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Nossrat Peseschkian, M.D. was a specialist in psychiatrics and neurology
and a psychotherapist, as well as specializing in psychotherapeutic
medicine. He was born in Iran in 1933 and had lived in Germany since
1954. He did his medical studies in Freiburg, Mainz and Frankfurt and
received his psychotherapeutic training in the Federal Republic of
Germany, Switzerland and the United States. From 1969 to 2010, Professor
Peseschkian had a psychotherapeutic practice and day clinic in Wiesbaden.
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Academy for Continuing and Further Education in Medicine of the Hessen
State Medical Association. In 1997, Nossrat Peseschkian received the
Richard Merten Prize for his work, “Computer Aided Quality Assurance in
Positive Psychotherapy”. In 2006, Nossrat Peseschkian received the Order
of Merit, Distinguished Service Cross of the Federal Republic of Germany.
(Bundesverdienstkreuz). The International Academy of Positive and Cross-
Cultural Psychotherapy - Professor Peseschkian Foundation - was
established in 2005. Nossrat Peseschkian passed away in April 2010 in
Wiesbaden, Germany.

 

A list of the books by the author Nossrat Peseschkian is included at the end
of this book.
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EDITOR’S PREFACE

 

In the ancient Near Eastern health care system, the doctor was responsible
not only for treating illness, but also, and above all, for the maintenance of
health. Psychotherapist Nossrat Peseschkian, the founder of “Positive
Psychotherapy”, has taken this tradition as his starting point. For him,
health is the foundation of therapeutic concepts. He encourages and
strengthens a person’s positive faculties, which, when illness strikes, help
him to get well again. This approach, which has been described in many
published works and successfully applied in practice, is, in this book, used
to interpret forty syndromes of psychosomatic origin. Each Chapter is
enriched by easy to remember stories, verbal illustrations and popular
sayings. At the same time, well-founded scientific and pedagogical
explanations are provided. This proven concept is applicable in many ways
in medical practice and throughout all areas of health. Furthermore, with its
stress on the patient’s potential for self help, the book significantly
complements contemporary medicine’s prevailing somatic orientation.
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FOREWORD FOR 2016 EDITION

BY HAMID PESESCHKIAN, M.D.

 

Psychosomatic Medicine has always been at the core of the attention of
medical doctors. The for centuries existing traditional holistic perspective in
medicine regarding body, soul and mind changed in the late 19th century
with the increase of a more physicochemical approach to disorders. Mental
disorders were regarded as brain diseases, and biological causes were the
main focus of scientific investigation. In the first half of the 20th century
anthropological medicine developed, which put the individual human-
being, his fate and life-story into the center of its attention. This approach
was further developed what we call today the “bio-psycho-social model”
which sees the individual in a complex process of different aspects and
situations which influence his well-being. Based on these developments, the
discipline of Psychosomatic Medicine gained the attention of psychiatrists
and internists, and due to the specific social security system in Germany,
hundreds of psychosomatic clinics and hospital were founded.

 

So, the German soil was a very fertile ground for Nossrat Peseschkian to
develop his concept of psychosomatic medicine. This textbook on Positive
Psychosomatics deals with the application of Positive Psychotherapy in
Psychosomatic Medicine. When it was published in 1991, Nossrat
Peseschkian used to say, “this is my last will and testament”. He considered
this book as his main professional legacy for generations to come.

 

Positive Psychotherapy was developed since the late 1960s and being a
neurologist and psychiatrist, Nossrat Peseschkian applied this new method
in the treatment of disorders. Nossrat Peseschkian applied the Positive into



mental health and education at a time, when the term positive implied some
strange feelings. Since the development of Positive Psychotherapy in 1977
and Positive Psychosomatics in 1991, the Positive has led to the
development of Positive Psychology (1998) and Positive Psychiatry (2012).

 

Twenty-five years after its first publication, this book is now re-published
for a broader international audience. In the mean-while, this book has been
published in several languages, and has been a reliable textbook and manual
for some generations of doctors, psychologists and other mental health
professionals working with patients with different disorders and in different
cultural settings. At the same time, like all the other 27 books of Nossrat
Peseschkian, it uses a language which can be understood by everyone who
want to use this as a self-help book.

 

May this book inspire many readers to understand the complex and
fascinating processes of human reaction, and show the path to a more
humanistic and positive approach towards the treatment and prevention of
disorders.

 

Wiesbaden (Germany), April 2016

 

Hamid Peseschkian, M.D., D.M., D.M.Sc., I.D.F.A.P.A.

German Board-certified psychiatrist, neurologist and psychotherapist

International Distinguished Fellow, American Psychiatric Association
(APA)

President, World Association for Positive Psychotherapy (WAPP)



Managing and Academic Director, Wiesbaden Academy of Psychotherapy
(WIAP)

Medical Director, Wiesbaden Psychotherapy Center

Head, Psychotherapy Residency Program, WIAP-Academy

Senior Adjunct Faculty member, psychotherapy residency training, State
Medical Chamber Hesse

Past Vice-President, German Association for Psychodynamic
Psychotherapy (GAPP/DFT)
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FOREWORD FOR THE FIRST ENGLISH EDITION

 

Unlike many other books on psychosomatic medicines, the approach of
Nossrat Peseschkian is more on health than illness. It also beautifully
explains how the Principles and technique of Positive Psychotherapy
developed by Professor Peseschkian can be usefully applied in the
successful management of psychosomatic disorders. This has been
elaborately described through examples of thirty nine ailments and
syndromes, which are clearly structured and comprehensively presented.

 

Professor Nossrat Peseschkian, opines that the traditional schools of
Psychotherapy take their view of people largely from their
psychopathology. Consequently the subject of their studies is illness and as
a result the persons sickness and not the patients psyche is treated.
Therefore, in Positive Psychotherapy the emphasis is not on their illness or
symptoms but on the capacity or the strength and resources of his patient,
which makes the technique of Positive Psychotherapy unique.

 

The author while describing various psychosomatic disorders and
symptoms explains, how these symptoms develop and how they can be
resolved. The novel methods used in Positive Psychotherapy encourages the
patient not only to give the doctor - a detailed account of the development
of his ailment but also facilitate in narrating all the realistic and unrealistic
thoughts and fears which are evoked by his symptoms. This method is akin
to “Self healing”.

 

In pursuit of this aim, Positive Psychotherapy employs a multitude of
procedures, techniques and methodologies, in accordance with the manifold



forms of appearance of emotional disturbance and uniqueness of each
patient. For example, the frequent use of appropriate stories is an intelligent
method to evoke intuition and imagination into Psychotherapeutic
procedure. Stories can be used effectively as mediators between the
therapist and a patient without threatening the patient’s ego or his concepts
and values. The effective use of parables and stories based on ancient
wisdom helps in providing psychological insights to the every day problems
of life in a cultural context.

 

The purpose of the book titled “Positive Psychosomatics - Clinical Manual
of Positive Psychotherapy” - is to advance theoretical and intervential
strategy for effective management of common psychosomatic disorders is
well served. The book will be useful to all professionals interested in
psychosomatic medicine and psychotherapy techniques, based on Positive
Psychotherapy principles.

 

India, January 2013

Professor Shridhar Sharma, M.D.

FRC Psy (Lond), DPM, FRANZCP

(Australia), DFAPA (USA), FAMS

Emeritus Professor, National Academy

of Medical Sciences, New Delhi

 



 

If someone seeks health, ask him first

whether he is prepared

to avoid all the causes of his illness

from then on.

Only then can you help him.

Socrates
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1. AN INTRODUCTION TO POSITIVE PSYCHOTHERAPY IN
PSYCHOSOMATIC MEDICAL PRACTICE

 

“He who works alone adds.

He who works with others multiplies.”

(Near Eastern saying)
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PRELUDE

 

In my transcultural research, I have discovered that in many oriental
cultures, the physician is only honored as long as his “patient” stays
healthy. Under this ancient eastern health care system, the doctor is not
primarily responsible for treating the illness, but rather for the maintenance
of health. These observations and considerations have encouraged me to
develop a model which attempts to place health, rather than sickness, at the
core.
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THERAPY AND THE IMAGE OF MAN

Times change,

and we change with them.

 

The principles applied to the treatment of somatic and mental illness have
always depended on the conceptions regarding the image of man prevailing
in a particular period of history. Modern medicine, shaped by the
development of the West, is a medicine of disease. Research is directed at
the developmental conditions, laws and possible interventions for each
malady. Such ailments are often abstracted, i.e., seen in isolation from the
people afflicted by them, from the ill.

 

The labels attached to illness have changed. What before was called
pestilence, plague and pox are now, in our culture area, called heart disease,
vascular and bronchial ailments, depression, anxiety, agitation, hopelessness
and perplexity. Against the background of the history of medicine, this is
understandable. Following the great success of the hard sciences in
combating infectious disease in internal medicine and surgery, an illusion
came to be accepted, which may be described as follows: man is a machine
that requires repair - it must be lubricated and defective parts must be
removed and replaced with spare parts. As a rule, the psychological domain
has been considered peripheral. Today, however, we can no longer ignore
the finding that about 60 to 80 per cent of all illness is psychologically
conditioned, or at least psychology is a co-factor in these cases. Headaches,
gastrointestinal ailments, sleep disturbances, rheumatic disease, pain,
asthma, heart ailments, sexual malfunction, anxiety, depression and
compulsion, etc., are today increasingly observed from the viewpoint of
experience and how one deals with experience, as well as psychological and
psychosocial conflict.



 

However, the move to prophylactic, preventive thinking is not solely the
contribution of medicine and psychology; it is also due to the institutions
that must “administer” illnesses and their consequences: hospitals,
insurance companies, and political and religious institutions. It is clear that
illness is no longer a private matter, and concern with it is no longer
restricted to highly specialized scientists or those responsible for health care
policy. Each of us is affected, whether directly or indirectly. In every case of
psychological and physical-psychological concern, we may find such
connections, if we are willing to look beyond the individual patient’s linear
case history. One might ask the question, who is sick and who should be
treated, the person who presents himself or herself as a patient, his family,
his marriage partner, his superiors and professional colleagues, society and
its institutions, the politicians who seek to represent him in his social
concerns, or those who offer him their services as therapists? With this, the
way people usually treat the mentally ill, as well as the very foundations of
psychiatric care, may be called into question. The point is no longer merely
whether a determined treatment is required for a specific illness, e.g.
referral to a psychiatric clinic. Rather, we stress the question, what meaning
does a certain measure have for the patient and his family, and how does it
unfold in the course of the illness (see Peseschkian, 1986).
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PSYCHOTHERAPY INSTEAD OF PSYCHOPATHOLOGY

 

The current situation in psychosomatic medicine and psychotherapy calls
for the development of procedures that are both economical and efficient. In
addition to the technical questions related to therapeutic procedure, content-
related questions, concerning the criteria with regard to which the existing
conflict is to be described and worked through, acquire importance.

 

The goal is to find a shortcut to continuing and further education, alongside
psychoanalysis (with its “great professional paideia”), which is the standard
method of psychotherapy. Such a shortcut should, using conflict-centered
methods, provide access to the psychological dimension of illness. It must
be compatible not only with psychoanalysis, but also with other
psychotherapeutic procedures; only in this way can it make a contribution
to understanding the holistic relationships within psychotherapy. The
assumption is that colleagues from different areas will be willing to
incorporate other models of thinking. The latter attribute different meanings
to the concept of illness and put forward differing strategies of treatment.
Whether the illness is mental, psychosomatic, psychotic or somatic is of
only secondary importance. Positive Psychotherapy, as a “noteworthy
synthesis of elements of psychodynamics and behavior therapy (Benedetti,
1983a),” meets these requirements.

 

Psychotherapy and psychodynamics, following upon Freud’s great
discoveries, have learned to “problematize,” i.e. to bring problems to center
stage, work out conflicts and bring out long suppressed or denied
aggression, making them accessible to consciousness and highlighting
differences. This occurs in the sense of the classical citation from Freud:
“Only when one studies illness does one learn to understand normality.” As
important as is this contribution to the understanding of conflicts, it does



bring in its wake doubt, anxiety and regression for those who hope for help
from it. It even has the potential to ensnare one’s entire self image in
conflicts and conflict-laden preoccupations.

 

In psychosomatic medicine, Positive Psychotherapy and family therapy turn
classical procedure on its head in one essential point - or, better said, put it
back on its feet. Before the conflict-laden differences, for example within a
family, are therapeutically differentiated, the following questions are raised:

 

In all these difficulties, what keeps the family together? What do the
individual family members have in common, to bind them together still?
What meaning does the symptom have for keeping balance in the family and
stabilizing the mental home economics? What possibilities, strategies and
styles of conflict resolution do the members of the group, and the group
itself, have available?

 

This means that we must not stand still after we have described the
pathological, i.e., disturbed or morbid, condition. Instead of a
psychopathology of everyday life, as Freud wrote, current requirements and
the development of psychotherapy itself present us with the task of putting
forward a psychotherapy of everyday life. To do so, we must not limit
ourselves to the manifestations of the unconscious, but rather prioritize
interpersonal relationships and the inherent capacities of man.

 

These considerations imply that my concept of Positive Psychotherapy in
psychosomatic medicine must not be restricted to constructing etiological or
pathological models. Instead, it comprises the reciprocal relationships
among a patient’s domains of life. This phenomenon is grounded not only
in a comprehensive theoretical approach, but also in the pregnant question,
where can resources be found that will help us to come to grips with the



illness, get on top of it, live with it and, furthermore, through the unfolding
of previously unknown capacities and possibilities, find unique personal
meaning in this illness?
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FOR WHOM IS THE BOOK INTENDED?

 

I take a two-pronged approach. One aspect meets the criteria of scientific
work and provides references to verifiable data. The other aspect is aimed at
patients and their families, with a view to self help as a goal and an integral
component of psychotherapy.

 

While my previous books (The Psychotherapy of Everyday Life, Oriental
Stories as Tools in Psychotherapy: The Merchant and the Parrot, Positive
Psychotherapy, Positive Family Therapy, In Search of Meaning, and 33 Plus
One Forms of Partnership), all published in the original German as Fischer
Pocketbooks, emphasized the problems of education, self help and
psychotherapy, in this present book we have given priority to
psychosomatic issues. A basic model of psychotherapeutic treatment of
patients with psychosomatic disturbances is presented.

 

One essential aim of this book is to systematically and comprehensively
present the pathways of Positive Psychotherapy and their implications for
psychosomatic medicine and mental health, in such a way that specialists in
the different fields can get involved in information-sharing and practice.
The book is appropriate for all those who, in one way or another, are
involved in the field of health: physicians, psychiatrists, psychotherapists,
family therapists, psychologists and pedagogues. Furthermore, the book
reaches out to those affected: teachers, jurists, executives in administration
and business, social workers, educators in the household and all those who
do not close their eyes to the problems of interpersonal relationships and
who are prepared to make good use of advice and orientation.
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GUIDELINES FOR THE READER

 

In the following Chapters of the book, an attempt will be made to lay the
groundwork for an approach by Positive Psychotherapy, in its own
characteristic manner, to the issues raised by psychosomatic medicine.
Positive Psychotherapy has its own independent theory, from which its
potential applications within other procedures may be derived.

 

In Part II of the book, thirty-nine disturbances and syndromes are discussed.
In order to make it easier to get an overview, each Chapter is divided into
ten sections, as follows.
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1. THE POSITIVE SIGNIFICANCE OF ILLNESS

 

“Positive” (from the Latin “positum,” that which is given and factual) here
means to take the facts as one’s starting point. In a way, the positive
interpretation puts the knowledge about suffering and hardships, pain, cares
and sadness associated with an illness in the forefront and confronts it with
a side of illness which is less well known but even more important for
understanding and dealing in practical terms with the suffering: its function
and meaning, and thus its positive aspects. So, for example, Anorexia
nervosa may be interpreted as “the ability to make do with limited means
and to participate in the world’s hunger” (see Part II, Chapter 1). All
syndromes and symptoms may similarly be interpreted.
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2. DEFINITION

 

In this section, the syndrome is described in a short but clear and simple
manner.
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3. SYMPTOMS

 

The “Symptoms” section depicts the manifestations and symptoms.
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4. TRANSCULTURAL ASPECTS AND EPIDEMIOLOGY

 

The transcultural approach, which is central to Positive Psychotherapy,
describes the relativity of the concepts of illness and their dependence on
the culture areas in which they are found. Transcultural concepts, through
which the dynamics of the origin of conflicts are to be clearly seen, are at
the same time a way to prod the reader to experiment with alternative ways
of thinking (see the author’s In Search of Meaning). With many of the
newer clinical pictures, we must restrict ourselves to findings regarding
their frequency.

 

The data for Germany are always restricted to the area of the former West
Germany, and do not include the former East Germany.
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5. REVIEW OF THE LITERATURE

 

Here, the Positive Psychotherapy approach is discussed against a
background of the latest developments in specialized psychosomatics and
psychotherapy. On the one hand, an up-to-date overview of currently
prevailing directions of thinking and mental models is portrayed; on the
other, possibilities for constructive cooperation are suggested. The
comprehensive list of references at the end of the book makes it possible for
the reader to go more deeply into the respective sources.
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6. VERBAL ILLUSTRATIONS AND POPULAR SAYINGS

 

In order to put a clinical expression into context, a section follows on how
health and sickness are portrayed in verbal illustrations and popular sayings.
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7. STORIES

 

In my practice, as well as in seminars and lectures, I have again and again
seen how parables and Near Eastern stories appeal to listeners and patients.
For me, parables are verbal illustrations. As such, they promote
understanding and have key pedagogical value. Many people feel put upon
when they have to deal with abstract psychotherapeutic concepts.
Considering that psychotherapy not only involves specialists, but builds
bridges to non-specialists, the maxim, “make yourself understood,” applies
especially to it. This awareness has led me to include illustrative thinking,
stories and fables as aids to understanding in the therapeutical process.
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8. THE ROLE OF SELF HELP (PSYCHO-PATHO-PHYSIOLOGY)

 

In Positive Psychotherapy, this section applies at the outset of therapeutic
inquiry. The patient is not only a person who is suffering from a disease and
is subjected to therapy; he is actually the key figure in dealing with the
ailment. This implies that the patient and his near ones must be informed
regarding the illness, in such a way that it not seen as unalterable fate or a
therapeutic dead end, but rather that the art of diagnosis opens up options
for individual perspectives and ways out of the situation.

 

The role of self help is formulated in such a manner that the therapist,
speaking in a way that the patient and his or her family members can
understand, is able to provide explanations and encouragement. In the
process, four elements are taken into consideration from a psycho-patho-
physiological point of view:

 

a) complaints and physiology,

b) the actual conflict: four ways of working out conflicts - psychosocial
situation of mental tension,

c) the basic conflict: four forms of model dimensions - conditions and early
genesis, and

d) the actual and basic concepts: the dynamics of inner conflict.

 

Seen in this way, the complaints, the psychosocial situation of mental
tension, the early genesis and the dynamics of inner conflict are closely
inter-related.
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9. THE ROLE OF THERAPY

 

Here, the stress is on the thinking and behavior of the therapist. This
encompasses the positive and content-related procedures that merge into a
five stage treatment strategy. In the area of psychosomatic medicine, these
are meant to help the therapist to find an opening to possibilities and
alternative solutions, against a backdrop of objective and instrument-related
misunderstanding of the illness. An additional motivating factor has been
the need to design a strategy for conflict-centered psychotherapy that is as
economical and practicable as possible. Such a strategy breaks down into
the stages of observation-distancing, taking an inventory, situational
encouragement, verbalization and broadening of goals. These five stages
are a branching model of how the different approaches to psychotherapy
(psychoanalysis, depth psychology, behavior therapy, group therapy,
hypnotherapy, medication and physiotherapy) can work together.

 

For the therapist, the five stage branching model provides guidance on how
to structure therapy. It is a platform from which he can observe the course
of treatment, as well as providing helpful orientation for realigning his own
therapeutic claims. With it, he can move within the strange world of the
patient and his family without losing his way.

 

A case study exemplifies the respective strategy. It makes it clear that in
accordance with the individual needs of the patient and his or her family,
and depending of the therapist’s educational background and experience,
different therapeutical procedures may be adopted. Here, the therapist may
wish to call in other specialists or colleagues. In my own practice, I conduct
analytical individual and group sessions based on depth psychology.
According to the needs of the patient, other measures, such as relaxation



methods and strategies of behavior therapy, may be employed by my fellow
workers or other colleagues.

 

In order to provide the reader with practical tips, several case studies are
presented: in Part II, Chapters 1 - anorexia nervosa and bulimia, 4 - anxiety
and depression, 5 - bronchial asthma and nervous respiratory syndrome, 9 -
diabetes mellitus,17 - heart phobia and functional disturbances of heart
rhythm, 26 - rheumatoid arthritis and soft tissue rheumatism, etc. The
remaining case studies are summarized, observing the same criteria, in
order to facilitate the development of treatment strategies for the respective
clinical pictures. One syndrome is described in Part I (crisis intervention).
The other thirty-nine are described in Part II (which goes from anorexia
nervosa to dental hygiene).

 

The book has been written in such a way that it can be used in continuing
and further medical education. Furthermore, it may be employed within the
context of a psychological and “psychagogic” practice, as well as in
connection with patient counseling problems,
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10. QUESTIONNAIRE

 

This juxtaposition of important questions encourages the therapist, oriented
by the model of the four ways of working out conflicts, to transmit to the
patient a comprehensive understanding of the clinical picture described. In
this way, possibilities are opened up for freeing people’s capacity for self
help, so that in many ways, the therapist can approach the patient and his
family in a more humane manner. Perhaps new perspectives on how people
deal with themselves and their fellow man may result. The questionnaire
also provides the therapist with documentation of his achievements, which
may, either by itself or in combination with the therapy, facilitate
accountability (see Peseschkian and Deidenbach, 1988). The diagnostic
header questions are to be systematically “worked through.” The responses
may be statistically weighted, as the case may be. Nevertheless, the main
purpose is to improve the initial conditions of therapy.
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HOW SIGNIFICANT IS POSITIVE PSYCHOTHERAPY FOR THE
FUTURE?

 

Since my first book, Psychotherapy of Everyday Life (English edition 1986,
original German edition 1974), the considerations sketched out there have
been developed into a systematic and practical system of psychotherapy and
family therapy, which has been validated as a method. The draft of this
present volume has been referred to in fifty national and international
congresses, and in eighteen guest lectures (in the U.S.A., Finland, Hungary,
India, Canada, Australia, Iran, Brazil, the Soviet Union and China, etc.
Since 1969, I have, with the authorization of the medical association and
the State Medical Chamber of Hessen, been practicing depth psychology-
based and analytical psychotherapy. Since 1976, I have been a professor at
Academy for Continuing and Further Medical Education of the State
Medical Chamber of Hessen, active in further education in psychotherapy
and psychosomatics.

 

Since September, 1990, the model, “Positive Psychotherapy and Positive
Family Therapy,” has been officially recognized by the Hessen Medical
Chamber as a method of psychotherapy (a so-called additional method). A
“Wiesbaden Further Education Cluster for Psychotherapy and Family
Therapy (WIPF),” charged with all further education involving additional
work in psychotherapy, has been established. In addition to myself, the
faculty has the following members:

 

Professor S. Goeppert, M.D., Freiburg im Breisgau: medical psychology
and analytic self experience groups; Professor R. Battegay, Basel: analytical
group therapy and self experience; Professor H. Schulze, M.D., Berlin:
neurology and psychiatry, medical psychology; C. Gärtner-Huth, M.D.,
Eltville: neurology, psychiatry, psychotherapy; F. Killing, M.D., Darmstadt:



internal medicine, psychotherapy, psychosomatics; G. Gerhardt, M.D.,
Mainz: general medicine, Balint groups; A. Aziz, M.D., Aachen:
psychotherapy, Balint group leader; H. Orth, M.D., Steinbach: internal
medicine, psychosomatics; D. Schön, M.D. and psychologist, Regensburg:
neurology and psychiatry, psychotherapy; R. Bohrer, Ph.D., psychologist;
H. Deidenbach, Wiesbaden: behavior therapy, hypnosis, relaxation
methods.
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CRITICISM AND COOPERATION

 

Traditional medicine and psychotherapy may be described using three
criteria: a) a psychopathological procedure with the goal of eliminating
illness, disturbances and conflicts; b) a multitude of methods, often existing
side by side; and c) the passive behavior of the patients. Positive
Psychotherapy, with its three basic approaches (positive procedures as a
response to psychopathology, content-related procedures as mediators for
cooperation among various disciplines, and five stage self help and therapy
to activate the patient), seeks to broaden traditional procedure. Self help
concerns dealing with concrete problem situations:

 

- How am I to I deal with my depressive or schizophrenic patient?

- How am I to I behave toward my anxious child?

- How am I to I behave toward my unfair boss? etc.

 

In my book, Positive Psychotherapy (Peseschkian, 1986), I presented
various psychotherapeutic approaches (psychoanalysis, behavior therapy,
individual psychology, analytical psychology, logotherapy, conversation
therapy, gestalt therapy, etc.), possible ways of translating them and
pathways to cooperation among diverse professional orientations.

 

In the unfolding of my work since 1969, I have continually received
encouragement, questions and criticism from numerous colleagues.
Comments have mainly concerned three aspects:

 



1) The model is said to be eclectic; different models must supposedly not be
bound together.

2) The conflict-centered short therapy that I practice is alleged not to lead to
a restructuring of the personality.

3) The content-related procedure supposedly cannot be explained through
depth psychology.

 

With regard to the first point. A great number of therapeutic methods
offered today stand next to and against one another, largely not
interconnected; and no communication among them seems to be possible.
This situation can only be overcome if a meta-theory assigns to each
individual procedure and theoretical approach its corresponding
importance.

