their dreams”.  Khan proposed (p. 314) that “a dream that actualizes in the dream-space curtails acting out of dreams in the social-space.  The dream that actualizes in the dream-space of a given patient leads to personalization of the dream experienced and all that is entailed in it by way of instinct and object-relating”.


In our opinion, Anna fell into the category of patients for whom the process of dreaming is available, but not the dream-space.  Khan also considers it clinically advisable to reduce interpretation of the dream content to the minimum in cases where the experiential reality of the dreamt dream is poor.  The reason Khan gives is “because over-elaboration of the dream process can screen the incapacity of the patient to establish the dream-space”.


In metapsychological terms this is related also to P. Marty’s way of thinking about psychosomatic illnesses as suffering from a “hypogenesis” of the pre-conscious system (Marty, P. 1976).

Critical ‘turning point’ phase

When Anna expressed a wish to die by jumping through a window, the suicidalness was interpreted as follows:

a) From one point of view her wish to die could be understood as a positive wish to rid herself of her present body and her unloved self, thus, her suicidalness could be interpreted as a positive wish to undergo a metaphorical rebirth.

The rest of the reconstructive aspect of this interpretation was not given but was not absent from the (unspoken) understanding of the therapist, and was being discussed in supervision with Dr. I.  The contents of this reconstruction did, however, emerge during the family sessions which were taking place alongside all the time.

b) In  saying that she wanted to die, what Anna was putting in the future and calling ‘dying’ had somehow happened to her in her past inner experience.  I put to her that she had already experienced a state of being which was, to her, akin to death.  He suggested that her wish to break through glass ‘to die’ was Anna’s way of letting him know that she wanted to recover a memory of something she had already experienced (Winnicott, D.W., 1972).  He suggested that it was this past experience which she was equating with what it feels like to be dead.  Moreover, he thought that when she was in this state, she had felt filled both with thoughts of death, and with the feeling state of ‘being dead’.

c) He further suggested that for Anna the act of eating in itself was equated with filling herself with death, rather than with helping her to go on living.  Thus, paradoxically, in order to stop herself from getting more full of death, in other words, in order to go on living, she had to prevent herself from eating!
Implied in this interpretation was the noting that her experience of herself as fat, rather than as thin (as she appeared to any outside observer), was related to a feeling of being stuffed full of (that is, fat with) a number of dead inner objects.

Response

Anna’s reaction to this complicated and threefold interpretative communication was dramatic!


Her facial expression became very strange and strained—‘near crazy’.  I felt that she was experiencing a critical moment in an almost physical sense, like the turning-points of H2O from water to ice or to steam.  He thought that she might either become floridly ‘psychotic’ or else ‘heal’.


It must be remembered that all the time, in parallel to the events in Anna’s individual sessions, she was participating in the family sessions.  During this period, work in the family setting was concentrated on Anna’s mother.  The main focus of the work was on the mother’s unwillingness to consider or to discuss and, thus, her attempt to avoid any re-experience of her feelings and thoughts about her early life and how the Holocaust had affected her.


Once this was pointed out to the mother thoughtfully, she related a profuse series of recollections which very much engaged everyone’s attention.  These Holocaust-related traumas continued to be disclosed throughout consequent phases of treatment.


Anna remained in a critical state of intense anxiety, with a ‘psychotic glaze’ in her eyes, and exhibited stereotypy of speech for some days.  She also made strange waving gestures of her hands, as if looking through her fingers at a point which would approximately be the same distance as a baby’s fixed focal range for the period soon after birth, namely from breast to top of head or mother.


Although she was exhibiting this strange behaviour, and was less responsive and more withdrawn than she had been previously, Anna was making an attempt to eat.  People seeing her in the ward became even more concerned about her, and drug treatment was proposed.


There were strongly held differences of opinion in the medical and allied personnel regarding the management of this case, especially during the critical period when anxiety re Anna’s suicidal threats was great.  Interesting as they are, it is not considered relevant here to describe these varying professional viewpoints which may, however, form the basis for a further communication.  Confidence in the predictive theory on which the management of this case was based prevailed, and the outcome was successful.  However, this was opposed by the therapist, who remained confident and did not share the general anxiety.  The reason for his confidence was because the contents of the dreams which she reported were reassuring.  One dream was of experiencing herself like a little black kitten all curled up in a corner sleeping peacefully.  The second was a dream in which she was eating cookies and enjoying them.  These dreams were received without comment.  Anna was beginning to eat of her own accord.  

The point of turning resolved: A pivotal incident

The outcome of the critical stage was resolved through an almost classical and typical ‘hysterical’ attack.  I was contacted on a Sabbath morning and asked to come and see Anna in hospital.  Her mother had already arrived there.  Anna was distraught and weeping.  I suggested that they leave the ward and go to his office.  Anna asked for a tray of hospital food and took it with her.  Once in the treatment room she started throwing herself around the floor, stiffening and curving her back, with exhibitionistic hysterical convulsive movements of her body, limbs and head, all the while screaming and weeping.