 

I have sought to establish such a meta-theory in Positive Psychotherapy.
The multitude of methods manifested therein may seem to some colleagues
to reflect eclecticism. However, this eclecticism is of a systematic nature,
rather than a mere potpourri of experiences. When and why certain
particular methods can be applied in psychotherapy is clearly identified.
The apparent eclecticism is a response to the multitude of disturbances and
individual possibilities for working them out, each of which requires its
own special remedy. If one ignores this fact, the result is that each clinical
picture and group of patients which are not covered by narrower theories is
excluded from psychotherapeutic care. It is this very point that makes
necessary a complex procedure with regard to the diverse forms of therapy,
each with its own prescription. This brings us to the current trend to strive
for interdisciplinary bridges and possibilities of communication among the
different schools (cooperation between physics and medicine or psychology
and the social sciences, common applications of group therapy and
individual therapy).

 



The very multiplicity of the problem situations we face implies a need for a
multiplicity of methods, in order to be able to deal with all these problems.
Cultural psychology has shown that wherever one fails to take into account
the dimension of time, the result is fixation and unreasonable attempts to
force fit reality - in politics, science and religion. Although, for example,
science generally leads to new knowledge, even here we not infrequently
find dogmatic fixation, with scientists turning against timely new
knowledge. In psychosomatics and psychotherapy, wars of the methods are
as old as the hills. In my book, In Search of Meaning (Peseschkian, 1985), I
have described a number of historical examples.

 

From a transcultural viewpoint, the accusation of “eclecticism” takes on
new significance. This was illustrated by Professor A. Leontiev, of the
Department of Psychology in Moscow, in his last interview (Sintschenko,
1989, p. 76-90): “In the U.S.A., the work of a Soviet psychologist was
published. In the editor’s preface were to be found a few friendly remarks
about the writer. Among other things, it was stated that in the presentation
of his material, he had been ‘extremely eclectic.’ Alexander Luria and I had
to console the author, who was highly annoyed, persuading him that the
editor, in his own way, had intended to praise him, because in his world,
“eclecticism” is synonymous with “breadth of viewpoint” and the capability
to simultaneously accept different teachings; and that his remarks had
consequently been meant as a compliment to our colleague.”

 

With regard to the second point. My goal is a synthesis of conflict
dynamics, as understood in psychoanalysis and depth psychology, with
behavior therapeutic medicine. Content-related procedure reduces verbal
barriers and raises the patient’s potential for self help. Professor Langen, in
Mainz, who had already greatly encouraged me in my work, has contributed
greatly to the development of short therapies. Since 1988, payment for short
therapies has even been reimbursed by health insurance policies.
Nowadays, health care requires that colleagues from different areas assist
one another with short therapeutic procedures. Over the years, I have often



observed that even after several hundred sessions, many therapies
conducted by colleagues have not been successful.

 

The conflict contents show the topography of a conflict. Such conflicts have
components that play out in the individual personality, as well as
components that manifest themselves in interpersonal contact. There is a
correspondence between them; they represent different ways in which a
conflict can be described.

 

Like anatomy, the topography of the human body reveals psychologically
and sociologically distinguishing features of human life and experience; we
seek to point out such features. The question is, how do these different
psychological instances relate to one another, in which mental and
interpersonal rules of the game are they expressed, and what dynamics
develop. Four different initial approaches may be distinguished:

 

a. Psychodynamics in the strict sense, i.e., organization of the course of
conflict within the personality.

b) Social dynamics, i.e. the mutual processes internalized by the
personalities involved.

c) Sociogenesis, i.e. the development of group tradition, which interacts
with the impulses of the members of the group.

d) Psychogenesis, i.e. the conditions of individual development that lead to
determined conflict contents and personality structures.

 

With regard to the third point. Since 1969, I have been practicing depth
psychology-based and analytical psychotherapy. Several hundred expert
opinions have been issued. Outside of a few inquiries by the experts, there



has never been a serious problem, except in one case. In that particular
situation, a supervisory expert was called in. In his statement, he wrote the
following, among other things: “I am persuaded that the form of
psychotherapy he [Dr. Peseschkian] practices meets the criteria of depth
psychology-based psychotherapy, as found in B.1.1.1.1 of the
Psychotherapy Guidelines … and that the prerequisites for promising
application of this newly discovered form of psychotherapy are at hand….”
So, I hope that this book may expand the possibilities and chances for
learning from each other and working with, rather than against, one another.
Dr. Marga Rothe, of Heidelberg, writes of Positive Psychotherapy, “In
short, the outcome of his short therapy is to extend one’s scope of vision
backwards (analysis) as far as necessary and to broaden one’s vision of the
future as much as possible.”
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2. PSYCHOSOMATICS EAST AND WEST

 

“He, who knows himself and others,

will also recognize that East and West

cannot be separated.”

(Goethe)
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A STORY ON THE WAY: “EASY HEALING”

 

The nephew of King Ghabus-Woschmgir was deathly ill. All the physicians
in the land had abandoned hope. Medicine had no effect. Because the
doctors came no more, the king consented to call Avicenna, then a young
man of 16, to take on the case. As Avicenna entered the palace, all were
astonished at his courage, his resolve to help the patient, where all the
learned hakims of the land had been forced to confess their helplessness.
Avicenna beheld the patient, a thin, pale young man, stretched out in the
courtyard. The patient did not respond to his questions, and the onlookers
reported that he hadn’t said a word for days. Avicenna took the patient’s
pulse and held his hand for a long time. Pensively, he lifted his head and
said, “This young man must be treated in a different manner. For that, I
need someone who is at home in this city, who knows every street and alley,
all the houses and all the people who live in them.” Everyone was amazed,
asking “What does healing the sick have to do with the alleyways of our
city?” Despite their doubts, they obeyed Avicenna’s command and brought
him a man of whom it was said, he knew the city like the back of his hand.
As he held the patient’s wrist, Avicenna asked the man to name every
quarter of the city. When a certain quarter was called out, Avicenna felt the
pulse suddenly accelerate. Then he had the man name all the streets in that
quarter until, at the mention of one of the streets, the patient’s heart began
to beat faster. Finally, Avicenna asked that all the alleys of that street be
named. The expert named all the alleys, one by one, until suddenly, the
name of one small, little known alley suddenly aroused the patient. With
satisfaction, Avicenna commanded, “Bring me a man who knows all the
houses on that alley and can name all their dwellers.” Avicenna got him to
count off all the houses in the alley, and the patient’s pulse betrayed the
right one. When the informant set out to name all the members of the
household, he named one girl. With a thump, the patient’s pulse accelerated
wildly. Avicenna announced, “Very good, everything is clear now. I now
know the young man’s ailment, and his illness is easy to cure.” He stood
erect and proclaimed to all those present, who were gaping at him: “This



young man is suffering from the sickness of love. His bodily complaints
have their root in this. He is in love with a girl, whose name you have
heard. Go, fetch the girl, and make her his bride.” The patient, who very
attentively and excitedly had fastened on every word Avicenna spoke,
turned red behind the ears and hid with shame under the bedclothes.

 

The king made the maiden the bride of his nephew, who enjoyed excellent
health from that moment on.

 

(after Mowlana, a Persian poet, 1248-1317 AD; from Peseschkian, 1986).

 

Avicenna approached the search for the causes of the prince’s depression in
a quite unconventional and comprehensive manner. In his ruminations
regarding the causes, he did not allow himself to get “stuck,” but rather
began to analyze city districts and streets for their psychosomatic-functional
significance. Nevertheless, Avicenna was a prisoner of the mental models of
his time: outside of unrequited love, he could hardly have hypothesized any
other cause of depression.

 

Had the prince been concerned with or deeply troubled about the social
injustice in his land, the socially assigned responsibilities he had to live up
to, or certainty of the meaningless of his life plan, Avicenna wouldn’t have
got very far with his research method. He would have been probing in the
wrong place, or barking up the wrong tree.

 

Since the time of folk psychotherapeutic procedures in the old Near East,
much has changed in psychotherapy. Treatment of psychological problems
and behavioral disturbances has become increasingly systematic and



situated in a scientific framework. The functions of learning have been
differentiated and personality dynamics and their embeddedness in a social
nexus discovered.

 

Figure 1: Easy Healing (from Peseschkian, 1986).

 

Unsystematic as it may have been, knowledge of psychosomatic medicine
is not the only aspect of old Near Eastern stories to anticipate modern
psychosomatics. They offer rudimentary interpretations of therapeutic
procedures that have only recently been structured and scientifically
systematized.

 



One impressive thing about Avicenna’s therapeutic procedure is his
recursive approach. He didn’t tell the patient he should say something, nor
provide him with means supposedly for his empowerment, but rather went
over all the possibilities with him, saying all the street names: he zeroed in
on the triggers of the illness. That the trigger for the young nobleman’s
ailment was discovered to be unrequited love is less a characteristic of
psychosomatic illness than it is of the preference for that theme in the old
Near Eastern world, not unlike the way stress - however that is understood -
is favored today as a psychological cause of bodily ailments.

 

On the other hand, we find, then as now, a skeptical mistrust of
unconventional methods. For the treatment logic of conventional therapy is
so simple: pain, for example, must be “alleviated.” If the causes of pain are
inaccessible, the symptom is cured, and that’s the end of the treatment
cycle. The question as to what meaning the pain may have and what
disturbances in the bodily/psychological organism it points to, what
possibilities it suggests for the future and what chances it opens up remains
mostly unasked. It is as though the symptom, the sign of illness, were
illuminated by a bright spotlight. Only the figure of the symptom is visible;
its background disappears in the dark of night. The symptom thus exercises
an undreamed-of fascination, while the residual capacities, the context of
the symptoms, remain invisible, like ants on a black stone. This may be at
the root of the insecurity we feel when we leave the light of the symptoms
of the illness and begin to concern ourselves with the initially unknown or
scarcely knowable capacities.

 

Just as Avicenna needed a local geographer, thoroughly familiar with the
city map, its quarters and streets, its houses and the people who live in
them, we need a plan to help us to recognize, along with the factual
(positive) symptoms, also the factual (positive) available capacities. From
these capacities may be derived possible solutions, which help either to
eliminate the causes of the illness or, if that should prove impossible, to
help the patient to better live with the illness or put up with any unpleasant
side effects of the therapy.



 

This way of thinking does not contradict traditional medical thinking, which
is indebted to science; rather, it complements it. Such complementation,
aiming at comprehensive diagnosis, acquires increasing importance as
medicine becomes ever more specialized, always examining differentiated
aspects of the human being - and thus almost inevitably losing sight of the
person himself.

 

Mistrust of this development and mourning for the demise of the
“universal” family doctor of the past is probably nothing but nostalgia.
Medical progress, with its increasing technical and pharmacological
possibilities, is a net gain for the patient’s security and chances for recovery.
However, the intensity with which one immerses oneself in a specialty and
insists on one’s competence in one’s own field can also imply that other
important factors involved in the etiology or configuration of the ailment, as
well as significant factors that could contribute to health, are neglected.
Here is an example from my practice.

 

A 32 year old female patient was suffering from attacks of anxiety, stomach
problems, headaches, inner unrest and shoulder and arm complaints.
Treatment of the stomach problems began symptomatically, by a
gastroenterologist. In the next episode, the shoulder-arm complaints were
treated by an orthopedist, using short wave. Depression and anxiety were
treated by a psychiatrist, who prescribed tranquilizers and antidepressants.
The headaches drove the patient to a neurologist, who diagnosed neuralgia
of the trigeminal nerve. The patient resigned herself to this diagnosis for
two years, until her gastroenterologist referred her for psychotherapy. Here,
it was discovered that all the symptoms were derived from a psychological
conflict that had found somatic expression.

 



This conflict reflected the following outward events: the death of her
beloved brother, marital problems and the loss of her job. The patient
repressed this conflict, reacting through her symptoms; and she found
support for this reaction from the doctors who were treating her. The
internist, who was interested in psychotherapy, was the first one to notice
the patient’s full range of symptoms, opening the way for a successful
causal treatment of the ailment.

 

Summary: The goal of this work with psychosomatic medicine in Positive
Psychotherapy is to work out a model that will be helpful in orientation and
structuring, making possible a comprehensive diagnosis of the patient and
taking into account the symptoms and their causes, as well as the indirect
causes derived from the life situation, environment, family, subculture and
culture. Furthermore, this model must be able to point out healthy
comnents, which are to provide resources for healing or the capacities and
energy for dealing with the illness and the altered life situation.

 

The Positive Psychiatric model in psychosomatics is not limited to
psychosomatic ailments in the narrow sense, i.e. to ailments in which the
body manifests a primary reaction to a conflict-laden experience, leading to
an organic-pathological diagnosis. In addition, it encompasses all bodily
and psychological complaints and can, therefore, provide counseling
assistance and serve as a tool of diagnosis and procedure for therapy, and be
applied in all the specialized disciplines of medicine. At first glance, this
claim may seem presumptuous. Nevertheless, it becomes clear when we
remember that whatever the specific ailment, we are in the last analysis
treating the whole person, even if we aren’t always held accountable for
that. The goal is for this simple thought to be internalized to such a degree
that it is present in all medical treatment.

 

If we undertake a corresponding analysis of existing misunderstandings
and, in the field of psychotherapy, of both bodily and mental suffering, we



will find a fundamental characteristic they have in common: one-sidedness
- which, in turn, must be regarded as a loss of oneness: the weakening and
dissolution of marriage and the shocking decline in family life; the alarming
increase in psychological disturbances of all kinds and, even more
worrisome, the worldwide increase in consumption of alcoholic beverages;
the unheard of explosion of drug abuse, with the damage it does to the mind
and soul of the addicted; race conflict; corruption and bribery in
government, politics and the economy; the threat of world war; the mad
race to manufacture “better and better” weapons of mass destruction, which
poison the atmosphere and destroy whole cities; the need to restrict
armaments to that which is necessary for domestic security and, together
with other nations, to strive for world order; religion’s failure to resolve
both personal and social problems; and the growing threat of atheism (see I,
Chapter 5, factors leading to a global cemetery and to world peace).

 

This example shows how important it is to break through the sickness
embargo and ask what relationship the patient had with his own future, and
what hopes, expectations, security and anxiety he harbored before the
symptoms broke out. On the one hand, such a procedure offers the therapist
a possibility for more comprehensive diagnosis, and thus a chance to
expand his access to the patient - who reacts directly to this relationship
with the doctor. On the other hand, the patient (as well as his family) gets
the chance to experience himself anew and to foment previously neglected,
one-sidedly developed or suppressed capacities, thus finding new ways to
take control of his life situation.

 

What do you think?Yes or No

 

Are world peace and cooperation among the peoples the next step in the
development of this planet?

 



Do human beings need upbringing and education in order to improve the
conditions of their lives and develop their capacities?

 

Do national, racial, class and religious prejudices block the way to peace?
Should they be cast aside?

 

Is full equality of rights for men and women one of the most important
prerequisites for peace?

 

Is the image of an incorrigibly egotistical humanity out of date?

 

Are the extreme differences between rich and poor one reason for the
instability in the world?

 

Do misunderstandings and narrow self interest get in the way of human
interrelationships in the world?

 

Do our children have a natural right to peace and the protection of nature?
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3. THE CONFLICT MODEL OF POSITIVE PSYCHOTHERAPY IN
PSYCHOSOMATIC MEDICINE

 

“Experience is the best of schoolmasters,

only the school fees are heavy.”

(Thomas Carlyle)
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STORY: “THE APPROPRIATE WORD”

 

Once upon a time, a ruler was brooding over the questions of life. Because
he was concerned with the nature of good and evil, he ordered his servant
to bring him the best, mot beautiful, and most valuable organs to be found.
The servant brought an animal’s heart and tongue. The ruler gazed at the
organs, contemplated their significance, and then sent the servant to fetch
the ugliest and worst organs. The servant went out, and again brought back
a heart and a tongue. Astonished, the ruler asked his servant, “You bring
heart and tongue as the best organs, but also as the worst, how so?” The
answered respectfully, “When that which a person feels and thinks comes
openly from the heart, and the tongue honestly speaks only the truth, the
heart and the tongue are the most valuable organs. The person to whom
they belong feels healthy and happy. But when one refuses to wear his heart
on his sleeve, denying his true feelings, and the tongue speaks untruth and
falsehood, both organs are pure punishment for the person to whom they
belong. The discord which he sows externally also fills his inner reality, and
he finds that happiness has parted from him.”
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THE DEVELOPMENT OF POSITIVE PSYCHOTHERAPY FROM A TRANSCULTURAL ANGLE

 

Nowadays, our situation in psychotherapy requires the development of methods that are both effective and
economical. It is not a question of adding to the already large number of theories, methods, concepts and
procedures available, but rather of obtaining fundamentally greater comprehensiveness. While many of the
existing psychotherapeutic procedures take disturbances and illnesses as their starting point, preventive medicine
and psychotherapy call for a different way of proceeding, starting with capacities and possibilities for development
instead of disturbances. If the development of the capacities is inhibited, neglected or shaped in a one-sided
manner, a disposition to conflict, whether hidden or manifest, ensues.

 

In my own transcultural situation (East-West), I have become aware that many ways of behaving, customs and
attitudes in the different culture areas are often differently weighted. For example, in Germany (the former West
Germany), the saying, “Eat whatever is served,” prevails. It is considered by many to be polite to silently
compliment the housewife or cook, thus letting him or her know that one doesn’t want any more. In contrast, in
many Eastern cultures, it’s good manners to just leave a bit of food on one’s plate. This does not mean that one
culture is any more impolite than the other, but that the different cultures have different conceptions of courtesy.
Likewise, other psychosocial norms, symptoms and clinical pictures are also relative, in that they are culture-
dependent (Peseschkian, 1985).

 

The transcultural approach is like a crimson thread running through the field of Positive Psychotherapy and
psychosomatics in general. We point this out because the transcultural viewpoint also makes a material
contribution to the understanding of individual conflicts. Furthermore, this aspect has extraordinary social
significance: problems related to foreign workers, development assistance, intercultural marriage, prejudice and
how to overcome it, alternative models derived from other cultures and, in general, the difficulties we have in
dealing with members of other cultures. Not to mention the political problems that often arise in a transcultural
situation.

 

Again and again, I have found that many parables, stories and popular sayings, whether of Eastern or European
origin, have always had two functions. Besides their entertainment value, they have been media of folk
psychotherapy since long before the development of modern psychotherapy. I have attempted to incorporate these
functions in psychosomatic medicine (see Peseschkian, 1986). A good example is the story, “The appropriate
word,” which illustrates the psychosocial norms of courtesy and honesty/candor.¹

 

Traditional sayings and popular sayings also manifest psychosomatic phenomena. For example, “Man, you’d be
surprised: the last shirt you wear [in the coffin] has no pockets.” “What is to shine in the homeland must begin at
home.” “It’s not so important to have what you want, but to want what you have.” “If you can do something, you
are somebody; if you save something, you have something.” “Better rats in your basement than relatives in your
home.” “After me, the deluge.” “That’s hard to swallow.” “It’s enough to make you lose your appetite.” “It takes
your breath away.” “Doubled over by the burden of his fate.” “Spewing venom and bile.” “It makes your hair stand
up.” “To get a stiff neck.” “To be under a lot of pressure.” “That just makes my blood boil.” “To rack one’s brains.”
“It makes me sick to my stomach.” “He gets under my skin.” “I was struck blind and deaf.” “It just galls me.” “It
left me speechless.” “It bowled me over,” etc.

 



Behavior/ Concept West

Illness When a person is sick, he’d like to have rest. He is visited by few people. Visits are also perceive

Death “We ask that you abstain from sympathy calls. I have to deal with my own fate by myself. Now, 



 

My fascination with the transcultural viewpoint concerning East and West grew stronger as I helped friends and
relatives who were seeking medical counsel in Europe. As an “intermediary between two worlds,” I observed how
seldom the patient’s description of his own sufferings was in agreement with the doctor’s diagnosis and therapeutic
procedures. The question in my mind was, why do physicians treat only the body, when everything seems to
indicate that the cause of the suffering is psychological?

 

Even in my own area of specialization, the discrepancy among the opinions of practitioners with regard to
treatment of patients with coronary and circulatory disorders was no less pronounced. I found that therapy
basically dealt with the area of medical specialization; it was rarely if ever determined by the patient’s particular
physical and psychological condition.

 

Following a “third way,” I was confronted by quite different ways of thinking in Western and Near Eastern
cultures. Having been raised by my parents in the Bahá’í Faith, I had nevertheless attended a Catholic school in
Teheran. Already at that early age I felt the influence of the two worlds. Steeped in the Bahá’í teachings of
tolerance, I wondered how the ubiquitous prejudice among the different peoples could have arisen (see
Peseschkian, 1996).

 

These experiences stimulated me to turn my attention to the significance of psychosocial norms for socialization
and the etiology of interpersonal and inner conflict. With European and North American, as well as Near Eastern,
patients, I discovered, based on psychotherapy in connection with existing symptoms, conflicts traceable to a
number of recurrent behavioral norms. I sought to examine these behavioral norms themselves and to get an
overview of such phenomena. Closely related expressions were classified together and, finally, an inventory put
together, with the help of which the content-related components of the key domains of conflict could be described.
That which, in education and psychotherapy, was presented as conflict potential and dimensions of development,
found expression in the domain of morality and religion as virtues.
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THE CONFLICT MODEL IN POSITIVE PSYCHOTHERAPY
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A) ACTUAL CONFLICT

 

Life events (e.g., changing profession, moving, death, etc.) and microtraumas
(cumulative events such as tardiness on the part of one’s partner, traffic jams, and
unreliability and unfairness on the part of one’s colleagues) affect an individual’s
personality in its bodily, psychological, social and spiritual dimensions (a question
regarding ca. ten events over the past five years). Through this encounter with
outward distress and the capacities and capacities for working out these tensions,
which lay the groundwork for the personality, the actual conflict is born (see
Peseschkian, 1986).

 

Scientific research has shown “how in partially diverse cultures quite similar
psychological processes in the social domain are recognized and classified as stress.
An American research group (Holmes and Rahe, 1967; Rahe, 1969) asked
representative samples in various countries (the USA, Sweden, the Netherlands and
Japan) the question, which experiences have they found to be particularly stressful.
Their astonishing finding was that the appraisals hardly varied, showing
approximately the order given in Table 1.

 

Table 1

 

1. The death of the husband 100 … …

2. Divorce 73 … …

3. Separation 65 … …

4. Prison 63 38. A change in sleeping habits 16

5. Death of a close relative 63 39. A change in the composition of the family 15

6. A wound or illness 53 40. A change in eating habits 15

7. Getting married 41 41. Time off 13



8. Being let off work 45 42. Christmas 12

9. Marital reconciliation 45 43. A minor legal infraction 11

10. Retirement 45 38. A change in sleeping habits 16



 

The above range of stressors indicates that there are certain experiences of higher
stress intensity and others which are generally perceived as less stressful. It is also
the case that unforeseeable events essentially produce greater stress than the
foreseeable ones. Finally, whether a stressor occurs only once or persists over time,
thus leading to increasing distress, is a decisive factor (Heim, 1989, p. 28).”

 

For the new millennium, Sabshin (1990) foresees in American psychiatry “a
concentration on the question, how a person stays healthy in the course of his
different phases of development, in the face of stressful events.”
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B) ACTUAL AND BASIC CONFLICT

 

In Positive Psychotherapy, the specific interaction of actual and basic
conflict is described using the following model: life events are weighted
and affectively loaded (against a background of biological and life-history
eventualities) by the Differentiation Analytic Inventory (DAI - compare
Part I, number 4) and the capacities, values, concepts and conflict
dispositions inventoried in the Wiesbaden Inventory for Positive
Psychotherapy and Family Therapy (WIPPF, Peseschkian and Deidenbach,
1988).

 

In all cultures, the actual capacities begin to crystallize already in gestation.
They are relevant in all stages and moments of life. Also in the reactions to
the events of the past five years, they are reflected in the comprehensive
development of acquired concepts. In therapy, it is thus only possible to do
a partial regression (e.g., with regard to problems of faithfulness, justice or
thrift). Often, in this content-related procedure, a restructuring of the
personality is spared.
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C) KEY CONFLICT

 

The above-mentioned developmental dimensions of the basic capacities
(four domains of the abilities to know and to love) are a prerequisite for
this, in their individual expression. As a result, behavioral dispositions, with
their affective and emotional components, emerge. In the courtesy/candor
dichotomy (which is referred to as a key conflict), these find expression in
the following:

 

• Courtesy encompasses the capability to adjust and fall into line, at the
price of renunciation of instinct and the emotional reaction of anxiety (see
Part II, number 26, “How does one ask about courtesy?”);

• Candor, as the capability to openly express one’s needs, stand up for
oneself and be assertive, entails the risk of aggression (see Part II, number
5, “How does one ask about candor?”).

 

We take this key conflict as the central connecting point, within which the
direction work with the conflict is to take is decided.

 

In our model, the connecting point, courtesy/candor, is seen as the point of
tangency with the following model of symptomatic etiology: The courtesy
reaction type corresponds, in CNS work with endocrinous and neural
transmission, to the anxiety reaction; the candor reaction type corresponds,
in CNS work, with aggression (see Figure 1).
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D) NEUROPHYSIOLOGY

 

The whole organism, especially the hormonal system and the vegetative
nervous system, participates in these occurrences. Both the central nervous
system (thalamus, limbic system, activation, reinforcement structures) and
the peripheral structures (catecholamine, adrenal cortex hormones,
autonomic nervous system) are involved. Neuropeptides (e.g., pituitary
hormones and hypothalamic peptides) and hormones produced by the
endocrinous cells and glands in the strict sense, as well as the transmission
substances produced by the central and peripheral neurons, are employed as
signaling substances. Thus, functional disturbances can arise out of either
organic or psychological syndromes, wherever they meet the least resistance.

 

The exchange processes between the different stages of this model may be
thought of as dynamic. They involve continual feedback, which can either
induce or reduce conflict. For example, overloaded control circuits can
multiply the influence of microtraumas on the subjective stress limits
(neurotic compulsion to repeat).

 

On the other hand, the system of continual feedback may also make possible
therapeutic initiatives.

 





Figure 1: The Conflict Model in Positive Psychotherapy
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TREATMENT TECHNIQUES DERIVED FROM ETIOLOGICAL
THEORY

 

The centerpiece of therapeutic intervention in Positive Psychotherapy and
Family Therapy is a five stage treatment strategy. The therapeutic point of
entry is the actual capacities and the basic capacities. We get underway,
bearing in mind the person’s existing capacities alongside the disturbances.
The goals of therapy are individually defined. In all events, the following
points are included.
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A) POSITIVE PROCEDURES

 

Here, we seek to take into account all the givens, whether disturbances or
capacities. One asks, for example, “What advantages do you obtain from
your inhibitions? What functions do sleep disturbances perform? For you,
what is the significance of your anxiety and depression?

 

Even clinical pictures can be positively interpreted:

 

Obesity: The ability to obtain satisfaction and a substitute for lack of
affection through eating. Stress on the senses, e.g., taste, aesthetic
appearance of foods, generosity with regard to alimentation.

 

Aggressiveness: The ability to react spontaneously, emotionally and
uninhibitedly to something.

 

Alcoholism: The ability to make conflicts temporarily bearable with the
help of alcohol.

 

Ambivalent behavior: The ability not to tie oneself down.

 

Fear of loneliness: The need to be together with other people.



 

Anorexia nervosa: The ability to make do with limited means. The ability to
participate in the world’s hunger.

 

Bedwetting: The ability to cry down below.

 

Depression: The ability to react to conflicts with deep feeling.

 

Jealousy: The ability to love without behaving in such a way as to be loved
in return.

 

Precocious ejaculation: The ability to quickly meet one’s goal.

 

Existential anxiety (angst): The ability to look to the future and not fall prey
to the illusion of security.

 

Laziness: The ability to avoid demands for achievement.

 

Fixation: The ability to be faithful to one’s own attitudes and behavior.

 

Frigidity: The ability to say no with one’s body.



 

Inhibitions: The ability to stand back and allow inputs to have their effect
on oneself. “If I don’t expose myself to danger, I don’t need to be afraid of
getting hurt.”

 

Heart attacks: The ability to take burdens and risk factors to heart.

 

Kleptomania: The ability to find something even before another person has
lost it.

 

Mania: The ability to see the glass as half full, rather than half empty; to
experience oneself as powerful and go beyond the trivia of life.

 

Masochism: The ability to give the other person an opportunity to take
pleasure.

 

Narcissism: The ability to love oneself and experience one’s supposed
weaknesses as something positive.

 

Paranoia: The ability to see oneself at the center of the world and perceive
the hidden powers of the self.

 

Impotence: The ability to withdraw from the arena of sexual conflict.



 

Psychosomatic symptoms: The ability to use organic paralanguage to point
out that at the moment, no other means for dealing with conflict are
available.

 

Sadism: The ability to take the active role.

 

Schizophrenia: The ability to split off the unbearable domains of the ego
and replace one’s unsatisfactory environment with an inner fantasy world.

 

Stress: The organism’s ability to adapt to a new situation can, in this sense,
be called stress.

 

Defiance: The ability to say no.

 

Social alienation: The ability to ignore binding norms or act against them.

 

Compulsive neurosis: The ability to see something through with
extraordinary precision, conscientiousness, punctuality and persistence (see
Part II, numbers 1-39; Peseschkian, 1985).
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B) CONTENT-RELATED PROCEDURES

 

It is often not the major events that lead to disturbances, but rather the
constantly recurring minor psychological wounds that finally structure a
personality that is particularly susceptible to conflicts. If, for example,
every day the mother gets annoyed with her child’s untidiness, this helps
neither of them. It would be better for the mother to grasp how a child’s
capacity for orderliness develops. It would be better for the child not just to
receive criticism, but to hear and see how he or she can behave better in
practice.

 

Another example: a person who has learned that he is only worth something
if he accomplishes something and is successful in professional and personal
terms suddenly suffers a deeply felt setback when for once he is unable to
perform a particular assignment.

 

This makes it possible to focus on the actual conflict. For example, “How
do you react when your partner arrives late for a date, or when he or she
doesn’t do what you think is right and important? What do you do when one
of your fellows lies to you, when he makes an unbearable stench or when
you have to talk at length with someone with very bad breath? How do you
feel when you are unfairly treated and somebody else is given preference?
What do you feel when you discover that someone has deceived you or
your marriage partner is betraying you? What do you sense when you are
facing a test?”

 

If one does not just read through these questions, but rather mulls them over
in each such situation, one will be able to see how emotions and affect are



stimulated by some of these issues, which do reflect actual capacities.

 

The approach presented above implies that patients should be queried
regarding their preparedness for conflict, in view of the actual capacities.
Where one person highly values diligence/achievement or thrift, another
emphasizes orderliness, punctuality, contact, justice, courtesy, candor, etc.
For their part, each of these norms has its own weighting, depending on
situational, group and societal factors. “Whenever I think about my boss’s
unfairness, I start to shake and get sick. Afterwards, I get a headache and
stomach problems (a twenty-eight year old employee with psychosomatic
disturbances).”
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C) GOAL ORIENTATION

 

This orientation is involved in attitudinal and behavioral change. It helps to
overcome the neurotic compulsion to repeat and makes it possible to deal
appropriately with the key conflict, courtesy/candor. Through such
interventions, people’s potential for self help is exploited; and the
etiological nexus of the psychosomatic disturbance is directly attacked.

 

The model described is not restricted to internal psychological events.
Through the targeted flexibility of the therapeutic setting, an attempt is
made to encompass bodily conditions as well as those within the psyche,
and also family and societal phenomena. For this, the criteria are, which
resources can be mobilized for the therapeutic situation, where is the focus
of the conflict located, and where can we expect to find that which has the
potential for the earliest possible working out of the conflict.

 

It is not the primary interest of the Positive Psychotherapy model to clarify
the etiology of particular conflicts, but rather to understand a human being
within his life situation, out of which his illness develops. Positive
Psychology encompasses all psychological, psychosomatic and somatic
ailments. With each person, it seeks to take into account content-related
aspects, in addition to the symptoms and dynamics of illness. It is not
merely fascinated by symptoms, but also asks about the meaning of the
symptoms for one’s comprehensive life plan. Through an “announcement
effect,” it seeks to reorient the individual in his or her life situation and
relationship to the future, to compensate for disturbances or functional
failures and to resolve conflicts, seizing whatever chances for change may
present themselves, and essentially taking advantage of every human
being’s indwelling capacities for such reorientation, compensation and
conflict resolution. Therapy stresses three aspects:



 

• prophylaxis,

• therapy strictly speaking, and

• follow-up.

 

Therapy is grounded in a transcultural mental model which expressly
encompasses a multitude of different forms of manifestation shaped at the
individual, family and cultural levels; and calls for unity in diversity. The
model breaks down into five stages:

 

• stage 1: observation and distancing;

• stage 2: taking an inventory;

• stage 3: situational encouragement;

• stage 4: verbalization;

• stage 5: broadening of goals.

 

Together with other things, one partner brings to the other conflicts,
difficulties, problems and crises. At the same time, each one gives the other
the chance to further develop his or her own personality and to find
adequate solutions to the conflicts. Confrontation has its place in many
other domains of human interaction: in children’s relationships with their
parents, in parents’ relationship with each other and in one’s relationship
with difficulties and with one’s fellow man. To see only pain in suffering
and only imperilment in conflict reflects a misunderstanding that brings in
its wake countless unforeseeable consequences.



 

It is, however, not sufficient to ask about the why’s of a disturbance,
suffering or test. Efforts to understand this question will be in vain if one
doesn’t also ask “where do we go from here?” This latter question implies
reintegration, a tendency toward oneness and further development.
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D) STATIONARY AND AMBULANTORY APPLICATIONS

 

The procedures of Positive Psychotherapy are applicable in both outpatient
and inpatient contexts. In the latter, preparations are made for self help and
outpatient follow-up after the inpatient phase has finished. In inpatient care,
the methods can be applied as conflict-centered psychotherapy.

 

In the course of treatment, a significant improvement in the condition is
generally to be found after a relatively short period of time (ten to fifteen
sessions). Controlled research studies have shown continuing therapeutic
success after one year. Especially favorable results have been found with
neurotic and psychosomatic disturbances. Experience with the methods of
Positive Psychotherapy has been garnered for marital (partnership)
conflicts, problems with childrearing, depression, phobias, sexual
disturbances and psychosomatic disturbances such as gastrointestinal
ailments, rheumatic complaints, diabetes and asthma. Several cases of
psychopathology and schizophrenia have also been treated.
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THE THEORY OF POSITIVE PSYCHOTHERAPY IN
PSYCHOSOMATIC MEDICINE
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A) THE POSITIVE IMAGE OF MAN

 

Just as a seed has a multitude of potentialities that unfold through the
influence of the environment (e.g., the soil, the rain, the gardener, etc.),
each human being’s capacities unfold in a close relationship with his milieu.
Positive Psychotherapy is grounded in the concept that every human being,
without exception, has two basic capacities: the ability to know (cognition)
and the ability to love (emotionality).

 

The ability to know means the ability to learn and to teach. Every human
being seeks to recognize connections in reality. He asks why an apple falls
to the ground, why a tree grows, why the sun shines, why a car moves, why
sickness and pain exist. He wants to know who he really is, where he comes
from and where he is going. These are not just philosophical issues, but also
questions that express a fundamental human need. Man’s natural curiosity,
which makes him ask such questions and seek answers to them, is an
expression of the ability to know. In pedagogy, it is expressed as a sharing
of knowledge.

 

Out of the ability to know develop the secondary capacities, such as
punctuality, cleanliness, orderliness, obedience, courtesy, honesty/candor,
faithfulness, justice, diligence/achievement, thrift, reliability, precision and
conscientiousness.

 

The ability to love means the capacity to love and be loved. Both
components are equally important: the ability to establish active emotional
ties (to love) and the ability to accept and bear emotional affection (to be
loved). The ability to love is not indifferent to the identity of the other party.



When we learn, produce or create something, the purpose and meaning of
this activity depend on the question, for what and for whom does it occur:
for oneself, for one’s partner and loved ones, for one’s interest groups, for
states, nations or all mankind, for the near or distant future, or against
them.

 

In its further development, the ability to love leads to the primary capacities
(see Table 2), such as to be able to love, to model, to have patience, to take
the time, to make contact, to give and receive tenderness and sexuality, to
trust, to have hope, to believe, to doubt, to attain certitude and to promote
unity.

 

We call the primary and secondary capacities actual capacities.

 

In this sense, we understand the abilities to know and to love as
psychological dispositions of every human being, the actualization and
differentiation of which are required. All other abilities can be traced to
these two basic capacities or be understood as the expression of different
combinations of the basic capacities; they can be applied in multifarious life
situations. The two basic capacities are functionally interdependent. The
appropriate development of one ability supports and eases the development
of the other. Every human being has basic capacities at his disposal, which
open up a wide range of possibilities for him. In accordance with the
circumstances of his body, his environment and his time, these basic
capacities are differentiated, leading to a characteristic structure of essential
traits (uniqueness). This implies that man is, in essence, good.

 

The principle of basic capacities may be found in the literature in many
different forms. All concepts in the social sciences directly or indirectly rest
on certain foundations or basic capacities, out of which behavior or feelings



are derived. In some schools of thought, these are drives; in others, the
ability to learn; in still others, emotional dimensions such as the endothymic
ground. The nature and the weighting of the respective basic capacities
depend on one’s underlying view of man.

 

One delicate complementary relationship which, in large measure,
corresponds to the basic capacities (the abilities to know and to love) is that
between science and religion. The former is particularly relevant to the
ability to know, while religion and weltanschauung seem to correspond to
the ability to love. Where the religions claim to give meaning, as well as
furthering a commitment thereto, science, in its broadest sense, seeks to
find such meaning. For example, a religion tells us that we should be
faithful and honest; psychology asks why a person becomes faithful or
unfaithful, honest or dishonest (see Peseschkian, 1985).

 

Figure 2: Basic capacities and their developmental conditions for giving
meaning (religion) and finding meaning (science) (from Peseschkian,

1985).
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B) ACTUAL CAPACITIES AND CONCEPTS (INNER CONFLICT DYNAMICS)

 

Out of these relevant behavioral and attitudinal norms, the Differentiation-Analytic Inventory (DAI - see Table 3)
has been developed, as a relatively comprehensive category system. I call the primary and secondary behavioral
norms contained therein the actual capacities (see Table 2). I hold this expression to be necessary, because these
norms, as capacities in human development, are innate; they are dimensions of development, the actualization of
which is furthered or suppressed through favorable or inhibiting environmental influences. They are called actual
capacities because in everyday life they are continually addressed in many different ways. In connection with the
psychosocial norms, the following questions have occurred to me: “Where do conflicts come from? How can
conflicts be adequately described? What is behind the symptoms of psychological and psychosomatic disturbances
and restricted interpersonal relationships, and how can such problems be appropriately treated?”

 

In the West, a trend may be observed to overemphasize the secondary capacities (e.g. achievement capability) and
to neglect the primary capacities (e.g. contact capability) (see Figure 3). In contrast, in the East, there is a tendency
to stress the primary capacities, which orient interpersonal contact; at the same time, various secondary capacities
are clearly neglected.

 

Table 2: Inventory of Secondary and Primary Capacities

 

Secondary Capacities

Punctuality Cleanliness Orderliness Obedience Courtesy Honesty/Candor Faithfulness Justice Diligence/Achieveme



 

The actual capacities are psycho-dynamically operative. They are related to psychoanalytic categories such as the
superego and the ideal self, depth psychological categories such as feelings of self worth and the inferiority
complex, and “desirable” and “undesirable” behavior in behavior therapy.

 

The actual capacities give us differential diagnostic indications and open up new possibilities for childrearing, self
help, mental health and conflict-centered psychotherapy, grounded in knowledge of the content-related area of
conflict. As for practical procedures, we ponder how to put the question, and then seek to operationalize each
individual actual capability through key inquiries.

 

In everyday descriptions and weightings and in mutual partner assessment, the secondary capacities play a decisive
role. When somebody finds another person sympathetic and nice, the grounds for this attitude may be as follows:
“he is decent and orderly, you can trust him.” On the other hand, one may put another person down by saying, “I
don’t like him, because he’s messy, always late, unfair, discourteous and miserly, and makes too little effort.”

 

Just as common as this example are the consequences of similar experience with moods and physical sensations.
So, for example, extreme fussiness, disorderliness, ritualistic cleanliness, dirtiness, exaggerated demands for
punctuality, tardiness, compulsive conscientiousness or unreliability lead to psychological and psychosomatic
assimilation in terms of anxiety, aggression and imitation, for example, as well as social conflict. Consequences
ensue, whether psychological, respiratory, coronary and circulatory, gastrointestinal, motor, neurological,
urological-genital or dermatological.

 

Exploration of the actual capacities is conducted with the help of the Differentiation-Analytic Inventory (DAI - see
Table 3) and the Wiesbaden Inventory for Positive Psychotherapy and Family Therapy (Peseschkian and
Deidenbach, 1988). The instructions for filling out the DAI read as follows: “Do conflicts arise in the area of
punctuality (or orderliness, etc.)? Which of you (you or your partner) more highly values punctuality (or
orderliness, etc.)?” Modifications in the instructions are possible, according to the peculiarities of each case.

 

Each individual domain of behavior is weighted. The highest subjective value attached to a given category is
labeled (+ + +), while the lowest value is shown as (- - -) (“attaches no value whatsoever to it”). The second space
is for the patient’s self assessment with regard to the actual capacities. The third space is for the patient’s
assessment of the partner; if necessary, additional space can be provided for other important reference persons. The
last space is for spontaneous remarks.



OceanofPDF.com

https://oceanofpdf.com/


 

C) FOUR WAYS OF WORKING OUT CONFLICTS (PHYSIOLOGY AND
THE PSYCHOSOCIAL SITUATION OF MENTAL STRESS)

 

Despite all cultural and social differences and the uniqueness of each human
being, it may be observed that in an effort to resolve their problems,
everyone has recourse to certain characteristic ways of working out
conflicts. When people have a problem, some get upset, others feel
overburdened and misunderstood, live in constant stress or can see no
meaning in life. We can express such difficulties in terms of the following
four ways of working out conflicts, with four corresponding modes of the
ability to know. These reveal how one perceives oneself and one’s
environment, and which paths to knowledge reality-testing follow (Figure
4).

 



Figure 3: Actual capacities as socialization norms

 

These ways of working out conflicts are relatively broad categories, which
each individual experiences according to his or her own mental models,
desires and conflicts. Each person develops his or her own preferences for
how to work out whatever conflicts arise.

 



Through hypertrophy of one way of working out conflicts, the others retreat
into the background. Which are the preferred ways of working out conflicts
largely depends on one’s learning experiences - among others, those of
childhood. In actual life situations, the four reaction forms are molded by
concrete concepts.

 

Table 3: The Differentiation-Analytic Inventory (DAI, short form, from
Peseschkian, 1986)

 

Actual Capacity Patient Partner Spontaneous Remarks

Punctuality

Cleanliness

Orderliness

Obedience

Courtesy

Honesty/Candor

Faithfulness

Justice

Diligence/Achievement

Thrift

Reliability/Precision

Love

Patience

Time



Trust/hope

Contact

Sex/Sexuality

Faith/Religion



 

Symptoms: sleep disturbances, loss of appetite, organic complaints,
irritability, uninhibited eating, loss of vitality, sexual defense mechanisms,
fatigue, physical pain, hypokinesia, acoustic and optical hallucinations and
hypochondriac illusions, as well as perceptive, drive-related and affective
disturbances, may be understood as symptoms in the domain of body/senses.
Thinking and intelligence disorders; lack of concentration, loss of memory
and indecision; and a tendency to rationalization, divagation, compulsive
thinking, losing contact with reality, etc., are related to the understanding,
and thus to achievement. Fixations, prejudice, stereotypes, fanaticism, poor
judgment, fear of the truth, feelings of hatred, guilt feelings, loss of historical
roots and one-sidedness are related to tradition, and thus to contact.
Excessive fantasy, loss of touch with reality, suicidal fantasies, sexual
imagination, apprehension, compulsive imagination and delusions of
reference and of persecution can be modes of fantasy-intuition, and thus be
assigned to the dimension of future.

 

Figure 4: Four ways of working out conflicts

 

1. Body (Senses): In the foreground stands the experience of one’s physical
self. How does one perceive one’s body? How does one experience the
different sensory impressions and information from the environment?
Information, taken in by the senses, must face the censorship of acquired
values. The individual sensory qualities, in connection with such experience,
may take on implications of conflict. The child, at the outset of its



development, must make contact with its environment, through the senses.
All activities are controlled through the senses. Sleep and feeding schedules
can be significant.

 

The choice of organs in a patient with a psychosomatic disturbance begins to
make sense when we examine the concepts he or she holds regarding the
body as a whole and the individual organs and organic functions, as well as
vis-à-vis health and illness. Together with the course of the conflict itself,
these concepts determine why one person reacts with the heart, another with
the stomach, the respiratory apparatus, the skin, etc., and why some people
escape into illness, while others feel they must strongly deny bodily
weakness and illness.

 

Thus, in many patients with stomach ailments, and also obesity, concepts
may be observed that are related to eating (whatever is put on the table is to
be eaten). In contrast, in patients with coronary heart disease, we have found
many concepts pointing to problem situations related to punctuality and the
division of time. Patients with rheumatism tend to manifest a typical
courtesy (politeness)-related set of problems (pull yourself together, what
will people think?). Among patients with psychosomatic skin disease,
conflict-laden concepts related to cleanliness and contact have been found
with remarkable frequency.

 

2. Achievement (reason): In industrial society, particularly in the American-
European culture area, this dimension is highly valued. The ways
achievement norms are expressed, and how they are incorporated into the
self concept, belong to this dimension. Thinking and understanding make it
possible for us to solve problems and optimize achievement in a systematic
and targeted manner. Two contrasting escape mechanisms are possible: (a)
escape into work, and (b) escape from achievement demands. Typical
symptoms include self worth problems, overburdening, stress reactions, fear
of failure, concentration disturbances and “deficiency” symptoms such as



income neurosis, apathy, achievement inhibitions, etc. Concepts: “If you can
do something, you are something”; “First work, then play”; “Business is
business and pleasure is pleasure”; “No pain, no gain”; “Time is money”
and “The learning years are not the lording years,” etc.

 

3. Contact (tradition): This domain signifies the capacity to establish and
cultivate relationships: the relationship to oneself, to one’s partner and to
the family; the relationship to other people, groups, social strata and foreign
culture areas; the relationship to animals, plants and things. Social mores,
especially our possibilities for establishing contact, are shaped by learning
experience and tradition. They are guided by socially transmitted criteria for
choosing. For example, of a partner (or spouse) one expects courtesy,
honesty, justice, orderliness and involvement in certain areas of interest,
etc.; one selects a partner who meets these criteria.

 

4. Fantasy (intuition): One can react to conflict by activating fantasy,
fantasizing conflict resolution, envisioning the desired success or imagining
people with whom one is angry being punished or even dead (because
somebody has been unfaithful or unjust, or has different beliefs). Fantasy
and intuition can, for example through creative activities and sexual
fantasies, excite and even satisfy needs. As a “private world,” fantasy
shields one from injurious and offensive outbursts in the real world and
creates a temporarily pleasant sphere (e.g. alcohol and drug abuse). It can
make it seem that a “bad deal” and a separation from a partner have never
occurred. However, it can also provoke anxiety, become overpowering and,
as a projection of one’s own anxieties, make reality unbearable. Thus fantasy
mixes with perception and leads to symptoms such as schizophrenic
delusions. In order to subdue the anxiety-provoking dynamic force of fantasy,
some people wear compulsive behavior as they would a corset, to help them
to bridle threatening fantasies and protect themselves from uncontrolled
outbursts of feelings. In this domain too, the actual capacities play a key role
as the contents of fantasy.

 



The four ways of working out conflicts can point the therapist to essential
aspects of the disturbance right here, in an area that the machinery of organic
medical diagnosis and therapy generally does not illuminate.

 

Application of the four ways of working out conflicts

 

This “quadruplet” is like a scale that must always have proportions of
roughly 25% to guarantee spiritual equilibrium. The ability to think
positively and creatively is critical to mental balance. This is a characteristic
that many people have practically lost, but that can always be relearned.

 

In the personality, one-sidedness manifests itself in four escape mechanisms,
related to each of the four qualities of life (Figure 5). One escapes into
illness (somatization), into activity and achievement (rationalization), into
loneliness or sociability (idealization or denigration) and into fantasy
(denial).

 



Figure 5: Four Escape Mechanisms
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D) THE FOUR MODEL DIMENSIONS (EARLY GENESIS)

 

The four ways of working out conflicts correspond to the ability to know,
i.e., to the means with the help of which we enter into relationship with
reality. A further essential dimension of human life is encompassed by the
ability to love, which is also developed through relationships with the
environment. With this in mind, we inquire about the qualities of a
relationship that open up possibilities for structuring the emotions.

 

In order to understand a conflict situation, an understanding of its
background and the concepts involved therein is required. Personality
development is decisively shaped by an individual’s first relationships. It has
proven useful to describe, with the help of the four model dimensions, the
background of the preference for certain social relationships and the
rejection of other references (Figure 6). The relevant information involves
the following relationships:

 

• reference persons (parents) and siblings (and same age playmates) to the
child (the “I”);

• the parents to each other (the “thou”);

• the parents to the surroundings (the “we”);

• the parents to religion/weltanschauung (the “origin-we”).

 



 

Basic conflict Actual conflict

(relationships that mold) (actual relationship structures)



 

Figure 6: The four model dimensions and the development of the four
modalities of the capacity to love

 

The extent to which the four model dimensions are discussed and explained
can vary from individual to individual. They are first addressed in the initial
interview. A more comprehensive treatment of the problems arising in this
context may be provided in any subsequent therapy.

 

The four model dimensions, described as a basic conflict, project themselves
onto a person’s current relationship with his family and beyond. One’s
experience with reference persons, as well as the models they represent, both
apply. These modeling relationships can be separately described with regard
to the actual and the basic conflict. In practice, it has proven useful to project
each model upon the other, laying the groundwork for one common model.

 

The question is posed, why one would find it difficult to accept oneself, why
one seeks to distance oneself from one’s family, or why one is so helplessly
entangled with one’s own self, and by what criteria relationships with
partners, other people in general and other groups are pursued. Also
belonging to this catalogue of questions are problems involving social,
racial, political and religious prejudice. It is here that the significance of a
transcultural approach becomes clear, showing, as it does, the varied ways
that the relationships among people of different (sub)cultures and native
countries can be shaped.

 

The four model dimensions are different possibilities for shaping a capacity
that all human beings have to establish relationships. They encompass the
relationships to the “I,” the “thou,” the “we” and the “origin-we” - which
develop in accordance with the models derived from the family of origin.



Here too, the actual capacities can function as a filter for social relationships:
one decides not to invite guests over because they disturb one’s orderliness
and cost money (thus impacting the principle of thrift). In the same way,
when there is insufficient support from the domain of the primary capacities,
the relationship to the “I” can be blocked through failure
(diligence/achievement).The relationship to the thou can be perceptibly
disturbed through conflicts related to the domains of sexuality, faithfulness
and trust. Likewise, frustrated expectations regarding honesty, justice and
hope can occur in the relationship to the “origin-we.”