Interpretation and Analysis of this “Pivotal Incident”

Because behaviour is overdetermined and can be understood at more than one level, we think there is a place sometimes for interpretation to be verbalized at more than one level.  For example, this ‘hysterical convulsive’ attack immediately and explicitly was recognized as masturbatory, and also as seductive.  It was additionally interpreted both as sexual and as a fantasied-cum-enacted ‘rebirth’, the convulsive movements here being compared to labour pains and motions.  This interpretation was made to Anna I the presence of her mother.  It is significant and was important for both mother and for daughter that the mother was the first of them who was able to accept the interpretation.  Anna initially responded rejectingly, snapping, “Not so!  Not True!”  “But that is what you are doing”, her mother quietly reinforced the therapist’s interpretation.


In this way the mother indicated her ability to separate herself from her daughter.  Thus, their prolonged symbiotic-dydadic relationship was broken when the mother could side with and identify herself positively with the therapist.  This act thus freed both mother and daughter.  Moreover, the interpretation explicitly acknowledged the girl’s needs, on the one hand, to give to herself masturbatorily, and on the other, to be seen as a sexual woman in relationship to both her own body and to a man.  In Balint’s terminology (1968), evidence of one-body, two-body and three-body (or “triangular”) object-relating could be perceived during this session—sometimes almost co-existing.  This way of working jointly with two persons reminds us of the dealing of infant’s psychosomatic problems through simultaneous intervention with the mother and the infant (Debray, R. 1981).  The simultaneous expression of infantile need and dependence was also recognized by the therapist and acknowledged by both mother and daughter.  This happened when I suggested that the mother feed Anna from the rejected tray of food.  She did so, using her fingers to put some egg yolk in her daughter’s mouth, as if feeding a small child.  We suggest that it is possible that in such cases as Anna the presence of the other, in the room may essential for the treatment.  From this moment improvement continued steadily and little by little, Anna began to eat normally.


Whilst Kestenberg, Kestenberg and Decobert (1972) agreed that anorexia nervosa patients share some of the characteristics of hysteria, psychosis and psychosomatic illness, they posit a specific psychopathological structure in anorexia nervosa.  If they are correct, one may imply the following:


For each individual with a specific psychopathological structure, a specific treatment strategem is necessary.  Of course, this is an axiomatic generalization which is applicable to all cases, and not only to those who suffer from anorexia nervosa.


During the particular course of an episode of anorexia nervosa, the general diagnosis may vary from psychosis, to that of character disturbance, or to hysteria, etc.—as was illustrated in the case of Anna’s course of illness.  This diagnostic issue has become a chronic problem for all psychoanalysts and psychodynamically-oriented and aware psychiatrists.  However, he, too, seems to have overlooked Winnicott’s (1959-64, 1960) contribution to the diagnostic resolution of the problems.  It was on the construct of Winnicott’s way of understanding true and false self-development and of his provocative and illuminating paper (1964) “Has psychoanalysis a contribution to make to psychiatric nosology?”, that we based our understanding of anorexia nervosa,--viz, as an example of mal-adaptive behaviour leading to a life-endangering state of illness where the food refusal is seen as a manifestation of a positive assertion of the ‘true self’.  Anna’s ‘real’ self had to rebel against the compliant façade ‘false’ self’s previous suffering, as it were, of dead inner objects.  Put differently, we suggest that Anna ingested her mother’s ideation and mood during feeding times in infancy, and other sensitive periods.  Such ‘contamination’ by maternal ideating and moods became cumulatively ‘traumatising’ (Khan, 1963), via impingement, lack of adequate need satisfaction or playful interaction, and thus fostered the development of Anna’s compliant ‘façade’ personality at the expense of her ‘true’ self.


The treatment strategy here employed was based on this hypothesis.  We saw prediction as central to our clinical enterprises.  The prediction was that the treatment would be successful.  And, moreover, that the reasons for ‘false’ self development on the basis of some interference with appropriate nurture during infancy would be discovered during the family treatment.  This material was, indeed, revealed.  And it became clear that in Anna’s case the interfering and impinging factors were the Holocaust images, and attendant grief and numbing which had obsessed Anna’s mother during her daughter’s infancy.


We would suggest these images and their accompanying depressive mood rendered the mother rather insensitive to her infant’s subtle signals.  In some ‘contagious’ way the images themselves were ‘ingested’ by Anna during feeding and they acted in the manner of ‘environmental impingements’, to use Winnicott’s terms.  We propose these terms ‘interfering images’ and ‘image contagion’ to describe the phenomenon.


The problem of identity is central to the picture, Anna forced the utilization of a primarily family-oriented approach during the initial and final phases of the treatment of her episode of anorexia.  This could be understood as avoidance of individual contact with her therapist.  At some level, It is possible to view this as a fear of a man, or of her own sexuality.  Perhaps she could only display her sexual nature to her therapist in the presence of her mother, in addition to being, in her own right, a significant figure who could now accept her daughter’s sexuality, and so help her not to fear or feel overwhelmed herself.  Female sexual identity is built up and experienced in relation to mother just as significantly as is its discovery, and acknowledgement in relation to father as a man.