 

1. With whom did you have a close relationship as a child (father, mother,
grandparents)?

2. Which of your parents (reference persons) had more time for you?

3. Which of your parents was more patient, and which got upset more
easily?

4. Who was your model?

5. Do you feel you were treated fairly as a child? (Or, for example, were
your brothers or sisters given preference?)

6. Today, how would you evaluate your parents’ marriage?

7. Which of your parents was more gregarious?

8. Which of your parents concerned himself or herself more with religious
and weltanschauung-related questions? (see Peseschkian, 1999)
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E) NINE THESIS OF POSITIVE PSYCHOTHERAPY

 

1. Positive Psychotherapy pays attention to the positive aspects of every
illness. In practice, it seems that we ask about the meaning that a symptom
has for a person and his group and, in so doing, grasp its “positive”
significance. What positive aspect does blushing have? What are the
advantages of inhibitions? What functions do sleep disturbances serve?
What does the fact that I have anxiety or depression mean for me? And so
forth.

2. Microtrauma therapy takes into account the contents and dynamics of
conflicts. Taking as its starting point the question, “What do all people have
in common (awareness of commonality and oneness) and how to they differ
(awareness of individuality and uniqueness),” Positive Psychotherapy
describes an inventory of conflict contents (actual and basic capacities).
Often it is not the major events that lead to disturbances, but rather the
recurring minor psychological wounds that finally mold one’s character in
such a way that it is particularly sensitive (“Chinese water torture”).

3. Transcultural thinking is the foundation of Positive Psychotherapy: It
encompasses a multitude of individual, family and culturally determined
manifestations and foments unity in diversity.

4. Concepts, mythologies and Near Eastern stories are incorporated into
the therapeutic situation in a targeted manner. Stories support the
deconstruction of inner resistances and facilitate self help - which
complements the psychotherapeutic measures.

5. Every person is unique. Therapy is adapted to the needs of the patient.

6. Family members, as individuals, and societal factors, as parameters, are
incorporated into the therapeutic process.



7. The expressions of Positive Psychotherapy can be understood by
everybody. Speech barriers are swept away (equality of opportunity in
psychotherapy).

8. Positive Psychotherapy offers a basic concept for dealing with all
illnesses and disturbances. It has three main emphases: prophylaxis,
therapy itself and follow-up (universal applicability).

9. Through its content-related procedure, Positive Psychotherapy offers a
conceptual framework within which the different methods and disciplines
can meaningfully complement one another (meta-theoretical and meta-
practical aspects).
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THE ACTUAL CAPACITIES IN THE PHYSICIAN-PATIENT
RELATIONSHIP

 

Let us examine more closely the situation in which patient and therapist
meet. The patient has certain needs and expectations. These have to do with
the immediate therapeutic situation, and are partly derived from a consistent
sampling of individual attitudes. For his part, the therapist also has role-
determined and individually conditioned expectations vis-à-vis the patient.
In terms of contents, both the mutual role expectations and the “private”
attitude sample are oriented by the given psychosocial norms. Considering
that this is not the place for a comprehensive discussion of the functions of
psychosocial norms in the doctor-patient relationship, I would like to ask
therapists to selectively describe the significance of certain psychosocial
norms (the actual capacities) - a question which is not intuitively obvious to
everyone:

 

What does the patient think when you are not punctual in starting the
therapy session? What impression does it make if you don’t give him much
of your time? How does he feel he is being treated when you don’t bond
with him very much? And vice-versa, how do you react when time and
again the patient arrives late for the scheduled sessions? When your
prescriptions are not followed? When he is late paying? How do you feel
when you have to talk for fifty minutes to somebody with bad breath? What
do you do when, in your office, the patient does not respect your intimacy
and disregards what you consider to be the minimum requirements of
politeness?

 

Even though such hidden factors in the therapist-patient relationship do
influence the therapy situation, as intervening variables or symptomatic



behavior, they have generally not been considered an object of
psychotherapy. Table 4 illustrates how psychosocial norms can intervene.
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A) ACTUAL CAPACITIES AS CONTENTS FROM TRANSFERENCE AND COUNTER-TRANSFERENCE

 

The patient is unreliable, arrives late at scheduled sessions, doesn’t pay on time and doesn’t observe the rules of
treatment. The therapist feels uncomfortable, gets disturbed and fidgets, behaving impatiently and aggressively (in
self defense) toward the patient (patience, courtesy). A momentary conflict situation ensues. The next step is to
look for connections and, in such a case for example, to ask about the therapist’s and the patient’s prior history in
the areas of punctuality, reliability and thrift. In other words, the conflict implicit in the transference problematic
can be comprehended and worked out in a much more specific, non-dogmatic and tailored manner.

 

With a young colleague I had been supervising, I observed the following situation. The patient repeatedly
defaulted on his payment. This situation deeply disturbed my colleague. In the therapeutic situation, it came to
tension, signs of impatience and diagnoses that led one to conclude that there was a situation of negative transfer.
In the debriefing, my colleague expressed the following opinions: “I can’t get my mind off the fact that the patient
is late paying his bills. But I can’t bring myself to point that out to him. I find it very hard to talk about money.” In
terms of contents, this counter-transference effect was related to the therapist’s attitude toward money and income,
i.e. to thrift, and, on the other hand, to his inability to be open and candid. Here, we went into his own life history.
As for the patient, holding back money had its roots in events in his own past, which were likewise analyzed and
brought to awareness.

 

Table 4: Actual capacities as “helmsmen” in the doctor-patient relationship and in medication (from Peseschkian,
1988b)

 

Actual Capability Attitude/Behavior

Punctuality I always take my medicine punctually.

Orderliness I always know where to find my medicine.

Cleanliness When I insert a suppository or use an ointment, I always wash my hands bef

Obedience I always follow my doctor’s orders.

Courtesy/Politeness I always say yes to orders, even if I don’t follow them.

Candor I come right out and tell the doctor that I don’t take “chemical poison.”

Faithfulness In general, I am faithful to my medication.

Thrift When I have to pay for my medicine myself, I think it over, whether or not t

Justice My doctor never prescribes expensive medicine for me, while with my acqu

Reliability/PrecisionConscientiousness I take whatever the doctor prescribes. I pay attention to the precise dosage, to

Patience I wait for my medicine to work.

Modeling I orient myself by my partner’s medicine taking.

Time My doctor always takes the time to explain how the medicine works.

Sex/Sexuality Medicine and other drugs, such as alcohol, affect my bodily relaxation, and t



Trust I trust my doctor.

Confidence In general, I trust my medicine to have a healing effect.

Hope I hope the treatment will help me.

Faith When I have my medicine with me in my bag, I feel better.



 

Through focusing on the themes of a given domain, we can provoke a guided regression with reference to
individual contents. In this way, a general personality regression - which, especially with unstable patients, would
involve unseen dangers - is avoided. At the same time, the transference problem is defused. Through the content-
oriented stepwise procedure, transference is, to some degree, split up into parts, so that the patient-therapist
problem situation doesn’t inundate everything like the water from a dam that has burst. Here, the basic conflict is
not restricted to the events of early childhood, but rather encompasses all the occurrences that have contributed to
the background of the actual conflict. The patient discovers that his or her problematic behavior is derived from a
chain of learning processes, i.e. that it has its own tradition. When the developmental history of a conflict has been
circumscribed, it becomes, in the patient’s experience, no longer as strange and threatening as it was before. Bound
up with this differentiation is an emotional unburdening: the problem can be dealt with objectively. In the
foreground are the individual tradition of the actual capacities and the modalities of the concepts and
misunderstandings, as well as the tradition of the personality in its historical-societal situation.

 

Thus does the connection between the actual conflict situation and its etiological conditions become transparent, to
the degree that they are accessible to the patient’s memory. Through this “fractionated” procedure, associations are
called up and recollections revealed which, in the patient’s previous experience, had seemed peripheral, repressed
and not immediately accessible to him or her. There thus occurs a kind of restructuring, in which events, attitudes
and evaluations that, because of the patient’s one-sided neurotic orientation, had long been in the shadow, are
brought out into the light of awareness. The patient learns to deal with his own history and to grasp his unique past
as the mirror of his present and future.

 

Summary: The actual capacities portray the content-related references of psychodynamic processes and
psychotherapeutic models. Along these lines, Positive Psychotherapy does not limit itself to general observations,
such as “authoritarian parental home,” “strong ties to parents,” “tyranny,” “deification” and “harsh, lenient or
double bind childrearing.” It doesn’t just talk about self worth conflicts, feelings of inferiority, phobia, depression
or a broadly nondescript superego. Rather, it describes the concrete contents (actual capacities) of subjective and
interpersonal processes. Separation anxieties, for example, have a different significance and are treated differently
depending on the socio-cultural situation. Accordingly, bereavement has its own psychological meaning - which
cannot be derived solely from childhood problems, but rather is determined in content terms by socio-cultural
norms. A partner may be considered irreplaceable, but the moment he or she violates the pledge of faithfulness,
that’s the end of the relationship. In Western cultural circles, a guest who repeatedly arrives late is repudiated as
unreliable; people want nothing more to do with him, even if they share a number of common interests. Dynamic
expressions such as narcissism, separation anxiety, bereavement and regression, etc. are made more precise in
terms of contents. Added to the formative epigenetic conflict propensities and structures of experience is the aspect
of content, which is incorporated into psychotherapy alongside the social-psychological and cultural factors (see
Peseschkian, 1999).
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B) THE THREE PHASES OF INTERACTION

 

In relationships between partners, just as in individual development, every
human being goes through three phases: the stage of attachment,² the stage
of differentiation and the stage of breakaway. These structure human
interaction (see Peseschkian, 1986).

 

1. The stage of attachment: This rests on the biological dependence of the
unborn child on its mother. At birth, it is dissolved through social symbiosis.
The child is entrusted to the affection of its social milieu. It demands
patience, time and affection, and needs physical and social contact. For
their part, parents feel tied to their child through love, hope and
responsibility. However, the need for attachment follows a person
throughout his or her life. The search for a partner, the desire to be together
with other people and the nexus of a group such as the family are largely
grounded in this need. When the need for attachment becomes the dominant
factor in a person’s behavior, lasting for a long time and continually
reappearing in his interpersonal relationships, we speak of a naïve-primary
behavior. This reaction type generally has its origin in an overprotective
upbringing, in which the primary capacities are given priority. The naïve-
primary type corresponds to a structure of depressive neurosis. The
predominant reaction is escape into solitude or into contact (which offers
solidarity and warmth). Concepts: “I can’t do it alone,” “Other people will
have to help me,” “If I don’t get any help, all is lost.”

 

- It is not only in partnership and family relationships that the phases of
interaction play a role, but also in the relationship between the therapist and
the patient’s family. In the stage of attachment, the therapist hosts the
patient’s family. He accepts it as it is. In so doing, he himself has a number
of capacities at his disposal. He identifies with the family and its members,



without, however, getting caught up in the maelstrom of the conflict. Thus
he learns to understand why the family had to resort to conflict, and what it
means to those involved. With the help of the instruments of positive family
therapy, the therapist structures the information the family provides him.

- Attachment relates to a conflict theme, which is comprehended through
the instruments of Positive Psychotherapy. This theme is to be taken up
once more for a certain period of time, as the domain of mutual
identification and an attempt on the part of the family members to relate to
the family’s own history (regression). Individual groups of problems,
manifested, for example, by psychosomatically ill, depressive and
schizophrenic patients (which may not seem to be a particularly fertile field
for therapy), through both verbal and nonverbal behavior, stake claims in
the therapeutic situation which the therapist may find it useful to explore.
This applies, for example, to a family therapy situation in which the whole
family is present, providing a glimpse of their interrelationships. But it also
applies to the direct therapist-patient relationship. Thus, a 25 year old
patient, classified as schizophrenic, right at the beginning of the first session
criticized the fact that the light was on, and cursed me out for that reason.
That was the beginning of our process of mutual attachment. At first, it was
shown to be related, in content terms, to thrift, which we were finally able
to discuss “with good affective rapport,” as the psychiatrists would say.

 

2. The stage of differentiation: Differentiation is a basic principle of both
physical and psychological development. In socialization, the stage of
distinguishing is characterized by the acquisition of socially desired
behaviors. This occurs in the differentiation of the capacity to know and the
shaping of the secondary capacities, which make possible mastery of nature
and social assertiveness. At the same time, differentiation of the capacity to
love unfolds; i.e. we learn what feelings, vis-à-vis whom, we may express,
and in what ways we may satisfy our impulsive needs. In other words,
through differentiation feelings take on a social configuration. This process
occurs in confrontation with the structures we find in our environment.
Whereas, in the stage of attachment, previously generalized concepts such
as optimism, pessimism, self acceptance and self recrimination are molded,



in the stage of differentiation specialized concepts and behavioral norms
arise: “Wash your hands,” “Behave yourself,” “Learn something,” “Be
thrifty,” etc. This happens through direct instruction, through modeling by
reference persons and through the fact that the desired reactions are
reinforced, while undesired ones are ignored or punished. As a fitting in to
one’s surroundings, adaptation can make possible a relatively friction free
life. It does, however, cause difficulties when one’s own differentiation
structure does not agree with other differentiation structures. A further
complication in differentiation may be expected when the socially desired
role performance does not take into account the existing impulsive needs.
If, one-sidedly, differentiation wins the upper hand, we speak of a
secondary reaction type. In connection with this secondary type (aligned
with the secondary capacities), a compulsive neurotic structure takes root.
With his “over-differentiation,” the compulsive individual wards off
threatening impulsive needs and binds himself up in the girdle of a pedantic
life style. Objective relationships are given precedence over emotional ones.
Characteristic of the secondary type is escape into activity. Concept: “I can
do everything by myself,” “I don’t need anybody’s help,” “Let the others do
the work for you,” etc.

 

In the stage of differentiation, the therapist imparts this knowledge to the
family as information, interpretations and prescriptions. Through his
“translations” and counter-concepts, commonalities are worked out and
clear boundaries drawn between the interests of the family members and
those of the family subsystems. The family members can practice
identifying with the concepts offered them, probing rules of the game that
supply them with suitable possible solutions and alternatives for the
symptoms.

 

3. The stage of breakaway: In the development of the human being, a
specific unity can be attained at each stage of development. Unity means
the integration of capacities in the individual personality. Autonomy, the
importance of which increases steadily until adulthood, is bound up with
this. Whereas in the early phases of his development the person was



dependent, in the sense of attachment, and later was guided by rules, later
he doesn’t need such information to the same degree. He has incorporated
the concepts and, on that basis, makes decisions for himself and others. At
the same time, this means that he has parted ways with his closest reference
persons and independently seeks the information he needs, and takes
responsibility. Here we can speak of a stage of breakaway, which
characterizes the maturing and mature personality.

 

Breakaway does not just mean that one turns away from an object or
person. It is, at the same time, a turning toward another object, toward
another person. This sequence of breakaway and attachment makes it
possible to establish contact with other people and groups, i.e. to expand
one’s own scope of values and attain new differentiation, and perhaps also
to reassess old distinctions.

 

Many people oscillate between breakaway and attachment; they would like
to be independent, but can’t seem to bear this independence - or else long
for the affection of a partner from whom they nevertheless, in their desire
for freedom, flee. Here, we speak of a double bind type. In broad strokes,
the double bind type manifests an hysterical neurosis structure. People so
afflicted permit themselves to be externally steered by sudden demands and
new possibilities, and seem unaccountable to themselves and their
environment. Concepts: “I can do everything by myself, but do help me,” “I
want to, but I don’t want to,” “When you help me, I find that unpleasant; if
you let it be, that’s just not fair,” etc.

 

- In the stage of breakaway, the distance increases between the patient’s
family and the therapist. More and more, the latter becomes a mere
observer of the process in course, only intervening when it seems necessary
to make adjustments. Whereas in the stage of differentiation it was the
therapist who took the initiative, suggesting alternatives and providing
information and assistance with structuring, these activities are now taken



over by the patient and his or her family. They increasingly take the
responsibility for the tasks of self help.
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C) INTERRELATIONSHIPS AMONG THE THERAPEUTIC MODELS

 

The model of Positive Psychotherapy presented above can serve as a point
of reference for cooperation among the different disciplines. This can occur
in two different ways: through incorporating favorable therapeutic
approaches into the treatment plans of Positive Psychotherapy, and through
applying the approaches of Positive Psychotherapy within the framework of
other psychotherapeutic methods. To make possible an overview, I have
listed the essential characteristics of certain schools of therapy in my book,
Positive Psychotherapy (Peseschkian, 1986): Positive Psychotherapy and
psychoanalysis, behavior therapy, individual psychology, analytical
psychology, logotherapy, conversational therapy, gestalt therapy, primary
therapy, and group psychotherapy. The relationships to the different
psychotherapeutic models are described in Chapter 6.
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PRACTICAL APPLICATIONS OF “POSITIVE TRANSLATION” -
PSYCHOANALYSIS AND POSITIVE PSYCHOTHERAPY

 

The following dialogue with a 32 year old married female patient, who was
suffering from severe depression, may serve as an example of positive
procedure.

 

Patient: “Any more, I feel like a human wreck… I am so depressed and sad,
and sometimes have the feeling that it would be better for me to leave this
world.” (Patient starts to cry.) “I feel so alone. Nobody has time for me. My
husband is a workaholic. I’m so afraid of lonesome evenings, waiting for
my husband without knowing when he will come…”

 

Therapist: “You have the impression that you would like to be together with
your husband, and that you would like to be with other people too.”

 

Patient: “Yes, I would like that. But my husband has no time, and I can’t do
anything by myself, because he never lets me know when he’ll be home…”

 

The positive interpretation is given in quite a nuanced way. The patient’s
tendency to repeat her dead end conflict situation is not reinforced. Rather,
she is given the possibility, through a different way of looking at her
problem (“You would like to be with your husband and other people”), of
treading new paths of conflict resolution, distancing herself from an oft
repeated neurotic concept. Just this short bit of conversation hints at the
central content-related components of the conflict: the husband’s



punctuality behavior vis-à-vis the punctuality expectations of the patient,
and the way the patient organizes her time.

 

“…For my husband, punctuality is a book of seven seals. When he says he’s
coming at 5:00 p.m., I always add an hour to that - but sometimes even
that’s not enough. He doesn’t arrive until 8 or 10. Even though I know that’s
just the way it is, and it mostly has to do with his job, I just can’t seem to
get used to it. I’m on the lookout from five o’clock on, and can’t do
anything or concentrate. I hurry around all day, in order to be finished by
five, whatever happens; he just might come after all. Every evening I just
have to wait, because I never can tell when he’ll be arriving. It just makes
me sick. (…) When I was a child, the rule was always to be on time. For
example, every evening we would eat at the same time.”

 

What is expressed here is:

 

- punctuality as the criterion of trust;

- time as the criterion of affection and recognition;

- courtesy (politeness) as family-rooted inhibition of aggression; the
consequence was that problems were internalized.

 

Psychoanalysis targets the patient’s separation anxiety when faced with the
threat of object loss and his or her infantile need for protection and
emotional dependency - which, in the course of extensive therapy, are
worked out with the help of dreams and associations.

 



Grounded in a positive view of man, Positive Psychotherapy argues that
environmental influences continually affect the individual; and that, as
microtraumas, previous experiences build a framework for subsequent
experience. In this process, it is not only early childhood, but also
adulthood, that has psychological effects. This hypothesis only becomes
comprehensible through the content-related aspect - which psychoanalysis
only takes into account peripherally.

 

Within Positive Psychotherapy, the “id” of psychoanalysis appears in the
categories of body and modality of the senses; here, not only a drive-
dynamic point of view is taken into account, but also the bodily functions
and the body as the organic basis of behavior.

 

The “superego” is described in content-related terms, through the
psychosocial norms and actual capacities. Thus, the actual capacities
acquire numerous different significances. On the one hand, they are societal
rules of behavior; on the other, they are norms that apply to primary groups,
the individual’s internalized values and goals; finally, they are the innate
capacities of human beings.

 

Analogously, in Positive Psychotherapy the “I” (the “ego,” as Freud’s Ich is
customarily translated) has a double assignment: it not only mediates
between repressed societal demands and individual drives, but also is the
place of manifestation of the capacities. The function of reality testing is
closely connected with the specifically human capacity to reconcile and
integrate the categories of the dimensions of the past, the present and the
future in experience and behavior.

 

The confrontation between one’s own needs and the demands of one’s
surroundings occurs within a framework of psychosocial norms (the actual



capacities), which, within a person’s psychological organization, have their
own history. Positive Psychotherapy deals directly with concepts of social
behavior. Consequently, in contrast to classical psychoanalytical schools,
which seek a reliving of the childhood situation of the parent-child
relationship in the therapist-patient relationship and which regard other
interactions with the environment as nuisance variables, we are particularly
mindful of the patient’s social context. This makes clear the four-part
differentiation-analytic procedure: childrearing, self help, psychotherapy,
and transcultural aspects.

 

Positive Psychotherapy contains clear-cut analytical elements, e.g. in stage
2, taking an inventory - which is concerned with the basic conflict - and at
stage 4, verbalization - which permits employment of the techniques of free
association and of interpretation by the therapist. Differentiation-analytic
aspects can also be integrated into psychoanalysis. Especially well suited
for this is the content-related procedure, which is oriented to the actual
capacities. The focal procedure, conducted through the actual capacities,
makes it easier to control dynamic factors that are essential to
psychoanalytical procedures, such as transference mechanisms, regression
and resistance.

 

Anna Freud laid great stress on superego qualities such as honesty and
justice, etc. She writes: “… in the analytical literature, we find descriptions
of the compulsive way in which qualities and tendencies such as
orderliness, cleanliness, thrift, vacillation, gathering, etc. betray their
origins in the repressed rules of the anal phase. It is not intuitively obvious
why early experience shouldn’t have many other kinds of consequences,
and why the psychological surface shouldn’t be continually transparent in
this regard (A. Freud, 1965, p. 25).”
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MISUNDERSTANDINGS AS CONTENTS OF DEFENSE
MECHANISMS

What we describe as misunderstandings rests on ways of thinking, schemata
and attitudes which, to a great degree, influence our social behavior, and
also our behavior towards ourselves. In the first place, as forms of thought,
they help us, at some point, to organize our perceptions. They provide us
yardsticks, according to which we assign value and by which we can orient
ourselves.

 

Such forms of thought perform a psychologically important function. They
are supposed to shield us from unpleasant experiences. This happens when
rather automatic evaluation mechanisms are put into place, which play
down dangerous and unpleasant experiences and, for example, assign the
role of “Black Peter” to another person. They also serve as defense
mechanisms.

 

In my psychotherapeutic experience, I have repeatedly confirmed the
impression that the lion’s share of psychological, psychosocial and
psychosomatic disturbances have their roots in misunderstandings. This
means that it is not so much objective occurrences that produce pathological
effects as it is subjective evaluations and differences among social partners.
The misunderstandings we have sketched out are thus model situations for
psychosocial conflicts and conflict-laden attitudes. These may at times have
appeared on the patient’s part and fomented the development of the
disturbances; likewise, they may intervene in the therapy, acting as an
unconsciously resonant attitude on the therapist’s part, or a
psychotherapeutic misunderstanding. The goal of the portrayal of
misunderstandings is to raise awareness of conflict-laden attitudes and
expectations. The latter are to be found in childrearing, where the actual
capacities and the modalities of the basic capacities are transmitted, just as
in partnership relationships and group behavior. Here, they manifest



themselves as more or less fixed attitudes, which can block mutual
understanding.

 

In the search for answers to these questions in concrete conflict situations,
we are bound to run up against misunderstandings, and thus potential
conflicts, that are grounded in the actual capacities. Besides the general
function of misunderstandings as defense mechanisms and factors of
disturbance of communication, a specific function may be observed. The
preference given to particular ways of thinking about misunderstandings
leads to typical problem behaviors - which, for their part, can result in
typical forms of treatment and symptoms. In this sense, each
misunderstanding is invested with a set of disturbances and conflicts which
may be observed in the context of this problem behavior. Likewise, the
possibility of misunderstandings should be considered when conflicts or
disturbances appear: the goals and contents of childrearing, the relativity of
values, the time dimension and the image of man, development and
fixation, identity crisis and personality development, man and animal;
innate and acquired; uniqueness and sameness; the unconscious and the
conscious; identification and projection; generalization and differentiation;
judgment and prejudice; man and woman; justice and love; sex, sexuality
and love; caricatures of love; integration and loss of unity; health and
sickness; faith, religion and church; conditional and determined fate; death
and attitudes toward death (see Peseschkian, 1986).
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Appendix: General Questionnaire

 

Name: ……………………………   No. …………………

Date: …………………………….

 

Body/Senses: Questions regarding the first domain of working out
conflict

 

1. What bodily ailments do you have? Which organs are affected?

2. How would you rate your appearance?

3. Do you perceive your body as friend or foe?

4. For you, is it important for your partner to look good?

5. Which of the five senses are most important to you?

6. Which microtraumas (actual capacities) play a role in courage, fear or
joy? Which of your organs is most affected by anger?

7. How does your partner (or your family) react when you are sick? How do
you behave when your partner is sick?

8. Do you need much or little sleep?

9. Before you fall asleep, do you think about the day that has passed and the
coming day? What influence does illness have on your feelings about life
and your relationship to the future?



10. Are you satisfied with your sex life?

11. In your family, is great importance given to good appearance, athletic
activities and bodily health? Do you and your partner engage in sports?

12. When you were a child, who caressed you, kissed you or showed
tenderness toward you?

13. Today, what significance does tenderness have for you? Do you miss
physical displays of affection?

14. In your home, who most highly values good and abundant food?

15. What significance does smoking have for you? How do you react when
your partner smokes? Can you adequately express your opinion about it?

16. What significance does alcohol have for you, your partner and your
family?

17. Do you take your prescription regularly? Do you know how the
medicine works, what you can expect of it and what the possible side
effects are?

18. What significance do drugs have for you and your family?

19. How did your parents react when you played with your own body (e.g.
sucking your thumb, masturbation)?

20. How were you punished (corporal punishment, getting “eaten out,”
withdrawal of food, withdrawal of love, etc.)?

 

Profession/Achievement: regarding the second domain of working out
conflict

 



21. Are you satisfied with your job? What activities would you like to be
engaged in? What activities do you find difficult? Which actual capacities
are involved?

22. Is it important you always to come off well in your achievements?

23. Where do your greatest interests lie (in physical, intellectual or artistic
activities, administrative responsibilities, etc.)?

24. In assessing a person, how important to you are his intelligence and
social prestige?

25. Do you feel well when you occasionally have nothing to do?

26. Do you find it easy to recognize other people’s achievements (your
partner’s, children’s, colleagues’)?

27. Did your parents highly value diligence and achievement? Did your
parents tell you why you were to do something? Were you praised for good
achievement, and how? Were you punished for making mistakes?

28. What experiences were typical of your life when you were of school
age?

 

Contact: questions regarding the third domain of working out conflict

 

29. Do you consider yourself an extrovert?

30. How do you feel in a social environment, among many people?

31. What people do you find it easy or hard to make contact with?

32. What would be more likely to keep you from inviting guests over: too
little time, guests cost money, guests mess things up, you have to wait for



some guests to arrive, you think guests don’t have much to offer, or you are
worn out from work and need your rest?

33. How frequently do you and your fellow workers have a good laugh?

34. How often do you go to the movies, and with whom?

35. How often do you visit your parents, siblings, other relatives and
friends, or invite them over? How is your relationship, and that of your
partner, to your parents and parents in law?

36. Do you pay much attention to “what people (might) say” or think?
Which actual capacities (e.g. thrift, orderliness) are involved?

37. Which of the two of you, you or your partner, is more extroverted?

38. Which of your parents was more extroverted?

39. When your parents had guests over, were you allowed to be present and
join in the conversation?

40. As a child, did you have many friends, or were you isolated?

41. Who could you or can you turn to when you had or have problems and
wishes?

42. Did your parents highly value “good behavior” and courtesy?

 

Fantasy/Future: questions regarding the fourth domain of working out
conflict

 

43. Do you and/or your partner often have good ideas? Which of you more
highly values fantasy? Do you consider yourself an optimist or a pessimist?



44. How often do you and your partner laugh? When was the last time you
cried?

45. What do you busy yourself with in your fantasies: with the body (eating,
sex, sleep, sports, physical hygiene), with your profession (success, failure),
with contact with other people, with the future (wishes, utopias,
weltanschauung-world view, religion)?

46. Do you like to dwell on the past? Do you concern yourself with the
future? Do you read utopian literature?

47. In your fantasies, which of your partner’s characteristics have the
greatest significance? Which actual capacities play a role?

48. Do you sometimes think what life with another partner would be like, or
how it would be to have a different profession?

49. If you could change places with someone for a week, who would it be?
Why? If you could be invisible for a day, how would you spend your time?

50. What relationship do you have with art (painting, music, literature)? Do
you paint? What do your paintings express?

51. Which of your parents laid greater emphasis on religious or
weltanschauung-related questions? Did your parents agree about that? Did
your parents have difficulties with their milieu because of their ideas about
religion or world view?

52. Which of your parents prayed? Which prayed together with you? Who
was concerned with questions like life after death, the meaning of life, the
essence of divinity, etc.? What significance do these questions have for
you?

53. As a child, what experiences did you have with religious and political or
weltanschauung-related events? For you, what influence do religious and
weltanschauung-related concepts have on childrearing, choice of a partner
or relationships with other people?



54. What was your parents’ style of life? What is your goal?

55. How do you see the members of other religious communities and
representatives of other weltanschauung-related convictions?

56. Do you believe in life after death? If so, how do you imagine it to be?
How often do you visit a cemetery?

57. What would you do if you had no more problems? How would you
live? What are your goals for the coming three to five years (months,
weeks, days)?
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4.

THE FIVE STAGES OF POSITIVE PSYCHOTHERAPY
(PRACTICAL PART)

 

Five-stage Positive Psychotherapy is a therapeutic strategy within which
different therapeutic emphases, such as family therapy and self help, can be
meaningfully interrelated. Within individual therapy, family therapy and/or
group psychotherapy, the patient is guided step by step to self help, as the
saying goes, “If you need a helping hand, look for it at the end of your own
arm.” The five stages have to do with

 

1. observation-distancing;

2. taking an inventory;

3. situational encouragement;

4. verbalization; and

5. broadening of goals.

 

The five stages also constitute a branching model of how different
psychotherapeutic approaches can work together. Gestalt therapeutic,
behavior therapeutic, depth psychological, psychoanalytic, hypnosis
therapeutic, medication-based and physio-therapeutic forms of treatment
are included. The five stages have three functions:

 



THE GENERAL AND INTERPERSONAL FUNCTION

 

The five stages are to be found in every interpersonal relationship. In such
relationships, the capacities to listen (observation/perception), ask targeted
questions (taking an inventory), go into verbal and nonverbal perceptions in
an encouraging manner (situational encouragement), assertively address the
problems themselves (verbalization) and, finally, with full awareness of the
relationships in which one is involved, turn one’s attention to other goals
and viewpoints (broadening of goals).

 

It follows that in the first place, the five stages are important for the
therapist. With their help, he can orient himself within the patient’s strange
world of experience, feeling and thinking, without losing his way, as he
distances himself sufficiently from his own concepts. This also implies that
the specific therapeutic technique, methodology or choice of alternatives in
the therapeutic bag of tricks is of secondary importance, while the
therapist’s experience with the five stage strategy is of primary importance.
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THE THERAPEUTIC FUNCTION IN THE FIRST INTERVIEW

 

The five stage approach is considered to be a model of the conflict process,
as may be seen in the following example.

 

When we get annoyed with someone, for example because of his
discourtesy, it is obvious that we can either keep our irritation to ourselves,
or complain about him openly, or talk to others about him and his weak
points. Furthermore, we suddenly no longer see him as a person with many
capacities, but rather as an impolite, rude person who, through his
discourtesy, has belittled us. At that point, one is no longer in a position to
concern oneself with his positive qualities, because the negative attributes
have, like a shadow, darkened our relationship with that person.
Consequently, one is little inclined to converse with him; every interaction
finally turns into a battleground or an eruption of emotions. Communication
is hindered. Finally, it comes to the point where one shrinks one’s own
goals.

 

The stages in this model of a conflict process, and in the treatment model of
Positive Psychotherapy, reflect the possibilities a person has for resolving
conflicts and problems. It’s not that the hypothetical model of the conflict
process should just be recapitulated. Rather, we take aim at the particular
conflicts in each case, each of which calls for its own unique range of
solutions. However, these possible solutions are not arrayed side by side;
rather, they are interrelated within the therapeutic process, in that one stage
can serve as preparation for or further development of another. In practical
terms, this means that while the five stage strategy is employed with each
individual patient, the form that each stage takes, and likewise the tailored
procedures, must correspond to the needs of that particular case.



 

The first interview already encompasses two stages of the Differentiation-
Analytic procedure: observation-distancing and taking an inventory. To be
sure, these stages are primarily related to the therapist himself; they give
him an overview of the patient’s situation vis-à-vis the conflict. The patient
also undergoes the process that the therapist initiates at this point. Through
observation-distancing, he learns how to familiarize himself with the
conditions of his conflict. Furthermore, through taking an inventory, he gets
a glimpse of a realm of personality that is relatively free of conflict. A
multidimensional therapeutic relationship ensues, in which therapist, patient
and milieu are seen as equal partners in psychotherapy or, to be more
precise, in psycho-socio-therapy.

 

Practical procedures are detailed below.
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A) STAGE 1: OBSERVATION AND DISTANCING

 

Symptoms, positive interpretation of symptoms, moments of release of
tension, getting started with the symptoms, transcultural approach, verbal
illustrations and stories (complementary perspectives).

 

Points of therapeutic emphasis: Development of the capacity to listen and
to perceive comprehensively. As parties to the conflict, the members of the
patient’s family have usually relinquished their distance from the conflict.
This is true of both neurotic and psychosomatic disturbances. The parties to
the conflict behave like someone who is standing so close to a picture that
his nose almost touches it. He can only see one small section, which he
observes in great detail. He cannot see the broader context of contents and
colors. He has lost sight of the big picture, and thus of its significance.

 

The questionnaire, “The first interview in Positive Psychotherapy,” in the
WIPPF (Wiesbaden Inventory for Positive Psychotherapy and Family
Therapy, in Peseschkian and Deidenbach, 1988), provides a broad view of
the five stage procedure. There, certain important aspects are stressed.

 

Symptoms, moments of release of tension, getting started with the
symptoms: The therapist makes contact with the patient and his family, as
the case may be (connectivity). He takes the time to invite them in for a talk
and observes the situation as it manifests itself in the session, as well as
listening to them. At the same time, he structures this information and asks
about each person’s feelings with regard to the demands the patient makes.

 



We seek to exhaust every available source of situational and anamnesis-
related information concerning the symptoms, as well as the behavior
accompanying the symptoms. Together with observation, there occurs
something very important in the therapeutic situation: each member of the
family group gets a chance to introduce himself, without the threat of a
negative reaction or punishment on the part of the therapist.

 

Positive interpretation: In parallel with the survey of symptoms, the
therapist seeks - at first, for himself - a comprehensive positive
reinterpretation of the disturbance. It should reveal the significance of the
illness for the patient and his family. This procedure helps the therapist to
distance himself from his own perceptual structure and mental models; at
the same time, one avoids a repetition of the patient’s neurotic concepts.
The therapist transmits his thought experiment to the patient and his family,
in the appropriate circumstances. He gives an interpretation which furthers
practical, effective alternation of angles of approach. The success of these
procedures should not, of course, lead to overly hasty reinterpretation,
divorced from their vital nexus; under such circumstances, such
reinterpretation may be experienced as cynical mockery. (Faced with
difficulties, the therapist might well reflect on his own problems in the light
of the four model dimensions.)

 

With its alternative concepts, the positive procedure leads to new starting
points, which can fundamentally change a family’s rules of the game. With
such change, something else happens: the family learns how to deal
differently with its conflicts and to renounce pathological fixations. This is
the first step toward self help. In practical terms, we ask about the meaning
of the symptom for a person and his group, thus encompassing its
“positive” significance: what positive aspects does blushing have? What
advantages does inhibition bring? What function does sleep disturbance
perform? What does the fact that you have anxiety mean to you? (Examples
may be found in Section II and in Peseschkian, 1985).

 



Although we are on the lookout for different possible evaluations
(reinterpretation, positive explanations, alternation of angles of approach),
this does not imply objectivity. We do this with the goal of relativizing our
own reference system and that of the patient and his milieu, as well as
initiating new possibilities for resolution. With this, we leave behind the
original symptom and enter a realm which the patient finds “positive,” i.e.
with a paucity of symptoms, relative ego strength and capacity for
resistance. Also enlisted are two other aspects: reinterpretation of the
syndrome and exploration of the patient’s capacities.

 

The transcultural approach: We ask how the same disturbance or illness is
perceived and evaluated in other cultures, how other people in one’s own
culture deal with it, what special significance the conflicts have for oneself
and what contents they involve. This relativization of the concept of illness
is especially important to family dynamics. Here, the illness performs a
determined function; it makes an essential contribution to the
interrelationships among the family members. In this regard, whether the
illness is mental, psychosomatic, psychotic or somatic is of secondary
importance. (Examples may be found in Section II and in Peseschkian,
1985).

 

Verbal illustrations: One medium that mobilizes the patient’s resources,
instead of insisting on once again going over old familiar problems,
consists of stories and popular sayings, which the therapist may introduce
as counter-concepts. In this way, we depart from the one way street of
therapist-patient communication.

 

In interpersonal relationships, as well as in spiritual pursuits and in life in
general, confrontation runs its course with different process layers, which
we describe as their “functions”: the mirror function, the modeling function,
the mediator function and the warehouse effect. Stories serve as bearers of
tradition, as transcultural brokers, as aids to regression, as counter-concepts



and as stimuli for alternation of angles of approach (see Peseschkian, 1982).
In Positive Psychotherapy, stories are not arbitrarily recounted, but rather
told with a goal in mind within the five stage treatment.
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B) STAGE 2: TAKING AN INVENTORY

 

Emphases in therapy: Development of the ability to ask targeted questions.
Problems in the past five years (ten points)? How were the problems
worked out? The patient is introduced to the four ways of working out
conflicts, which also play an important role in the etiology of conflicts. If
need be, he is asked, “In the past five years, what has happened in these
areas to you, your family and your milieu?” With this, the therapist hopes
to identify the point in time at which the first symptoms or the onset of the
ailment appeared. In addition, the patient is told about the meaning of
microtraumas; the adage, “Drop by drop, a hole is drilled in the stone,” is
mentioned.

 

Conflict reaction mechanisms: How do the problems and the ailment affect
your general well-being, your job, your (marriage) partner, your family and
other interpersonal relationships? How about your prospects for the future?
What meaning do body and health, profession and work, social contacts,
current events, questions of meaning and prospects for the future have for
the patient and his or her family?

 

Model dimensions: “Take a trip through the past,” or the roots of the
conflict: relationships to one’s father, mother, siblings and other reference
persons in childhood; time, patience, the parents’ example; the parents’
marriage, outside contacts; the parents’ philosophy of life, the family’s
motto, conceptions.

 

Actual capacities: What are the effects of microtraumas? In your
upbringing, what abilities were inhibited, neglected or only one-sidedly



formed? What effects has this had, in their psychodynamic, family dynamic
and social aspects?

 

The therapist’s task is to make conflict contents and conflict dynamics
transparent, in all three aspects. For example, with one patient who was
suffering from anorexia (symptom, the domain of “the body/the senses”),
through positive interpretation (e.g., “the ability to participate in the world’s
hunger”), we employ transcultural comparisons, verbal illustrations and
stories that are connected to the symptom in terms of content (e.g., the
partner’s infidelity), how she reacted (conflict reaction mechanisms) and
where she learned these ways of reacting (model dimensions). The
occurrences are illustrated for the patient and for his or her partner, with the
other party not present (see Chapter 3 of this book and Peseschkian, 1999).
For example, what does the wife’s illness mean to her husband, and what
influence does it have on his professional life, contacts and prospects for the
future? What meaning does “faithfulness” or “infidelity” have for the
partner, and how has it been observably imprinted on him (model
dimensions)? In such a manner, a conflict analysis is conducted, making the
essential conflict potentials in the partnership comprehensible to the
therapist and to both partners, regardless of whether or not the conflict
partner is present. This provides a stepping stone for therapeutic work.



OceanofPDF.com

https://oceanofpdf.com/


 

C) STAGE 3: SITUATIONAL ENCOURAGEMENT

 

Emphases in therapy: Development of the ability to incorporate relatively
conflict-free components and positive aspects of the symptoms. What
positive aspects have the incidents had on you and your environment? So
far, how have you worked out such incidents and problems?

 

Through paying attention to things that we experience as positive and
stimulating, it is easier for us also to observe things we find unpleasant and
negative. This, in short, is the basic principle of situational encouragement
in Positive Psychotherapy. Again and again, I have observed that when
partners or families continuously occupy themselves with conflicts and
problems, the situation often comes to a point where it gets out of hand.
When, however, we occupy ourselves with that which holds the family
together in spite of everything, we encourage the family members to recall
long forgotten positive relationships. We thus build a common foundation
on which family conflicts can constructively be brought out - even if they
finally wind up deciding on separation and release.
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D) STAGE 4: VERBALIZATION

 

Emphases in therapy: Development of the ability to address latent domains
and conflicts in a targeted manner.

 

Which (two or three) problems are still unresolved and are to be addressed
within the coming four to six weeks? Through the instruments of Positive
Psychotherapy, conflicts that had previously been expressed nonverbally
and unconsciously are brought into the open and made concrete. The
therapist can address the key conflict with the patient’s family, with
reference to courtesy/candor, and jointly work it out. Concretely, we ask,
“How often do courtesy/candor conflicts arise, and vis-à-vis whom? To
which actual capacities are they related? (How does one ask about justice,
thrift, etc.?)

 

Where in previous stages we created the prerequisite atmosphere,
puncturing rigid façades and fomenting the capacity to understand, now
direct family confrontations get underway. A broad foundation has now
been laid and, with the instruments of Positive Psychotherapy, a dialogue
has been initiated that makes it possible to resolve conflicts instead of just
acting them out. Distorted speech, which either completely ignores feelings
or expresses nothing but stereotypes, is a sign of a disturbed interpersonal
relationship.
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E) STAGE 5: BROADENING OF GOALS

 

Development of the ability to invest energy not only in problems, but also
in other areas of life. What would you do if you had no more problems?
What wishes do you dream about? What can you learn from people who
behave differently than you?

 

A smart businessman doesn’t put all his eggs in one basket. He divides his
money among various projects. Communication disturbances mostly
produce a shrinking of contact with oneself. One punishes one’s partner by
forbidding something or taking it away from him or her. The consequences
are coolness and a weakening of interpersonal ties. We call this process
shrinkage of goals. The basic principle of the broadening of goals is the
discovery that our partner has a whole range of other possibilities besides
those domains that are implicated in the momentary conflict. The
foundation of the broadening of goals is the counter-concept, or the
expanded concept, as the case may be. Every spirited encounter with a
partner who has different ideas is, at least potentially, a broadening of goals:
what would you do if you had no more problems? What wishes do you
dream about? What would you do if you were no longer sane? What can
you learn from people who behave differently than you?
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FIVE STAGES IN THERAPY AND SELF HELP

 

In the first interview, the five stages open up to the patient to the perception
of his own capacity for self help. Thus better clad, he can enter into the
therapeutic process, applying a lifelong process of self help. The patient
and, as the case may be, his partner or family, are now to be familiarized
with the five stages, with the aim of self help. One of the three problem
areas identified by the patient in the first interview will now, in cooperation
with the therapist, be worked through.
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A) STAGE 1: OBSERVATION AND DISTANCING

 

For the next one to four weeks, the emphasis is on bonding and positive reinterpretation. To that end, the following
measures are helpful.

 

Observation: Observe your partner’s behavior. Write down how you annoy each other and what makes you both
happy. Carefully describe these situations. Hints: when and vis-à-vis whom did you feel angry and deprived? When
did you rejoice and feel happy? What pleases you and your partner, and what doesn’t? What brought you together
and what still keeps you together? General malaise is derived from an identifiable context, and this makes it
possible to acquire new aspects and embark on a process of relearning within a family relationship.

 

Furthermore, writing it down helps one to get it off one’s chest. The patient deals with his conflict without
exacerbating the outward conflict situation.

 

Eschew criticism: As you are observing your partner, don’t criticize him or her. Like criticism, observation of one’s
partner without allowing oneself enough time for the task seems pedantic or discourteous. Through detached
observation (“at a distance”) and renunciation of criticism, the conflict can be stemmed. Sometimes, it is
immediately perceived from a different angle. At least for the time being, family customs such as the criticism game
are put on hold and the related expectations placed in abeyance. The requirement for family members who embark
upon the stage of observation-distancing is that they take the time their partner needs and show the patience
required to accept the latter as he or she is.

 

Discuss the problem with your partner. Problems are private affairs. Don’t discuss them with third parties. Instead
of talking about anxieties, aggression and depression, note the circumstances in which they appear. Better yet, note
the conditions in which they do not arise.

 

What is and what ought to be. Delimit your conflicts with the help of “what is and what ought to be.” List the
behavioral alternatives. The process of unlearning is made more difficult when those involved see just the conflict
and nothing else. It even seems as if their reactions to conflict are fated. The goal at this point is for the patients
themselves to suggest alternative attitudes and behaviors. The patient briefly outlines the existing conflict
situation. The “what is” reflects his reaction and portrays the concerned parties’ conceptions of the patient. The
“what ought to be” encompasses the counter-concept that seems to the patient to constitute an accessible
alternative.

 

Bear with disturbance. Many people seek to avoid confrontation with their own conflicts and problems. These
make them feel insecure, disturbed and hurt, when they are unable to escape from them. Nevertheless,
psychotherapy and family therapy require precisely such confrontation, which functions like a dentist when he
drills into a cavity in an aching tooth. Aggravation of the pain can only be partially avoided. Then, however, the
dentist fills the cavity and closes the remaining gap. At that point, there is no more pain. A family that comes in for
family therapy is in a similar situation. Its members are suffering. However, the therapist does not attempt the
immediate elimination of pain, but rather its temporary worsening and instigation. This is not a consequence of
therapeutic error, but rather an important step in the treatment and a proof that the main nerve has been touched.



 

Situation

Mr. B has a responsible position. He comes home late at night. His children practically only see him on Sundays. He
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B) STAGE 2: TAKING AN INVENTORY

 

Domains in which conflicts are worked through: Write down the areas in
which your problems appear. How does your partner deal with his or her
problems:

 

The four model dimensions: Whom did you model your life after? What was
your parents’ relationship to you and with each other? How did your
parents act toward other people and groups? What are your parents’
opinions regarding religion and weltanschauung? How do you see the four
model dimensions for your partner?

 

Actual capacities: Go through the Differentiation Analytic Inventory (DAÍ)
(Peseschkian, 1986) for yourself and your partner, who is also involved in
the conflict. To elucidate your evaluations, describe each corresponding
situation. With the inventory of actual capacities at hand, we identify the
behavior domains in which patient and partner have positive and negative
characteristics.

 

In addition, different psycho-diagnostic test procedures may be applied
here, such as the Giessen Test, the Freiburg Personality Inventory (FPI), and
the Wiesbaden Inventory for Positive Psychotherapy and Family Therapy
(WIPPF) (Peseschkian and Deidenbach, 1988).

 

Concepts: Which motto or concept prevailed in your home? What is your
concept today? What are your partner’s concepts? Who is your favorite



author? Which of your favorite sayings comes to mind at the moment, and
what does it say to you? By whom have you previously been treated? What
is your opinion regarding psychotherapy, and that of your partner, your
parents, the responsible physician?

 

Misunderstandings and interaction analysis: With regard to which domains
do you and your partner have differing viewpoints related to the onset of
the conflict? In which stage do you find yourself (attachment,
differentiation, breakaway), and in which does your partner find himself or
herself?
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C) STAGE 3: SITUATIONAL ENCOURAGEMENT

 

In order to build a trusting relationship, the patient learns to strengthen
determined positive qualities of the partner and to beware of his or her own
corresponding critical inclinations.

 

The relativity of values: Every human being has positive and negative
qualities. What is considered positive and negative is not absolutely
determined; rather, it depends on the concepts used as a yardstick. Your
partner may not perceive as negative the things you consider to be negative.
Ask yourself which of your expectations and attitudes correspond to your
own critical behavior and that of your partner. With the help of the
instruments of Positive Psychotherapy, you can work out the critical
domains of behavior.

 

Situational encouragement: Don’t criticize your partner. For one or two
weeks, encourage him in his positive behaviors (immediately, succinctly and
with regard to content). In this way, you lay the groundwork for trust in
your partnership. Broad generalizations, e.g. “You are a nice person,” or
“You have beautiful eyes,” are not sufficient. Instead, the point is to
strengthen a concrete behavior or actual concept.

 

Paradoxical encouragement: Also encourage your partner in his critical
behavior. Seek out the positive aspects that his “shortcomings” have for
him and you. In this way, you change your angle of approach. Whereas
before, for example, you focused on your partner’s disorderliness, now you
also recognize the positive side of his disorganization, his own unique style
of orderliness, and his creative interaction with it.



 

Recycling resistance: You might ask yourself, “Why should I encourage my
partner, with whom I am in conflict, who annoys me and whom I really
would prefer to punish (justice)?” Try to find an answer to this question.

 

Psychoserum: Do Autogenics training, progressive relaxation or any other
relaxation procedure. When you feel wonderfully relaxed, visually imagine
the positive aspects of the critical behavior. Example: “My depressions are
a bit of an unburdening. When I feel depressed, I leave behind all my
obligations and tensions, and even let myself go. My depressions are the
counterweight to my need to always be the best and to achieve the most (a
43 year old female patient).”

 

Stories as psychoserum: Most of the concepts and counter-concepts are
condensed in folk sayings and stories. They have the advantage of plasticity
and are a lively form of expression. Present your concepts and counter-
concepts in the form of stories and folk sayings: “We don’t go together, we
are quite different types” (concept). “Sameness makes us complacent; it’s
contradiction that makes us productive” (counter-concept).

 

At this stage, the therapist prescribes appropriate medication; here, the
patient’s attitude toward the medicine is important.
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D) STAGE 4: VERBALIZATION

 

Problems, as well as domains not yet experienced, are given concrete
expression and verbalized: establishment of a couples’ group, family group
or professional group.

 

Begin conversing: The partner names his or her problems and wishes.
Listen, and be courteous. Ask your partner what meaning the problem has
for him or her, for how long he or she has been concerned about it and how
he or she deals with it; ask yourself the same questions. Before giving
advice, try to become acquainted with his or her concepts and help him or
her to discover your own concept. If, for example, he or she drinks too
much alcohol, what does that mean to him or her?

 

Be candid: Clearly explain your concrete problem to your partner. What is
your position in that regard? What meaning does the conflict have for you?
What would you like to achieve thereby? What is the sore point for you?

 

Look for possible solutions: Seek common solutions to the problems that are
identified. Think about it: you and your partner need to change places. You
have your own will. Your partner has his or her own will. When you have
candidly said what you think is right, it’s up to him or her what to make of
it. Vice versa, the same thing applies.

 

Rules of the game of conversation: The participants are sworn to silence
regarding their conversation. Don’t forget that inconsiderateness hurts your



partner and yourself more than frank conversation at the right time.
Inconsiderateness is unfair to your partner. Don’t just criticize; also say
how to make it better.

 

The family group: All family members regularly meet at the agreed time. It
may be once a week. Special sessions can also be called (see Peseschkian,
1986).

 

Sharing jobs and switching roles: For a limited period of time, one group
member takes over tasks and role characteristics that had previously been
the prerogative of a different member. Thus, for example, the father acts as
housewife for a while, the mother takes responsibility for planning (which
had previously been the job of the “head of the household”) and the
children, in turn, take responsibility for assignments and jobs which had
been under the jurisdiction of the parents, for example household tasks,
planning and counseling.
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E) STAGE 5: BROADENING OF GOALS

 

In the light of the four ways of working out conflicts, goals and wishes for
the coming five years, five months, five weeks and five days are determined
and worked through. “What would you do if you didn’t have any more
problems?”