We understood her manifest illness in the manner of a hysterical symptom in a body part presenting in an individual, here, as part of a family.  We understood her metaphorically, or even mythically, as saying: “I suffer from reminiscences like the hysterics—I am a depository of the horrendous memories of another, who is present in this room with us”.  For us, it was as if Anna was saying: “I am her dreams, her tears, her images; all these in my body.  From my beginning, my body was transformed, disfigured, almost disembodied, in the mind of another; when my mother will recover her own reminiscences, and will deal with them, I will be freed of my symptoms”.


And so it happened.  As mother revealed her haunting memories in the family sessions, Anna was freed to recover.  Kestenberg, J., Kestenberg, E. and Decobert, D. (1972), in our opinion, used psychoanalytic psychodrama as a way of working through the interplay of me – other, in order to effect separation – individuation in their anorexic patients.  In the case of Anna, the psychodrama happened in its own time and way, during the crucial extra turning-point session, when Anna’s mother was also present, as a key participant-observer.


The questions must be asked – how does one human being become the receptacle of another’s images?  And, moreover, how do these memories become embodied in someone else’s very body, as well as behaviour?  We suggest the concepts of image and affect contagion may be useful in partly elucidating answers to these questions.  Structure and function are inseparable here, as always.  Man is conceived as a continuous symboliser, however little of the capacity surfaces to organized consciousness.  Self-image is part of the symbolic consciousness of bodily self and other.  The way in which the self-image is built up can be re-examined with reference to findings and questions raised by this case.


Schilder’s contributions (1950) to the understanding of body-image development were derived from the study of hysterics and of cases with organic cortical brain damage.  His work can be augmented by studying also psychotics and psychosomatically ill people, including those with anorexia nervosa and obese patients.  To Schilder’s work we now add the discovery that in the interplay of experience and desire, as between parent and child, both parental expectation and their memories exert influence, just as do their moods, bodily sensations, attitudes and signals.  Limited by genetic and interuterine-conditional givens, development is affected also by parental memories.  These memories and dreams naturally influence the ways in which they deal with their offspring throughout life.  Infants are highly vulnerable creatures: initially there is created a being without skin—open to incorporating the memories of others into his being.


We would like to relate our speculations with Mijolla’s (1981) concept of “phantasme d’identification”.  But this will require more study on our part.  As Chiland, C. (1981) recently said, the term “identity” in the sense of “personal identity” has little place in the language of Freud.  His preferred term is “identification”.  For us this suggests a more dialectic way of looking at the problem as a process, an interplay between at least two poles.  She said further: “Because the development of the baby depends upon the care of others, it could be said that the progressive process of identification is also a process of steady alienation”.  We asked: Could it be that the big contradiction is that the study of cases such as reported here will enlighten the knowledge of human alienation in general?


In this case the approach to treatment and the strategy described was effective.  The theoretical framework employed was psychoanalytical and was used by a single therapist, supported by supervision, within the family setting, as well as in individual psychotherapeutic work.  The growing understanding of individual and family dynamics thus gained and selectively shared, helped the family, the patient designated, and the hospital team (such as paediatricians, nurses, occupational therapists, teachers, aides, etc.), both to contain their anxiety, and also to interact with Anna in an increasingly appropriate way.  Thus, her recovery was facilitated.


We did not discuss the management of many of the transference—counter transference phenomena in this case.  Not much of transference interpretation was given.  Our impression is that it was correct.  This could be related to the specific technical need of the psychopathological structure of anorexia nervosa, to the fact that the patient was an adolescent (Jeammet, 1980), or to both of these reasons.


The material herein described is selectively presented to illustrate and to draw attention to certain features of anorexia nervosa which seem hitherto to have been neglected or overlooked in the relevant literature.

SUMMARY

This communication reports on the presentation, therapeutic intervention, and healing phase of an episode of anorexia nervosa in the life of a fourteen-year-old girl and her family.  The episode was sufficiently severe to require her hospitalization for one month, in the middle phase of the treatment.  A pivotal incident during treatment will be described and discussed in detail, for it was a turning point from which recovery proceeded.


The therapeutic technique here employed was firmly based on a theoretical construct, with a prediction that was satisfied by the successful outcome.  In this paper, we attempt to delineate a method by which this is likely to have come about.


In our approach we consider other facets of the problem, and even family therapy essentially to be an area of applied psychoanalytical work.  Follow up is relatively short as yet, but barring severe adverse life stresses, over and above ordinary expectable crises, our prediction is that sufficient basic analytic-therapeutic work was done to make further development towards health likely.  In making this hopeful prognostic prediction, in particular we consider as important factors:

(a) The therapeutically facilitated and discovered availability of dreamspace and symbolism.  This may be similar to the “neuroticisation” of the process of the patient’s progression towards recovery.

(b) The furtherance of separation-individuation and autonomy which occurred;

(c) Anna’s acceptance of her female sexual identity at the individual level.

(d) Probably, most significant was the general relief at mother’s ventilation of her Holocaust imagery and memories (image contagion), which we believe, freed Anna of the need virtually to embody them.  We speculate how to relate these facts with the general theory of identity and self-image formation.
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