 

Broadening of goals: Broaden your goals in the area of the actual
capacities (so far, which of the actual capacities have you neglected?).
Open the door to new possibilities for working out conflict (which domains
have been given short shrift up to now?). Which of the forms of relationship
do you think could be further developed in your own self and your partner
(the four model dimensions)?

 

The family group, the parental group, the partner group and role switching
are further carried out here. Remember that their purpose is not just getting
a handle on problems, but also opening up new possibilities and goals for
the future.

 

What if the partner doesn’t participate: What do you do if your partner
doesn’t participate? Remember that you have your own interests. You don’t
live only for others, but also for yourself. For his part, the partner often
needs time to be able to accept your example. Ask, “Why might my partner
not want to participate?” This sometimes gives one hints about
misunderstandings. “Does my partner not participate because he or she has
been taken by surprise, or has he or she found his or her own way, which I
find it hard to accept?”



 

Summary: The five stage framework is not a straightjacket into which a real
live patient and his or her family must be stuffed. The different stages are
not piled on top of one another in a static manner, but rather exist in
dynamic interaction with one another. Thus, in the course of the entire
therapeutic event, differentiating, encouraging, verbalizing and goal
broadening moments are involved, each of which may become the focus of
attention in an appropriate situation. Furthermore, each individual session
has the structure of the five stages. Among others, this is true for the first
family-therapeutic conversation, in which decisive stimuli for activating
self help can already be given (see Richter, 1976). With this, an essential
goal of treatment is already attained: the family works together, in terms of
self help, based on the five stages.

 

The therapist is no longer the “leader” of the family group, but rather
simply a “counselor.” Often, therapy is often concluded with the first
interview. What follows is self help, and that lasts a whole lifetime.
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STRATEGIES OF POSITIVE PSYCHOTHERAPY

 

The following strategies of Positive Psychotherapy illustrate the range of
possible applications of the instruments. They are flexibly adapted to the
requirements of each situation, as it is presented to the patient or the
patient’s family.
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A) WORK WITH THE INDIVIDUAL PATIENT

 

In accordance with the principle that a change in one element of a system
affects the whole system, the patient, in the framework of Positive
Psychotherapy, relinquishes the role of patient and functions as therapist of
his or her own situation. Experience has shown that with an originally
unmotivated family, the resistance on the part of the other family members
is overcome through such a procedure, and they can be incorporated into
secondary but full-fledged family therapy. Furthermore, the role switch
between patient and therapist produces a changed angle of vision, which
calls the family’s rules of the game into question - and can thus have a
family-therapeutic effect.

 

In Positive Psychotherapy, we do not just fall back on transference
problems; rather, through selected themes and stories, we encourage
fantasy-rich, intuitive associations (see Peseschkian, 1986).



OceanofPDF.com

https://oceanofpdf.com/


 

B) PROBLEMS IN THE (MARRIAGE) PARTNERSHIP

 

Here, most complaints are related to situations in the context of the actual
capacities.

 

We address these therapeutically, beginning with the actual capacities
(DAI). The next step is a positive reinterpretation of the symptoms (or the
critical actual capacities); here, one may make use of transcultural
examples. In order to facilitate mutual understanding, the theme of the four
model dimensions is introduced.
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C) CRISIS INTERVENTION

 

With serious family problems, it is important to first activate the basic
capacities in the patient and the partner. If the partnership is in danger of
dissolution, it is advisable not to insist on the existing conflicts, but rather to
start by discussing self help activities and sharing the five stages of positive
family therapy with the partner, giving him or her an assignment in this
regard. Not until later do we return to the conflicts and an analysis of their
contents.
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D) THE NUCLEAR FAMILY (FATHER, MOTHER, CHILDREN)

 

The key problem concerns the relationship among attachment,
differentiation and breakaway, as phases of the parent-child relationship. In
terms of contents, these three forms of interaction are tied to the actual
capacities and the four model dimensions.
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E) WORK WITH THE EXTENDED FAMILY

 

In addition to the nuclear family, other reference persons can be included in
the treatment: grandparents, aunts, uncles, close friends of the family, etc.
The only limits to the size of this group are those given by the
organizational possibilities. Even more than before, a life history of the
concept is valid here.
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F) PSYCHOSOMATICS AND THE FAMILY

 

Characteristic of many psychosomatic patients is a denial of conflict, also
manifested as an unawareness of family conflicts. The task is to go from a
psychosomatic symptom to the underlying psychosocial conflicts, and from
there to working out these conflicts. The stepping stone to treatment is the
“four ways of working out conflicts.” They are particularly appropriate,
because the psychosomatically ill generally present themselves with their
symptoms. From the forms of working out conflict we skip to the
microtraumas (actual capacities - DAI). Only then do we address the basic
conflict, in the form of the four model dimensions. Positive interpretation of
symptoms plays a key role; it is best when it is done by the patient himself.
It is he or she who knows the significance of his or her illness for his or her
own life, often better than anyone else. Depending on the situation, the
patient can play an active role in the five stages of self help.
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G) PSYCHOSES IN POSITIVE FAMILY THERAPY

 

Here, we are thinking of an acute situation, or one in which there is a
danger of decompensation. Besides, principles apply that have also been
pointed out in connection with the work with the nuclear family. More
details are provided in Section II, Chapter 28.
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H) POSITIVE GROUP PSYCHOTHERAPY

 

The work of Positive Psychotherapy is theme-centered. The themes for
discussion are brought up either by the group members (e.g. faithfulness
with regard to marital problems), or by the therapist, in the form of stories.
These stories are offered as stimuli for discussion by the group members.
One important principle of classification for group psychotherapy is the
three phases of interaction: attachment, differentiation and breakaway. Step
by step within these categories, the instruments of positive therapy are
worked through. Thus, for a considerable period of time, the actual
capacities and the four ways of working out conflict, etc., can become the
central thematic focus of the group. The important thing here is not,
however, acquisition of theoretical competence. Rather, the goal is for every
member, within the group, to recall his own personal experiences and
concepts in connection with the given theme, bring them up to date and
introduce them into the group. In order to expand on this information, the
therapist complements the group’s concepts, for example using transcultural
concepts. Positive reinterpretation helps get a handle on crises in the group.
That doesn’t necessarily mean that one’s privacy is encroached upon in a
placating and conciliatory manner. Rather, through this positive
reinterpretation, the group members obtain new information, which prods
them to find new strategies for solving the problems of individual members.



OceanofPDF.com

https://oceanofpdf.com/


 

I) SELF HELP GROUPS

 

Technically, what we have said about group psychotherapy is quite valid.
To be sure, the main emphasis in the self help group is on the actual
conflict. What is essential here is personal experience and awareness of
one’s own concepts and feelings. In this way, with the instruments of
positive family therapy at hand, the members of encounter groups get
acquainted with their own concepts and learn to relativize them through
transcultural, interdisciplinary examples, within the group. Self help groups
point in four different directions:

 

1. the doctor-patient, teacher-pupil and lawyer-client relationships, etc.;

2. the relationship among doctors (or lawyers, or teachers) and, beyond that,
the possibility of interdisciplinary cooperation;

3. participants’ relationships with their own family; and

4. participants’ relationships with weltanschauung, philosophies of life and
religion.

 

This form of self-help groups is intended to be one step in the direction of a
more comprehensive “community psychology,” in which the
representatives of different disciplines can work together, mental health
considerations are studied in an interdisciplinary manner, and people, as
fellow human beings, can make use of their capacity for self help.
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5. THREE DIMENSIONS OF PSYCHOSOMATICS IN POSITIVE
PSYCHOTHERAPY
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STORY: “THE BRICK THROWER”

 

In Aria, in old Persia, a courtier wanted to check the progress in the
construction of a new palace. He glanced at a worker and an artisan who
were hard at work. He was astonished to see the assistants, who were
tossing the dried bricks, called “Khescht,” to the bricklayers, over three
stories up. One of the assistants surpassed all his comrades. Whereas the
latter failed to get some of the bricks up to the bricklayers, so that they
crashed to the ground after soaring a short distance, that assistant
unfailingly threw his bricks with unbelievable strength and accuracy higher
than all the others. The courtier stood there for some time, watching with
admiration. Finally, he said to the assistant, “My good friend, you have
accomplished something extraordinary. You throw the stone higher than all
your comrades, and you are the most accurate of all. How are you able to
do that?” The worker responded, “My dear sir! I am inwardly happy. The
source of my strength is my harmonious relationship with my wife. Her kind
words accompany me to work in the morning and welcome me home in the
evening. She’s there for me, and I’m there for her.” This story made the
courtier jealous. Without a word, he left the construction yard and made for
the worker’s village, where he asked for the assistant’s wife. He was led to a
young woman of courteous bearing and good overall appearance, whose
contours fascinated him through the veil of her clothing. “You love your
husband,” he remarked, without greeting her. She cast her eyes downward
and replied, “Yes, my lord.” “Tell me, why do you love your husband?’ he
sneered. “What do you see in him? You know that he is lower than a
laborer, he’s a bricklayer’s assistant, an amalleh. His body is tanned brown,
and his hands are rough from hard work. Is such a flower as you not
destined to wilt in such coarse hands?” Disturbed, the woman turned away,
softly saying “May God be with you,” and went back into her house.
Afterwards, whenever the courtier visited the construction site, he paid
close attention to the bricklayer’s assistant. Before long, the man’s
performance declined. Often, his sun-dried brick failed to reach the waiting
hands of the bricklayer. The assistant got sick and moody, and was no more



to be seen in the mosque - which before he had regularly frequented at
prayer time. Finally, the courtier called, “Hey you! Do you really want to
be paid for you achievements? You break more bricks that the job is worth.
Why aren’t you working like before?” “A cloud has darkened my domestic
felicity,” replied the Amalleh sadly. “I have no more peace at home. My
wife is not like she was. Prayer no longer brings me peace of mind, and I
mistrust people.” Patronizingly, the courtier looked down his nose at him.
“Don’t worry, dear friend. You’re not the only person with such problems.”

 

(Near Eastern story).

 

In Positive Psychotherapy, when discussing psychosomatics we can
approach it from three different angles: a narrow, a broad and a
comprehensive sense.
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PSYCHOSOMATICS IN THE NARROW SENSE

 

This is a specific line of research and treatment that strives to illuminate the
connections between mental events and bodily reactions. Mostly, one asks
what specific conflicts and occurrences, with which people, lead to which
ailments, resulting in organic pathological alterations. Included here are
bodily ailments and functional disturbances of the organism, the etiology
and course of which are largely dependent on social psychological
circumstances. It is especially concerned with the well known stress illness
such as gastric ulcer, duodenal ulcer, functional heart ailments, headaches,
intestinal ailments, rheumatic illnesses, asthma, etc. Two different groups
may be identified here:
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A) FUNCTIONAL DISTURBANCES

 

Here, under the influence of the autonomous nervous system and hormones,
the functioning of individual organ systems is disturbed (see Figure 1, “The
Conflict Model of Positive Psychotherapy in Psychosomatic Medicine,” in
Part I, Chapter 3). One example is the secretion of hormones (arterenol) by
the adrenal cortex, which is unleashed through aggravating experiences and,
in some cases, the menstrual cycle, resulting in hot flashes, heavy
perspiration, inner malaise, etc. These connections have long been known to
laymen, and are expressed in proverbs such as “Anger hits you in your gut,”
“That gets my gall,” “It makes me want to puke,” “It makes my hair stand
on end” (see “Verbal illustrations and popular sayings,” in Part II, Chapters
1-39).
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B) ORGANIC DISTURBANCES

 

Here, the anger has, so to speak, eaten into the organ, leading to objective,
pathological organic modifications. This can be expressed in a multitude of
syndromes: skin disease (especially eczema), alterations in the mucous
membrane (e.g. ulcers) and the corresponding sequels, such as bleeding,
ulcers, etc. As psychosomatic research has shown, each organic system is
susceptible to such alterations. Such clinical pictures, which are also
referred to as psychosomatosis, are often the body’s first reaction to a
conflict laden experience linked to a pathological organic diagnosis. The
patient doesn’t talk about his experience; he only talks about the symptom.
These ailments are often the consequence of chronic autonomous nervous
tension, which, when the disposition is present, accommodates itself to the
“organic.”

 

That’s where psychotherapy comes in. The organic ailment is not the first
thing to be treated, but rather the network of interconnections that first
made the ailment possible. The alternative of treating such disturbances
either only physically or only psychotherapeutically is thus seen to be a
false dilemma. On the one hand, it is the responsibility of the physician to
control the course of the ailment and mitigate dangerous developments. For
its part, psychotherapy is assigned the role of clarifying the contributing
environmental factors, thus lightening the patient’s burden. To be sure, such
procedures require cooperation among the physician (who treats the body),
the psychotherapist and the family.

 

Summary: The classical syndromes of psychosomatic medicine described
above belong to the category of psychosomatics in the narrow sense. A
clear-cut distinction between psychological, psychosomatic and purely
somatic syndromes is impossible, however. They must be seen as a multi-



factor phenomenon. As we shall see below, this applies not only to
psychosomatic ailments in the strict sense. Fundamentally, it will prove
useful in etiology, therapy and prognosis to examine every illness in a
multi-factorial manner.
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PSYCHOSOMATICS IN THE BROAD SENSE

 

For a number of illnesses, the scientifically demonstrable proximal causes
have yet to be identified. For this reason, they are somewhat sheepishly
called “endogenous,” “idiopathic” or, more honestly, “cryptogenic,” i.e.
with a hidden cause. Not infrequently, the report reads “etiology unknown.”
The hypothesis of an essential psychological contribution to a syndrome is
often put forth with regard to the so-called vegetative ailments, such as
functional arrhythmia, functional circulatory disease and the complex
symptoms of “vegetative dystonia.” Furthermore, one assumes an essential
psychological contribution to the so called classical psychosomatic
ailments, including the seven historical syndromes (the “holy seven”):
Ulcus duodeni, Colitis ulcerosa, essential hypertension, rheumatic arthritis,
hyperthyroidism, neuron-dermatitis and bronchial asthma.

 

Psychosomatics in the broad sense incorporates these problems within its
own frame of reference: how does body-mind illness affect the afflicted in
their concrete lives, and what reactions does it provoke in their
surroundings? From a one-dimensional way of seeing things we come to
interaction, and finally to networking, within which psychosomatic events
also occur. Psychosomatics in the broad sense has something to do with the
structural framework, within which psychosomatic plots unfold and in
which they are embedded. Avicenna (see Chapter 2, above), in his treatment
procedures, seems to have been a practitioner of these aspects of
psychosomatics.

 

Related to psychosomatics in the broad sense are also questions regarding
the relationship between the physician and health care personal and the
patient, as well as socioeconomic factors and the view of man implicit in
the basic concept, regarding how one deals with oneself and one’s body (the



“I”), other people (the thou and we) and the unknown and unknowable (the
“origin-we”).

 

Psychosomatics in the broad sense is made more comprehensive by the
inclusion of three complementary domains of working out conflicts and
experiences, which, to some degree, function as mediators in
psychosomatic circumstantial interconnectedness. These are the domains of
achievement, contact and fantasy.

 

In this connection, four groups of psychosomatic symptoms may be
distinguished.
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A) PSYCHOSOMATIC SYMPTOMS AS THE EXPRESSION OF A
CONFLICT-LADEN LIFE EXPERIENCE

 

Belonging to this group are the conversion symptoms that Josef Breuer and
Sigmund Freud described in 1895 as the first psychosomatic manifestations
of illness. To them may be added lameness of arms and legs, blindness,
deafness and other sensory disturbances that are not due to pathological
anatomic damage, but rather correspond to the patient’s unconscious
subjective imagination. In the symptom, an unknown fantasy is illustrated;
the diseased manifestation acquires a symbolic, meaningfully portrayed,
expressive significance.

 

This group of psychosomatic organic language can also result from a
particularly pervasive feeling of threat. Thus, Panse (1952) and Battegay
(1970) found that when threatened by wartime bombing, i.e. under the
effects of fear and shock, people showed archaic expressive movements, for
example manifesting in free drawing the anxiety and feeling of threat
characteristic of a primitive pressure reflex. Similar archaic reactions are
found in the playing dead reflex or in an attack of panicky movements -
both of which are expressions of extreme inner compulsion.
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B) PSYCHOSOMATIC SYMPTOMS AS INDICATORS OF AN
EXPERIENCE OF CONFLICT OR SCARCITY

 

Belonging to this domain are especially the so called functional syndromes,
described in diagnoses as “psycho-vegetative disturbances” or “vegetative
dystonia.” About 60 per cent of all patients who consult a general
practitioner or internal medicine specialist suffer from such ailments.
Mostly there are vague, often transient complaints regarding the
gastrointestinal tract, the motor apparatus, the coronary-circulatory system
and the urinary-genital system.

 

Many of these ailments can be understood as expressions of the body
language of the organs. In all cases of elementary life disturbances,
profound seizures in an affective domain and anxiety, more or less diffuse
somatic symptoms may ensue.

 

In general, experience has shown that the psychosomatically ill find it
difficult to relate to their own feelings (alexithymia). They often know little
about what moves them inwardly. Where with a healthy or a neurotic
person, early tensions are integrated into dreams, fantasies or symbolic
interactions, for example in the form of a scenario, the alexithymic fill the
inner void with external details. Along these lines, French authors Marty et
al. (1963) speak of the operational thinking such people often resort to, to
the effect that their body must function as an apparatus, without being
influenced by emotions. Finally, psychosomatic disturbances signalize that
the flow of experience, the consequences of which they had often ignored,
is strongly involved.
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C) PSYCHOSOMATIC SYMPTOMS AS SIDE EFFECTS OF PRE-
PSYCHOTIC AND PSYCHOTIC AILMENTS

 

To be sure, such side effects may, to an etiological way of thinking, seem
secondary and not very noteworthy. However, for the patient who must bear
them, and his loved ones, the health care personnel and his physicians, these
disturbances often become a via crucis in the doctor-patient relationship.
Already Kraeplin, in his Lehrbuch der Psychiatrie (1904), pointed out
somatic side effects, especially of incipient schizophrenia, such as sleep
disturbances, appetite disturbances and weight oscillation. Not infrequently,
we observe how patients whose affective interest in what’s going on around
them has waned take to eating with a vengeance. Consequently, they gain a
lot of weight and lose their lust for life.

 

Also depression, especially of the “endogenous” type, can go hand in hand
with somatic symptoms. With many patients, the latter are actually in the
foreground, overshadowing the underlying depression.
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D) PSYCHOSOMATIC SYMPTOMS WITH PURELY SOMATIC DISEASES

 

Even grievances that are mostly seen as purely somatic, such as tumors and
fractures, should be seen as having psychological aspects, perhaps not only
in their origin, but also especially in the way they are dealt with. Thus, at
the same time that bodily ailments are the expression of a determined way
of life, they give rise to a corresponding way of dealing with them.

 

We find psychosomatic phenomena not only in bodily ailments that are
psychologically determined or conditioned, but also, vice versa, as somatic
mental disturbances. This is a case of feedback from bodily ailments to the
processing of experience. Typical examples are chronic ailments and the
psychological processes of adaptation and defense against bodily illnesses.
Finally, they determine how well the patient will be able to deal with his
illness and what importance the ailment has to his life plans. The same
illness afflicting different people can reflect different psychological and
social suffering, depending on the patient’s physical, adaptive or defensive
processes, whether conscious or unconscious. For example, a patient with
chronic primary polyarthritis can, with objectively identical handicaps
resulting from deformation of the joints and a comparable degree of
swelling, either put up with it in a totally passive manner, suffer in bed,
passively bear the most severe pain and be totally dependent on the help of
others, or be active in self-help groups, seeking helpful accessories that
may, in spite of the handicap, make possible a normal life, living in this
manner with his affliction, which undoubtedly also causes him pain.

 

The somatic-psychological component of psychosomatics is being given
more and more importance. The large number of persistent chronic
ailments, as well as the greater sensitivity to the consequences of illnesses,



as well as medical interventions in experience in general, have opened up a
broad field of application.
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PSYCHOSOMATICS IN THE BROADEST SENSE

 

In this sense, psychosomatics is embedded in the socio-cultural milieu,
which in many ways mirrors the four domains of working out conflicts. We
have included therein the sphere of the individual, science, culture, politics
and economics, and religion and weltanschauung. All these domains
interact in the living reality of the human being. They take on different
content-related configurations, in accordance with cultural conditioning
factors, developmental level and the individual situation. They are not
constant, and are simultaneously called into question and broadened by
meeting other people and through every encounter with another culture.
This is the transcultural dimension of this model (see Peseschkian, 1985).
Among other reasons, we have developed the method of Positive
Psychotherapy in response to these concerns.

 

As we have seen in our treatment of psychosomatics in the narrow and
broad senses, a multitude of factors affect a person’s psychical-
psychological equilibrium; all are at times significant for the etiology, the
course and the prognosis of an ailment. Psychosomatics in the broad sense
takes into account societal factors, alongside the interplay of body and soul.
It is in the former that the human being is immersed; the environment’s
reactions to him and, vice versa, his reactions to his environment, can only
be understood in this light.

 

A symptom does not manifest itself in a vacuum. The symptom’s fate
depends, in its etiology and continuing development, on the conditions that
first made it possible, the meaning assigned it, its affordance and what
reactions to the environment it calls forth. We may thus speak of a socio-
psychosomatic mode of observation.



 

Positive Psychotherapy provides an answer to this problem, examining, as it
does, the above-named spheres in a comprehensive manner.



OceanofPDF.com

https://oceanofpdf.com/


 

A) THE SPHERE OF THE INDIVIDUAL

Three things comprise medicine:

the illness, the patient and the physician.

Every healing art is, however, in vain

if the patient does not work together with his physician.

(Paracelsus)

 

Every human being has at his disposal a multitude of capacities and
possibilities, which he brings undifferentiated into the world as the abilities
to know and to love (see Chapter 3), and which he develops throughout his
life, depending on the demands of his environment and the relative weights
assigned to his capacities. These capacities are grounded in the cognitive
and emotional levels, as well as in the body’s entire predisposition to react.
The human being, who, in contrast to the animals, has the capacity to
perceive and portray himself, relates to his own body as well as to his
emotional and cognitive capacities. With growing autonomy, he learns to
deal with himself. As we are discussing the topic of psychosomatics, it is
particularly interesting to us which contacts with our body we take up, how
we establish a relationship with it and how we and our body get along
together. We include here the development of the relationship with pain,
eating, movement, sports, sexuality, aesthetics, athletics, sleep, health and
sickness. Thus, the body is not just that which one can always hold tight to,
the sum total of the organs, but also the bearer of the media with which such
perception becomes possible, the senses.

 

Summary: the individual experiences a feeling of his own integrity and
oneness. To be sure, many things affect the person; but he always remains



himself. On the one hand, he finds it possible to induce, to be active, to
intervene and shape events; on the other, the individual can be passive and
subject to influences, and allow himself to be formed, shaped, educated and
reared. To me, it seems important to bear in mind these two capacities -
which are not mutually exclusive, but rather exist side by side. Man is not
God, who can create everything by Himself, nor is he an amorphous mass
who must wait to be shaped.
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B) THE SPHERE OF SCIENCE

There is nothing to stop us from identifying

the world order of science

with the God of religion.

(Max Planck)

 

Science is an essential transmitter of the modern world view. It teaches us
to recognize the logic in the different domains of life. Science often tries to
give the impression that its premises and justifications are derived from the
“healthy human understanding” supposedly equally accessible to every
human being. This self concept is deceptive, in that the choice of a science,
its thematic area and its key questions and methods is dependent on health-
related, societal, weltanschauung-related and religious presuppositions (see
Peseschkian, 1985; Deidenbach, 1990, pp. 225-227).

 

Medical thought also is tightly bound to technical-economic development
and the respective historical situation. For example, in the religious era of
the Middle Ages, the soul (the religious soul, not the psyche of psychology)
stood in the foreground. Bodily interventions were made by barber-
surgeons, hangmen, military medics and cataract surgeons - all despised in
the social hierarchy. Prayer as a means of healing was highly regarded.
Nowadays, a fundamental change has taken place. Since Descartes, and
inspired by the industrial revolution and knowledge of mechanics, we have
sought to grasp man as a quasi mechanical being, similar to a highly
complicated machine. At the same time, there has been progress in anatomy
and physiology; while with the development of chemistry and biochemistry,
man was discovered to be a “chemical plant.” The invention of computers



greatly influenced our thinking at the time. Man seemed to be a complex,
self-directed computer, networking with other information systems.

 

Each of these stages of development was necessary for the progress of the
ability to know. At one point, its blossoming became so fascinating that
exclusivity was claimed for it. What had been valid before seemed out of
date. The prevailing method was seen as absolute. Depending on the stage
of scientific development, man has been seen in diverse ways, as a spiritual
being, as a mechanical automaton, as a chemical plant, as a bundle of
reflexes, a sacrifice to the unknown, a super robot. Likewise, today’s
prevailing science offers a range of possibilities for perceiving and dealing
with oneself, one’s fellow man and one’s patients.

 

Summary: It is not only impersonal, socioeconomic, political, economic
and scientific developments that are responsible for psychosomatic
illnesses, but also our own desire for comfort, our habits, our readiness (or
not) to plan at least for the medium term future, our achievement orientation
(with its constant demand for protection and progress) and our willingness
(or not) to take risks. Through them, processes are conveyed that directly
affect our bodies. Recent examples include the nuclear disaster at
Chernobyl (1986) and so-called malfunctions at chemical plants. This raises
the issue of accountability, whether for the scientist himself (see
Peseschkian, 1985) or for all earthlings, who have participated (or want to
participate) in scientific progress. What all is one willing to take into
account? For its part, this depends on the socio-cultural, economic and
political circumstances, as well as the prevailing weltanschauung-related
and religious assumptions.
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C) THE SOCIO-CULTURAL SPHERE

Ye are the fruits of one tree,

and the leaves of one branch.

(Bahá’u’lláh)

 

In trans-cultural procedures, we are concerned with the concepts, norms,
values, behavioral styles, interests and perspectives prevailing in a culture.
This way of looking at things brings together the characteristic essential
traits of a population. This encompasses the possibilities for thinkable and
permissible relationships to one’s own body, the way illnesses are
perceived, what options for working out conflicts are available in the
traditional repertoire and what commitments the collective style of behavior
holds most dear.

 

In the meanwhile, in Germany refugees have replaced the guest workers as
a source of transcultural volatility. For the most part, they are exiles who
feel that in their homeland, their personal existence is threatened for
political, economic and religious or weltanschauung-related reasons. They
mostly come fully unprepared into a totally different cultural system, which,
for all its humanitarian concern, is unprepared to take them in. The dilemma
of the asylum-seekers may be described as follows: to be sure, they disagree
with the political situation in their homeland; but that does not imply that
they renounce their own cultural traditions and want to replace them with
those of their adopted country. This starts with the peculiarities of eating
and extends to attitudes toward work, the traditional significance of the
family and of contact with other people, as well as differing religious and
weltanschauung-related convictions.

 



We frequently find people in such an oppressive life situation reacting with
illness. For the most part, the physicians they consult feel they have gotten
in over their heads. They don’t speak the language and are unfamiliar with
the patient’s customs and mores, his family situation and the pace of life
imparted by his religion. They are also mostly unaware of the amount of
economic difficulties and pain that pulling up roots and leaving home have
caused. Against such a background, it may well occur that the symptoms
manifest themselves quite differently than for German patients. The
doctor’s helplessness is the consequence of a cultural gap vis-à-vis the
patient. The degree to which our everyday life is affected is illustrated in the
following examples.

 

“Factors leading to a global cemetery, where we may all ‘rest in peace’”

 

In the book, One Hundred Pages for the Future, written by the founder of
the Club of Rome, Aurelio Peccei (1981), the following points are listed as
the essential negative factors underlying the world situation and which, in
combination, are driving mankind to disaster. (For our part, additional data
have been added, with complementary material taken from The Promise of
World Peace, 1985).

 

The population explosion, the absence of plans and programs to meet basic
human needs, the disruption of the biosphere, the crisis in the world
economy, the arms race, the neglect of profound social evils, anarchical
economic-technical development, the ageing and ossification of institutions,
the East-West conflict and the North-South difference, the dearth of moral
and political leadership.

 

“Factors leading to world peace”



 

The founding of the League of Nations and the United Nations; the
independence won by most of the peoples of the earth following the Second
World War; increased cooperation in international undertakings; the
growing trend for national groups to formalize their interrelationships, thus
making cooperation possible; the founding of international humanitarian
organizations; the spread of women’s and youth movements demanding an
end to war; the increase in exchange programs, which contribute to
international understanding; achievements in the fields of science and
technology; the signing of declarations and the United Nations Charter; the
Helsinki accord; the declaration of the Organization for Security and Co-
operation in Europe, in Paris in November 1990; the general awareness
raising leading to a “world consciousness.”

 

Summary: Certainly, such movements and groups are only the beginning.
All too often, national egotism, personal self interest and power struggles
hinder progress; nevertheless, we may perceive a trend toward
understanding. All these efforts are hopeful signs for a world at peace.
Although the points mentioned may at first seem very global, it has
repeatedly been shown that individuals react to them with different degrees
of emotional involvement, whether active or passive. It is therefore
important to take into account the influence of fundamental questions about
the future, in a trans-cultural psychosomatics in the broad sense.

 

With regard to language: it is important for each person to retain his native
tongue, but he should also learn to speak a language with which he or she
can communicate with others. Transcultural psychotherapy seeks to
accomplish such a “language” as meta-communication, as communication
about conflict.

 



Responsibility for the transcultural movement falls first to politicians, who
have made it their affair (in whatever way it may be legitimated) to decide
on behalf of others and to be held accountable to the groups they represent.
With this, they have taken over tasks that may even be vital to us. Their
range of action is largely determined by the partial interests of the groups
they represent, by their own short and long term goals, by the associated
prevailing fears and by their own personal capacities and problems.
Politicians’ treatment of the problem is influenced by the times and the
culture in which they grew up, how much emotional warmth and modeling
their families gave them, what relationships with their fellow man they have
been able to develop and what significance people have for them.

 

Also decisive are the meanings contained in their religion and
weltanschauung, and the tools made available to them by science and
technology.
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D) THE SPHERE OF RELIGION AND WELTANSCHAUUNG

The first draft from the goblet of science makes one an atheist,

but God is waiting at the bottom of the cup.

(Werner Heisenberg)

 

Sickness has a special role in almost all religious and weltanschauung-
related systems. Illness is a crucial situation in human existence. Depending
on one’s religious and philosophical orientation and weltanschauung, illness
is a punishment for sins, a blessing, pure chance, a God-given test, or
unavoidable predestined fate. Our possibilities for accepting an illness,
escaping from it or seeking healing depend on the above.

 

This affects not only the patient, but also the therapist, the physician - who,
in a way, acts as a disseminator of a concept of illness. It’s no coincidence
that in the olden days the physician and the priest were the same person.
From this angle, it is important for the physician and therapist to bring to the
surface their own concepts of illness - conditioned as they are by their own
religion and weltanschauung - and to ask themselves about the meaning of
life and of sickness, not uncritically treating their own concepts as absolute
truth.

 

The fact that one’s treatment ethic is essentially determined by prior
decisions regarding religion and weltanschauung has been acknowledged by
many scientists and, more or less effectively, incorporated into their own
work.

 



Figure 1: Religion and modern man. Every religion gives humanity as much
to understand as it can comprehend at its current stage of development. If
the teachings of earlier religions contradict the knowledge of our day, that
doesn’t make them false, but rather merely out of date (from Peseschkian,

1985).

 



People see their health and sickness in different ways, depending on whether
they live in an industrial or agricultural society and in a socialistic or
capitalistic system; whether they were born German, American, Australian,
Japanese, Persian, Italian or Spanish, etc.; and whether they are a Protestant
or Roman Catholic Christian, a Quaker, a Baptist, a Calvinist, a Jew or a
Bahá’í, etc. The degrees of freedom of health and sickness, and the choices
at one’s disposal, depend on each individual and are set in advance in the
rules, rituals, norms, commandments and prohibitions of the
weltanschauungs, philosophies of life and religions that have shaped each
person. Belief, religion and weltanschauung, which can serve as a general
system of reference (basic concept) for attitudes and ways of behaving,
influence the shaping of the capacities. Religious and weltanschauung-
related attitudes may be conceptualized as background information regarding
the relationship with sexuality (sexual commandments and prohibitions, rites
of sexual behavior), childrearing (parental roles, authoritarian upbringing,
anti-authoritarian tendencies, privileging sons or daughters), profession (the
limits on professional possibilities, the motivations behind work - e.g.
service to mankind, self realization, the goal of life as a social responsibility,
a burden or a distraction from one’s true vocation), partnership (equal rights
in the husband-wife relationship, weltanschauung-related valuing of
partnership as a way to produce offspring, the nucleus of society, an affair of
passion, a binding prescription), social contact (prescribed social
relationships, e.g. the Indian caste system or the relations among social
groups, statuses and classes, and prescribed contact situations, e.g. common
prayer, community feasts, singing, meditating or working together, the
demand for social asceticism - compare Peseschkian, 1985).

 

Summary: Among many people in the European West, a kind of “cultural
malaise” prevails. They are dismayed by the one-sidedness of science and
what they experience as its misanthropy, and are disappointed by the
anachronistic cultural life and by politics that are not people-friendly; but
they do not feel at home in the traditional religious and weltanschauung-
related systems. The only thing they can do is to pull back into themselves
and try to find new orientation within.

 



Religion is like a remedy that is adapted to the nature of the human being. It
can, however, only be meaningful when it speaks to the person’s
requirements, needs and sufferings and takes into account development (the
principle of time), relativity and oneness. When a poorly understood religion
leads to perturbations, such as fixations, developmental inhibitions or rigid
intellectual defensiveness, it must be nonsense. Feuerbach called it
pathology instead of theology, Marx and Engels spoke of religion as the
opium of the people, and Freud caricatured it as an insurance policy.

 

As we were saying, religion makes its approach from the angle of providing
meaningfulness. Where trust, hope and meaning have been disturbed, the
relationship to religion and the church is distorted. A range of
misunderstandings plays a role here:

 

- confusion between faith, religion and church;

- confusion between determined and conditional fate;

- the nature-nurture misunderstanding; and

- the misunderstanding of death.

 

In fact, one may say that many scientists do have an open-minded view of
religion. There are countless affirmations, of which a basic sample is
presented below.

 

Blaise Pascal (1623-1662),

French mathematician, physicist and philosopher:



“No doubt, faith says what the senses do not say; but it does not say the
opposite of what they perceive. It is apropos, not against!”

 

Isaac Newton (1643-1727),

English mathematician, physicist and astronomer, the founder of classical
theoretical physics and discoverer of the laws of gravitation:

“This most beautiful System of the Sun, Planets and Comets, could only
proceed from the counsel and dominion of an intelligent and powerful being.
This is and remains my last and highest knowledge.”

 

Gottfried Leibniz (1646-1716),

Mathematician, physicist and philosopher:

“Order, evenness, harmony astound us…. God is pure order. He is the
Creator of overall harmony.”

 

Karl von Linné (1707-1778),

Swedish naturalist, the founder of modern botany and originator of the plant
taxonomy:

“I have glimpsed in passing the eternal, unending, omniscient and
omnipotent God, and have bowed the knee in reverence.”

 

Friedrich Wilhelm Herschel (1738-1822),

German astronomer, discoverer of the planet Uranus:



“The more the field of science expands, the more numerous and irrefutable
are the proofs of the eternal existence of a creative and all-powerful
Wisdom.”

 

Thomas Alva Edison (1847-1931),

American inventor (more than 1,200 patents) and industrialist:

“…the greatest respect and the greatest awe for all engineers, especially for
the greatest among them: God”!

 

Paul Sabatier (1854-1941),

French chemist, Nobel Prize winner 1912:

“To pit natural science against religion is for people who have been poorly
instructed in both sciences.”

 

Carl Ludwig Schleich (1859-1922):

German surgeon, inventor of infiltration anesthetics:

“In my own way, I have become a believer through the microscope and the
observation of nature. I want to do whatever I can to unite science and
religion.”

 

Robert Andrews Millikan (1868-1953),

American physicist, Nobel Prize winner 1923:

“People who know little about science and people who understand little of
religion may sometimes fight; and observers may think that science and faith



are fighting, while actually it is a collision between two kinds of ignorance.”

 

Alexis Carrel (1873-1944),

French-American physician and naturalist, Nobel Prize winner 1912:

“It is no greater cause for shame to pray than to drink and breathe. Man
needs God, just as he needs water and oxygen.”

 

Ernst Ferdinand Sauerbruch (1875-1951),

German surgeon, discoverer of the low-pressure method:

“There is no true medical art without a weltanschauung-related humble
relationship with God. Out of this humility arises a powerful strength, which
we must have to be able to exercise our profession.”

 

Carl Gustav Jung (1875-1961),

Swiss psychologist, founder of depth psychology:

“It is irrelevant what the world thinks of religious experience. Whoever has
one possesses the great treasure of something that becomes for him a source
of life, meaning and beauty, and that gives the world and humanity new
splendor…. Where is the criterion that permits the affirmation that… such an
experience is not valid, and… is a mere illusion?”

 

Albert Einstein (1879-1955),

German physicist, the discoverer of the theory of relativity, Nobel Prize
winner 1921:



“A kind of religious feeling must suggest itself to every serious natural
scientist, because he cannot imagine that the exceptionally fine connections
that he sees were conceived first by him. In the incredible universe,
boundless reflection is manifested. The prevailing assumption that I am an
atheist is badly mistaken. Whoever peruses my scientific theories can hardly
conceive such a thing….”

 

“What is the meaning of our life, what is the meaning of the lives of all
living beings? To know an answer this question means to be religious. You
may ask, ‘does it make any sense to ask such a question?’ I respond,
‘whoever sees his own life and that of his fellow men as meaningless is not
only unhappy, but also scarcely capable of living.’”

 

Max von Laue (1979-1960),

German physicist, director of the Max Planck Institute for Physics in Berlin,
Nobel Prize winner 1914:

 

“The natural scientists wanted to see God face to face. As that was not
possible, their exact science declared that He didn’t exist. How much more
humble have we natural scientists become! We bow in awe before the One
who is all encompassing, whose might is overwhelming, who is eternally
invisible, who can never be grasped.”

 

Arthur H. Comptom (1892-1962),

American physicist, Nobel Prize winner 1927:

“Far from being in conflict with religion, science has become an ally of
religion. Through better insight into nature, we also learn to better know the
God of nature and the role we play in the drama of the cosmic essence.



 

Wernher von Braun (born 1912),

German-American physicist and rocket researcher:

“Over everything stands the honor of God, who created the great universe,
that man and his science, in deep reverence, may further penetrate and study
day by day.”

 

“The opinion one occasionally hears, that we, in the age of circumnavigation
of the globe, know so much about nature that we no longer find it necessary
to believe in God, is in no wise justifiable. To the present day, with every
new answer, natural science uncovers at least three new questions!”

 

“Only a renewed faith in God can produce the transformation that can save
our world from catastrophe. Science and religion are thus siblings, not
opposites.”

 

(from Frankenberger, 1985, pp. 7-28; compare also Peseschkian, 1985).

 

Practical consequences

 

- This comprehensive model of Positive Psychotherapy in psychosomatics
makes possible a milieu-therapeutic approach, family- and
psychotherapeutic interventions and self help activities - which, at the
different levels, complement one another. Furthermore, it gives a glimpse of
a sphere which is not just the domain of the therapist, but also relates to



political and economic concerns which, in terms of comprehensive
psychosomatics, largely define the societal parameters of human interaction.

- The ever closer contact among cultures makes it necessary to relinquish the
security of one’s own cultural background and to incorporate other mental
models, learn from the members of other cultures - in the sense of a
“transcultural psychosomatics” - and thus expand one’s own concepts.

 

The shaping of the spheres of the individual, science, culture and religion-
weltanschauung forms the view of man which functions as model, behavior
regulator, ethical precept, orientation assistance and prototype of the
perception of oneself and others. The view of man not only determines what
we expect of ourselves and others, but also reveals which capacities and
qualities we are prepared to grant to ourselves and others.

 

- People mostly find security and orientation only in their concrete, tangible
environment. Thus, they look for self-affirmation through physical
satisfactions such as eating, drinking, sexuality, sleep, sports, aesthetics, etc.,
through escape into work (“workaholics”) or through a more intense
relationship with their partner (who then has to guarantee the security that
previously a whole culture had to offer). He finds self-affirmation in contact
mostly with small groups, which basically define their identity vis-à-vis
other groups - which they caricature and seek to dominate. There is a trend
to join ersatz religions, the so-called new religions, just as they might show a
bias for astrology, parapsychology and esoteric pursuits. In the “little ersatz
religions,” each one-sided, highly stylized conviction, each absolutistic value
can find expression.

- Man’s search for a valid new orientation implies a mutual connection
between cause and effect. The culturally, socially, politically and religiously
disillusioned individual, seeking refuge and help in his own private world, in
this way multiplies the collective problems.

 



“If you are thinking of one year, plant grain!

If you are thinking of a decade, plant a tree!

If you are thinking of a century, educate a human being!”

(Near-Eastern saying)



OceanofPDF.com

https://oceanofpdf.com/


 

6. ASPECTS RELEVANT TO EXPERT OPINIONS
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INTERRELATIONSHIPS AMONG THE THERAPEUTIC MODELS

 

Considering that neurotic, psychotic and psychosomatic disturbances can be seen as a narrowing of one’s
grounding in reality, the four ways of working out conflicts become the main thread of therapy. We may
distinguish between those ways of working out conflict and grounding in reality that are hypertrophied, highly
differentiated and perfectly one-sided, on the one hand, and a lack of developmental potentialities, which resulted
in potential conflict, on the other. In other words, people get sick not only because of what they have experienced,
but also because of what they have been unable to experience because the required developmental conditions for
expression of their innate capacities have been denied them. Disposition for conflict develops cumulatively, as an
almost imperceptible accumulation of microtraumas, corresponding to the social concepts existing in the family or
assimilated. In this regard, we may illustrate the four ways of working out conflicts in two complementary
diagrams.

 

 

Figure 1:

The four ways of working out conflict as the expression of overemphasis and under-differentiation The four ways of



 

This diagram describes one typical form of susceptibility to conflict, which may be approached through a life
history along the lines of the four model dimensions and described, in terms of contents, using the Differentiation-
Analytical Inventory (DAI; Peseschkian, 1986).

 

These functional relationships within the model may be clarified through a highly pregnant case study. A 34 year
old businessman, responsible for representing the firm, among other things, came to my psychotherapy office after
having sought treatment by other psychotherapists over the years. He was suffering from functional heart ailments,
frequent stomach aches and feelings of anxiety, manifesting themselves as a fear of failure and in other ways.
Hitherto, psychosomatic analysis and the job-related achievement problem complex had been investigated. In
accordance with the model presented above, we expanded the therapeutic spectrum: in the foreground of the
problem complex there stood achievement as a way of working out conflicts. As long as he could remember, his
life had centered around achievement. The contours of the ideal image that the patient had constructed of himself
encompassed the concepts of success and of active, demanding and uncompromising achievement orientation. This
narcissistic wish for unachievable perfection went hand in hand with a deep-seated fear of failure. Missing in his
repertoire of possibilities for working out conflict were the domains of body, contact and fantasy. Even though they
could have made a great contribution to the conflict dynamics, these were practically unknown to the patient. They
were on the periphery of his world and no longer brought him pleasure; they were in short supply, and anxiety-
provoking. This becomes understandable against the background of the model dimensions, which describe the
originally experienced family relationships. They pointed to a fear of object loss. Achievement had come across as
a delegated assignment. Vis-à-vis the achievement problem complex, the patient had become attached to his father
figure. Vice versa, the shorthanded domains pointed to the patient’s potential needs - which, teleologically
speaking, found expression in the construction of the symptoms. The patient’s parents were both professionally
active. They only provided emotional affection related to activity and achievement. Contact was largely restricted
to the family. Whatever contacts extrapolated the family circle were invariably related to business. Other forms of
contact were considered “nonsense” or, out of fear of possible rivals, avoided as much as possible. In contrast, a
comrade was fantasized who would selflessly stand beside the patient in the event of economic difficulties, or if he
were no longer capable of achievement. However, at the same time he was critical of this wish, because “there was
no such thing,” especially because he feared that in his desire to lean on another person, his independence and
freedom from commitments might suffer.

 

Achievement was narcissistically loaded in an overly compensatory manner. That was the domain in which the
patient could find confirmation of his delusions of grandeur. In contrast, with regard to his own bodily “I,”
interpersonal contact and fantasies not occupied with achievement, there was an almost ineluctable need. In this
field, he proved especially vulnerable.

 

For his own protection, he called forth in his fantasies a great comrade who would never disappoint him, and who
also, “as a good father,” would be able to bear it if, in his achievements, the patient proved inadequate and weak.
At the same time, however, such a fantasy was rejected as unrealistic; any attempt to build a really enduring
relationship was renounced. Finally, nobody could evaluate his fantasy image or fulfill his demands and
expectations.

 

Among the actual capacities, diligence/achievement, thrift, orderliness, punctuality and dependability were in the
foreground. Then again, they were to be found in the concepts expressed by his life style, which he called his
motives, and which had permeated his upbringing.

 



Consequently, the conflict situation may be described as follows. The therapeutic strategy was primarily focused
on the not experienced domains, which, in re-education, could be newly worked through (goal broadening with
regard to the bodily I, interpersonal contact and fantasy activities). Hand in hand with this went life history
analysis of the overstressed domains, the background of which was made transparent to the patient (Peseschkian,
1986).

 



OceanofPDF.com

https://oceanofpdf.com/


 

THE REPORT TO THE EXPERT
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A) SPONTANEOUS CONTRIBUTIONS

 

“In the past eight months, I have had continual sleep disturbances, together
with anxiety feelings and stomach ailments. All day long, I have a
headache. Since the major overhaul at the firm, I suffer from doubts as to
whether I will able to meet the demands. I have a persistent feeling that I
am a failure, and am so nervous that I have frequent conflicts with my
colleagues. In stressful situations, I give up much more quickly than I used
to. I’m not up to snuff at home either. It hit me really hard when my son
flunked his grade. The way things are now, I’m beginning to doubt myself.
I feel unwell and depressed, and that nothing has any meaning any more.
Recently I went to see a gastroenterologist about my stomach problems.
She advised me to seek psychotherapeutic treatment (patient testimony
from the first interview).”
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B) THE PORTRAYAL OF LIFE HISTORY DEVELOPMENTS

 

a) Family anamnesis:

 

The patient’s mother is a sixty-two year old secretary, healthy for her age.
The father was a shrine master. He passed away two years ago, at the age of
sixty-two. He had apoplexy. The parents’ marriage was reportedly out of
convenience, not a good marriage in the patient’s eyes. The father was often
unfaithful to the mother, and an absolute patriarch. The patient has two
younger brothers, with whom he has little contact. As the oldest child, he
was responsible for his younger siblings and was supposed to provide a
model for them.

 

b) Physical development:

 

Pre-, peri- and post-natal development normal. Walked at 15 months, talked
at 20 months. Childhood illnesses: measles, whooping cough, the mumps.
An operation at 29 years of age (hiatal hernia). Has had stomach ailments
for three years. No medical treatment or healing.

 

c) Mental development:

 

The patient was supposedly toilet trained quite early (precise testimony
regarding toilet training was not forthcoming). However, he later suffered



from bedwetting for a period of time. His grandmother spent a lot of time
with him. The mother is described as submissive but determined. (“She was
a real bitch: everything had to be clean. It was better not to bring too many
friends home, because they made a mess; and for mother that was always
stressful,” reported the patient.) The childrearing situation characterizing
the patient’s first social milieu was determined by an over-emphasis on the
secondary capacities and a simultaneous tendency to stress the naïve
primary capacities, which dispose one to emotional dependency (see
“Actual capacities,” Peseschkian, 1985, pp. 43-95). These contradictory
tendencies, which impressed themselves on the patient as a conflict between
personal autonomy and dependency, led to conflicts and guilt feelings, the
motivation for which was suppressed at the time. The father was portrayed
as demanding achievement and striking him often. The father was said to
have given a lot of weight to the behavioral norms of success, diligence,
orderliness, thrift, justice and punctuality. The patient claimed to have been
for the most part easily molded by his playmates. He said that his parents
had never told him the facts of life. For learning about sex, he was left to
himself and his friends. He reported inhibitions vis-à-vis the opposite sex.
Child rearing situation: double bind education. The fact that parental
authority was reinforced by strong ties to the church, and had to be
internalized by the patient as a restrictive superego, was a contributing
factor. He rejected his mother’s projected ideal self (that he was to be a
teacher or a preacher).

 

d) Social development:

 

A thirty-four old businessman with a degree in business administration, has
been married for eight years. Has a thirty-two year old wife (a clerk) and
two sons (seven and five years old, respectively). The patient is a Protestant
and his wife Catholic; the children are Protestant. By age five the patient
was already going to school. He was a good student. In high school, he
switched to business administration. Took the civil service exam in 1982.
Since 1985, he has been working for his uncle’s company, where he soon
took charge. He actually wanted to pursue a different profession, but his



father and his uncle would hear nothing of that. Three years ago, his uncle’s
firm was completely restructured; since then, it has been going downhill, he
says. Besides, the patient often has marital difficulties (time problems,
weltanschauung-related dissonance, etc.). There is no evidence of an
inherited pathological connection.
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C) FINDINGS OF THE FIRST EXAMINATION

 

a) Psychological diagnosis

 

A well dressed older patient, apparently exhausted, came in for an initial
interview. From his demeanor, he seemed, on the one hand, to be quite
clever and, in a defensive way, “serene.” On the other hand, there were
moments when he manifested a need to cling to something. In the
therapeutic situation, it was possible to build a positive transfer situation -
which impressed one as being quite controllable. The patient’s intelligence
was found to be above average (IQ, calculated using the IST - Amthauer-
SW: 116.). The patient’s ability to concentrate (Concentration test d2) was
found to be above average. On the FPI, the patient was portrayed as
nervous, aggressive, easily frustrated and inhibited. On the WIPPF, an
overemphasis on the secondary capacities (justice, thrift, punctuality and
orderliness) was shown, with simultaneous under-emphasis on the primary
capacities (time, patience, contact, trust and hope). Overall, with respect to
the tendency toward a compulsive-depressive neurosis structure, the
personality might be called well differentiated. The patient was quite
capable of regression. His fixations were oriented to the existing conflict
situation. However, it proved easier to strengthen his confidence in his
potential for change and growth, and to win his trust in a stable need for
work.

 

There was no disturbance of perception or thinking. Important defense
mechanisms: turning aggressive impulses against himself, denial and
rationalization. The neurotic resistance showed an affinity to the context of
the actual conflict situation, thus providing a favorable stepping stone for
therapy.



 

b) Bodily diagnosis:

 

A 34 year old businessman, well nourished and in pretty good shape.
Height 178 cm., weight 72 kilograms. Internal medical examination in a
clinic and by the family physician produced no pathological diagnosis. Skin
and visible mucous membranes well irrigated. No tonsillar ring. Palpable
struma (goiter). Heart: regular heartbeat. Tone: pure, no noises. Blood
pressure: 130/70 mm. Hg., heart frequency 72 beats per minute.
Auscultation of the lungs showed nothing. Abdomen: flaccid, no palpable
resistance. No palpable liver or spleen enlargement. An ugly scar from an
appendectomy. Extremities: freely mobile. A. dorsalis pedis fully palpable
on both sides. Patellar reflex on both sides easily stimulated. Abducens:
results negative. Autonomous nervous system: hyperhidrosis.



OceanofPDF.com

https://oceanofpdf.com/


 

D) PSYCHODYNAMICS AND CONFLICT CONTENTS

 

a) Symptom orientation:

 

Attacks of anxiety, depression, inner unrest, poor concentration, stomach
ailments, heart trouble, sleep disturbances, cephalgia.

 

b) Onset of the disturbances:

 

December 1989.

 

c) Psychological constellation before the start of the symptoms:

 

In the development of the symptoms, the following cumulative factors
played a key role: chronologically, the onset of the symptoms closely
corresponded with the start of a new job (September 1989). This new
professional situation provoked excessive emotional demands, derived from
a) the concrete achievement demands and new responsibilities he had to
assume, b) difficulties in interaction with his fellow workers, and c) a
conflictual relationship with the boss (his uncle). Recently, the key aspect of
the current conflict situation has become clear. The boss is experienced as
domineering and represents the father image - which, in terms of contents,
similarly centered on achievement demands. For the basic conflict, the
following is relevant: the mother’s over-protective behavior did not permit



open altercations in the father-son relationship; instead, it fomented a return
to maternal protection, putting a lid on the pressure cooker (politeness).
This constellation led to inhibition of aggression, particularly in relation to
the father. There came to be a partial internalization of individual aspects of
the mother image, related, in terms of contents, to the social psychological
norms “obedience,” “courtesy” (or politeness), “diligence,” and “patience,”
among others. These and similar norms became the vehicle of the mother-
son relationship. In the current conflict situation, this inhibition of
aggression seems to have the nature of a demand on the part of the boss.
Also significant is the fact that the patient had sought release from the real
mother-son relationship - which, in connection with the current conflict
situation (loss of the father: October 1989), was laced with guilt feelings.
For the patient, the death of his father was traumatic. There developed, with
the added influence of the problems at work, social isolation, accountability
to the mother, his son’s problems at school, marital conflicts and anxiety
about the future, an abnormal mourning reaction with psychosomatic
consequences. The current conflict situation appears at first glance to be a
problem of detachment. The loss of the father and the failure to achieve at
work are both symbolic of the breakdown of self-affirmation vis-à-vis the
father. The father’s critical and rejecting attitude after scholastic failure had
been generalized, carrying over to contact with other people. When the
father died, in October 1989, the guilt feelings were actualized and,
grounded in ambivalence, an abnormal, persistent mourning reaction
ensued. The overemphasis on peace and lack of emotional involvement,
which he conserved after the loss of his father, may be seen as a sign of a
deep, all-forgiving way of behaving, and an expression of a distant
indifference. Resolution of the existing conflict situation was beyond the
patient’s power.
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E) DIAGNOSIS

 

Involved here is an abnormal mourning reaction with a considerable degree
of suffering: depressive-anxious development with functional
psychosomatic disturbances, in a compulsive-depressive personality
structure. The current conflict situation is characterized by a set of self
worth problems, influenced by professional and marital overburdening. The
basic conflict consists of an ambivalent father-son relationship, actualized
by the death of the father. In the foreground of the symptoms are anxiety,
depression and stomach ailments.
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F) THE TREATMENT PLAN AND GOAL SETTING FOR THE THERAPY

 

Fifty hours of individual treatment are planned, with depth psychology-
based psychotherapy, ciphered individual treatment (875 per medical fee
schedule, each over 50 minutes, with a frequency of 1-2 treatments per
week), to counteract a regression tendency. The conflict-centered treatment
will first work on the abnormal mourning reaction; the patient is to confront
his ambivalent feelings and needs, etc. The therapeutic relationship is to
make it possible for him to release himself from his neurotic entanglement
with his father, in order to make room for more mature relationship
possibilities. Similarly, the patient must experience his ambivalent
sensibilities and desires in the marital domain; through this, he can make a
new assessment and gain orientation help for finding the thou. To me, it
seems essential to come to terms with the deficit domains of body, contact
and future/meaning, in order to make it possible for the partners to find
their own self image and self identity, integrating the needs. In therapeutic
transference, through positive interpretation, valuing and situational
encouragement, all attempts to strengthen autonomous control of one’s own
life should finally, and especially, ensue; the patient, through directive
counter-transference, is to work this out through demonstrations of
regressive helplessness.
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G) PROGNOSIS

 

The patient shows insight into his illness. He is well disposed to cooperate.
Both intrinsic and extrinsic motivation may be said to be favorable. The
patient arrives for the sessions regularly and punctually. He is able to take
responsibility for the differentiation proposal, and he strives to apply in his
daily life any insights gained. His tendency to quickly get discouraged and
his resignation to a helpless and doubt-ridden attitude can be approached
quite well through addressing the “I” domains, and through positive
interpretations. Considering the patient’s thoroughly vital pre-morbid
personality, the abrupt outbreaks of illness and the psychological strain, as
well as the patient’s age, a favorable prognosis may be made. A
restructuring of the personality is not the goal of treatment, and will only
occur to the degree that it is indispensable to the symptomatic treatment.
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THE THERAPIST’S COMPREHENSIVE INTERMEDIATE REPORT

 

One key diagnostic decision conditions the choice of therapeutic strategy:
given the patient’s personality, his particular conflict status, his motivation
vis-à-vis psychotherapy and his readiness and capacity for cooperation,
which treatment will be most favorable? In principle, the techniques of all
psychotherapeutic methods the effectiveness of which has been
scientifically confirmed (or at least tested in practice) are available. Such
techniques are applied within the realm of the multistage positive
procedure.

 

In each particular case, the costs and possibilities offered by each type of
psychotherapy must be weighed. A major investment in psychotherapy,
lasting a year or more, is not appropriate for every patient. Some patients
only require the support of a therapist for a limited period of time. Often a
relatively short therapy, or even a little therapeutic encouragement in the
first interview, may prove sufficient.

 

Prognostic considerations should be put forward, to at least approximately
weigh the investment against the achievable goal of treatment. The
treatment goal may be a cure, i.e. complete remission of the symptoms and
stability vis-à-vis new conflict situations; but it may also be limited to a
social remission which, for example, makes it possible for the patient to live
largely undisturbed within his social milieu. The goal of treatment may also
be a reduction in the patient’s psychological strain, or even his resignation
to his fate, which may be unavoidable given the current state of the
scientific art. Even with severely ill patients, it makes sense to undertake
psychotherapy.

 



Summary: Diagnosis is not an end in itself or a way to attain scientific self
satisfaction, nor an attempt to conjure up precision where only successive
approximation is possible. Rather, for us the purpose of diagnosis is to
provide a preliminary conclusion regarding subsequent optimal procedures.
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TRANSLATION OF THE DIAGNOSIS FOR THE PATIENT

 

In medicine, and also in psychotherapy (insofar as it dares to risk a
diagnosis), it is taken for granted that the diagnosis, or the findings, are the
doctor’s affair. Implicitly, the patient is declared to be incompetent,
considering that “he can’t understand the interconnections anyway.”

 

Independent of the therapist, the patient has his own thoughts about his
ailment. The choice of a particular physician or a determined therapeutic
discipline implies a diagnosis that the patient or his reference person has, as
a kind of pre-therapeutic institution, already made. The patient’s or
reference person’s image of man, conception of health and illness and
concept of therapy are determining factors in the therapeutic situation itself.
Such prior conceptions determine, to a substantial degree, the patient’s
motivation, and therefore his readiness to involve himself with the measures
required of him by the therapist.

 

The therapist may have therapeutic reasons for not wanting to share his
findings. If, for example, a patient has done rather poorly on an IQ test, he
may, because of his conception of illness, be inclined to see the results as
proof of his overall shortcomings or as an excuse. The therapist’s subtle hint
that a relatively poor test score can probably be traced to a momentary
neurotic inhibition of intelligence may, given only the abstract text result
itself, not be comprehensible without further explanation. Thus, information
about the shared findings actually leads only to uncertainty; it is
incorporated into the patient’s prior concept and may lead to
misunderstandings, with the corresponding consequences for the patient’s
self comprehension, hope and trust. Therefore, in explaining the findings,
the patient’s concept of illness must be taken into account. We are,
therefore, of the opinion that an appropriate translation of the findings and



diagnosis, adapted to the patient’s situation, should be made. In this way,
the patient will be included in the process of deciding about further
treatment.

 

Summary: The translation of the findings of the diagnosis and therapeutical
possibilities into the patient’s language must not be a simple indoctrination;
in our experience, the patient will be overburdened by a multitude of bits of
information showered upon him. For this reason, translation into questions
and answers seems the most suitable form, requiring, as it does, that the
therapist also take his cue from the patient’s conception of the illness.
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MODIFICATION OF THE FIRST INTERVIEW

 

The illustrative first interview provides information regarding the key
features of positive psychotherapeutic procedure. However, we have
already pointed out a number of modifications, as required by therapeutic
flexibility. It doesn’t make much sense, in a one time only counseling
session, to completely “undress” a patient diagnostically and then just let
him be. Considering that the different models applied (DAI, modes of the
capacities to know and to love, reaction types, concepts and
misunderstandings) are not completely mutually independent, after an
overview for orientation some of these models may be consulted.

 

Afterwards, we can either start with just the DAI, or put the modes in the
background, or extract concepts and misunderstandings. To be sure, we
must always beware of giving priority to individual diagnostic aspects and
omitting other domains of personality, whatever our reasons for doing so
may be. If the comprehensive manner of proceeding is chosen, the first
interview may be broken down into parts, in order not to overburden the
patient or oneself. This can occur in such a way that individual selections
from the first interview become the themes of different sessions, or, in the
course of therapy, examining the remaining points of view presented. In all
events, psychological testing may be taken into account. It is also useful to
incorporate internal medical, gynecological and neurological findings into
the diagnostic considerations.

 

Summary: The difference between the first interview, with its primarily
diagnostic function, and the subsequent psychotherapy is not substantial;
from time to time, there is an overlap between the two.
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7.

CRISIS INTERVENTION

 

If you give a man a fish

he will eat just once.

If you teach him how to fish,

he will always have something to eat.

(Near Eastern parable)
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STORY: “NOT EVERYTHING AT ONCE”

 

A mullah, a preacher, entered a hall to preach. The hall was empty, except
for a young stable master sitting in the first row. The mullah asked himself,
“Should I speak, or would it be better to let it be?” Finally, he asked the
stable master, “Is there anybody else there? What do you think? Should I
preach or not?” The stable master responded, “Sir, I am a simple man, and
understand nothing about that. But if I went into the stable and saw that all
the other horses had run away and only one were left, I would feed it
anyway.” The mullah took those words to heart and began his sermon. He
preached for more than two hours. At that point, he felt happy and relieved,
and wanted his listener to pat him on the back, praising him for his good
speech. He asked, “how did you like my sermon?” The stable master
responded, “As I said before, I am a simple man and understand nothing of
that. But if I entered a stable and saw that all the horses had run away but
one, I would feed it anyway. But I wouldn’t give him all the fodder intended
for the whole herd” (from Peseschkian, 1982).
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THE POSITIVE PSYCHOTHERAPY FIVE STAGE PROCEDURE IN
CRISIS INTERVENTION
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CASE STUDY: “WHAT DOES THE PAIN TELL ME?”

 

While on psychiatric call, I received a call from a woman whose voice
sounded anxious and helpless. Between fits of crying, she complained of
pain she felt all over her body. She just couldn’t stand it anymore. I just had
to do something for her pain. The patient seemed very stressed, under great
strain.

 

I said, “I have the impression you have had a lot to bear recently. A lot must
have been happening to you.” The caller picked right up on that suggestion:
“I just found out from my doctor that I have multiple sclerosis.”

 

Therapist: “How so, multiple sclerosis? How old are you?”

 

The caller: “I’m 33. Because of the pain in my right arm and visual defects,
I went to my family doctor, who referred me to an eye doctor. That was four
weeks ago. The eye doctor examined me and said I might have MS. Funny
when I think about it, it didn’t frighten me at all. Then I went to a
neurological clinic. They tapped my spinal fluid and did a computer
tomography. When I was released, they couldn’t tell me anything for sure.
The news came yesterday, via my family doctor. But today I feel pain
throughout my whole body, like I’ve never felt before….”

 

Therapist: “Just to think you might have MS must have been a shock for
you. You couldn’t grasp it right away. Then you bore the uncertainty with
strength, and have gone in for all your exams. Only yesterday were you able



to let out your pent up feelings. The whole time you held yourself together,
and now, when the bad news has hit you, your body has reacted. Now you
realize what this pain has been telling you over the past five or six years.”

 

The caller: “Can that really be true? There was an awful lot to it.”

 

As it was a telephone crisis intervention, I decided not to go into detail. For
the time being, it was sufficient to release the caller from her cognitive and
emotional fixation on the pain, which she was able to perceive as signals
from her body. In that way, she was able to listen to what the embedding of
the pain in her life situation was telling her.

 

Therapist: “Has anybody in your family got sick? Have family members
separated from you? Have there been any important professional changes?
Have there been any deaths in the family or among your close friends and
acquaintances?”

 

The caller: “All those things have happened to me. Can such things really
create pain?”

 

It wasn’t my job in this consultation to teach the caller about the
psychogenesis of her pain. For the time being, it was sufficient for her to be
able to access the network of symptoms of her pain. Whereas at the
beginning of the conversation she had seemed helpless and demanding in
her complaints, and even antagonistic, she was now more peaceful and
relaxed. Now there was a certain basis of trust - which made it possible for
her to deal with the implied interconnections, or to discuss with her medical
interlocutor that which previously had remained unspoken. To that end, I



recommended that she jot down her thoughts on one or two sheets of paper.
Then I gave her the addresses of a colleague, who was familiar with both
MS and psychological procedures.

 

In this telephone crisis intervention, a little over half an hour long, I
applied, as the basic structure to my thinking, the three initial points of
Positive Psychotherapy:

 

1. the positive procedure,

2. the content-related procedure, and

3. the five stage counseling model.

 

These three basic models did not need to be thoroughly applied. For me, to
start with they were an aid to orientation, to help me not to go astray in the
labyrinth of the patient’s life situation, helping me - and her - to find our
way out of the dead end. I also needed this orientation assistance in order
not to repeat my colleague’s behavior, which was, to be sure, necessary for
medical explanation of the diagnosis, but which had presented a practically
insoluble problem to the caller.
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POSITIVE INTERPRETATION

 

Here, this occurred discretely. I communicated to the caller not only that I
had understood that she was in pain; I also clarified that she had the
capacity to bear, in addition to this pain, bodily malaise, existential
insecurity, anxiety, ambivalence between hope and hopelessness and, in
sum, a multitude of personal conflicts. Thus I did not limit myself to seeing
and treating the patient as suffering, weak and helpless, but rather reminded
her of her strengths and capacities, which she had long since put to test. So
she was not just a passive sacrificial offering - as she must have felt herself
to be over the previous four weeks, especially during the medical
investigation. Rather, she learned to once again actively grasp the truth.
Here, two therapeutically relevant aspects were involved: the
reinterpretation of the symptoms, suggestions regarding the caller’s
capacities and the change of perspective, through new possibilities for
conflict resolution obtained on the horizon of thinking and feeling.
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THE CONTENT MODEL

 

Above all, the content came to fruition in that it helped me to grasp the
capacities and potential for conflict resolution not just in a diffuse and
abstract manner; rather, I was able to differentiate them and make them
concrete (see “Four ways of working out conflicts,” I., Chapter 3, Section
4). In the first place, the pain symptoms meant that the patient was reacting
with her body - even with her entire body. The news that she might have
MS concretized already existing diffuse anxieties, confronting the patient
with the unexpected and unknown. When the illness called her future into
question, she began to worry about it. While, in this phase of shock, the
anxieties that had been aroused had not yet been able to permeate her
experience, she had reacted in an increasingly emotional manner, precisely
in a way that corresponded to her personal strengths: she began to suffer,
pulled back into herself and took up her burden, seeking to disencumber her
family (contact) through her retreat. She could very well “suffer without
complaining.”

 

During a time of crisis, aside from her hospital stay, she regularly went to
work (achievement) and kept house for her husband and two children.
Furthermore, she had made use of another capacity, which she could
certainly sense: her understanding and her reason. She had gone to the
doctor, submitted to the rules of diagnosis, read about MS and the
consequences it can have in a family medical guide, and fantasized vague
situations into which she would be thrust through her infirmity.
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THE FIVE STAGE TREATMENT MODEL

 

Although not followed in all its details, the model was present during the
consultation and helped me to adapt my interventions to the needs of the
caller. In addition to these structural features, which give a rather static
overview of potential capacities, the five stage treatment model helped me
in terms of process: at which stage of the relationship is the caller? At
which stage is the therapist?

 

The entry point was the stage of observation and distancing, in which the
caller, practically without any intervention on my part, was able to express
herself. In the stage of taking an inventory, I attempted to include
constructive capacities, in addition to the symptoms and disturbances she
was complaining about - which, as microtraumas, had brimmed over into a
habitually and historically conditioned domain, reducing her stress-bearing
capacity and her ability to integrate constructive capacities. The stage of
situational encouragement served to transmit the patient’s previously
acquired knowledge in such a way that she could, on the one hand, once
again make contact with her capacities and, on the other, accept this
proposal in her current life situation. This also implied that she began to
confront these demands and to talk them over with the therapist, with her
partner and with herself, writing her thoughts down as she went. This
corresponds to the stage of verbalization. At the stage of broadening of
goals, transformation got underway. She probed, perhaps first in fantasy and
perhaps also in real life, the capacities that had suddenly been thrust into the
light of awareness. She saw new aspects of her own life, and thus learned
from her illness new ways of establishing equilibrium.

 

These five stages are not a giant one-time step that one can simply take
within the context of psychotherapy, and through which one’s own



personality is restructured. They continually unfold in human interaction.
They are small steps toward building commitment which, to the degree that
they are successful, offer new possibilities and capacities. To keep in mind
the relative importance of a therapeutic intervention is, for one thing,
important for a realistic assessment of therapeutic possibilities themselves.
Its importance is also due to the need not to overburden the patient and to
really give him only what he requires at his current stage of development.
This is not always the same thing as what the therapist would like to give
him, and what he would like to see as a successful result. Although, as has
already been explained, in imagination all three basic models were applied
in the conversation with the caller, everything wasn’t given all at once.

 

Summary: The setting, a hotline telephone conversation as crisis
intervention, set the limits of possible intervention. The need to
therapeutically flesh out the stage of attachment and, in addition, to allow
regression on the part of the caller, such as might have existed in stationary
treatment, e.g. in the face of suicidal tendencies, did not obtain.

 

It could not have been our goal to work through the entire actual and basic
conflict with the patient, even if only focally. Rather, our goal was to
remind the caller of her own self help potentialities, to quicken her
awareness of her own capacities and to give her a chance to go one step
farther in her own process of development; the possibility could not be
excluded that she might decline the offer.

 

This counseling process occurred was characterized by breakaway and a
therapeutic willingness to recognize the caller’s autonomy. The intervention
certainly didn’t solve any conflicts, but it did pose questions to the caller
and offer points of view that made it possible for her to experience the
script anew. This also meant that she was able to learn to deal differently
with anxieties and with therapists, and that above and beyond her capacity
to bear a great deal, she could also develop the capacity to ask questions,



express her anxieties and needs and to perceive something that doctors, in
their routine-bound one-sidedness, tend to overlook: the other side of
illness, with all its consequences for the other life domains of
profession/achievement, family/contact and future.
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II. SYNDROMES
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1.

ANOREXIA NERVOSA AND BULIMIA

 

The capacity to make do with a paucity of means.

The ability to partake of the world’s hunger.

 

Definition

 

By Anorexia nervosa, or excessive avoidance of food in puberty, we mean
extreme weight loss resulting from refusal to eat, and/or chronic vomiting.
The ailment occurs mostly in puberty and almost exclusively among girls.

 

In the DSM-III-R (1987), by the American Psychiatric Association, the
following diagnostic criteria for diagnosis of bulimia are presented:

 

a. repeated attacks of bulimia (engorgement of great quantities of food in a
short period of time, usually less than two hours).

b. at least three of the following symptoms:

• consumption of high calorie, easily consumed quantities during an attack
of bulimia;

• indiscriminate eating during an attack of bulimia;



• conclusion of a bulimia attack with the appearance of gastrointestinal
disturbances, sleep, self-induced vomiting or third party ailments;

• repeated attempts to lose weight through strict diets, self-induced
vomiting and the use of laxatives or diuretics;

• frequent oscillations of weight of more than five kilograms, through
fasting and increased eating.

c. The disturbances in eating behavior are conscious; simultaneously, there
is fear of loss of voluntary control of eating behavior.

d. Depressive moods and self diminishing thoughts after an attack of
bulimia.

e. The bulimia episodes do not occur within anorexia nervosa or as a
consequence of a known somatic ailment.

 

Symptoms

 

Often found as early symptoms of anorexia are marked behavior changes:
in interaction with other people, withdrawal and isolation may ensue; and
refusal of and aversion to determined foods may develop. A fear of losing
control of bodily weight can suddenly appear. According to DSM-III-R
(1987), the following five symptoms characterize the full fledged clinical
picture: a pronounced fear of getting fat, which does not diminish with
weight loss; disturbance of the bodily self image, in the sense of distorted
self perception, e.g. seeing oneself as fat despite obvious emaciation; loss of
at least 25 per cent of the original body weight; refusal to keep one’s weight
above a minimum that is normal for one’s age and height; and absence of
other bodily illness that might have caused weight loss (see also Meermann
and Vandereyecken, 1987).

 



Transcultural approach and epidemiology

 

Psychogenetic anorexia is an ailment that occurs in all the countries of the
earth. It can even be found in countries with food shortages, such as India -
which, according to Bräutigam and Christian (1973) shows that
underweight must be distinguished from anorexia. According to Jores
(1981), it was discovered in the U.S.A. that more white than non-white
Americans suffer from anorexia, and more people from higher than from
lower social strata. Anorexia nervosa appears almost exclusively in the
period between puberty and the twenty-fifth year, mainly in women. The
sex ratio is 1:10 according to Petzold and Reindell (1980), 1:20 according
to Reindell (1980) and 1:20 according to Jores (1981). Out of 100,000
women from fifteen to twenty-five, 15 to 75 come down with anorexia each
year.

 

Review of the literature

 

Depth psychology teaches that through loss of appetite and refusal to eat,
unconscious oral-possessive and aggressive drives are warded off, because
the existence of a bad conscience cannot permit the satisfaction of these
needs. In this connection, Loch (1971) and Alexander (1971) refer to the
significance of fasting as penance. Furthermore, both authors see an
unconscious protest and resistance reaction.

 

Bräutigam and Christian (1973) see the basic conflict in anorexia nervosa to
be the woman’s ambivalent attitude toward her sexual role. For Jores
(1981), the mother plays a key role. Petzold and Reindell (1980) found that
in families of anorexia nervosa patients a striving to avoid conflict is
particularly pronounced; thus, an underlying but permanent source of
tension is manifested.



 

According to Battegay (1982), a secondary morbid gain plays a major role
in the persistence of the symptoms. With this posture, and the manifestation
of the symptoms, the patient can document the fact “that he is still
emotionally hungry.” According to Gerlinghoff and Backmund, the
anorexic are often trapped by their own ideas: being underweight is
healthier than being overweight, asceticism sharpens one’s thinking, bodily
weakness must be tenaciously confronted, vegetal laxatives aren’t real
laxatives, etc. According to Thomä (1972), approximately 30 per cent of
patients are open to psychoanalytical therapy. Improvement extends to
eating behavior and psychosocial development. Rosman, et al. (1976)
observed a sample of interaction within the family and then worked out a
therapeutic strategy. According to Minuchin (1977) and Minuchin, et al.
(1975), family therapeutic interventions change the patient’s whole life
context. Fichter and Keeser (1980) and Fichter, et al. (1983) showed
behavior therapeutic strategies to not only improve weight gain but also to
value changes in modes of social behavior.

 

According to Gerlinghoff and Backmund (1989), bulimia patients are
outwardly perfect: “They have an ‘ideal figure,’ are successful and always
‘function properly.’ However, behind their façade of perfection are
extremely low feelings of self worth. They often ask themselves what other
people expect of them, whether they are behaving properly. They achieve
more and more and trade one love for another; in this way do they seek
recognition.”

 

Verbal illustrations and popular sayings

 

It makes you lose your appetite. He has a hole in his stomach. I’m fed up
with everything. She’s nothing but skin and bone. It’s enough to make you



puke. Something hits you in the gut. Hunger is the best cook. The eyes are
bigger than the stomach.

 

STORY: “THE CURE FOR MADNESS!”

 

When King Amir Nuhe Samani died, the learned seized the opportunity to
plot against Avicenna, whom they considered inconvenient to their interests.
So Avicenna had no choice but to leave the city of Gorgan and repair to
Rey, which was under the Ailamin dynasty. Rey belonged to the dominions
of King Madzdeldowleh. The ruler was suffering from severe melancholy
and anorexia. Through a quite obstinate method, Avicenna was able to help
him. Nizami, an old Persian poet, describes this healing as follows.

 

Figure 1: The cure for madness (from Peseschkian, 1986)



 

The ruler believed he was a cow, and had completely forgotten that he was
a human being. So he mooed like a cow and implored, “Come, take me
away, slaughter me and consume my flesh.” He ate nothing and sent back
all the food put before him: “Why do you not put me out to pasture, so that I
may graze as becomes a cow? Because he no longer ate, he lost more and
more weight, and finally was no more than a skeleton. As all methods and
medication had failed, Avicenna was called in. He had the king be told that
a butcher was coming to slaughter him, distribute his flesh and make a
meal out of it for the people. When the patient heard that, he became
extraordinarily happy and yearned for death. On the prearranged day,
Avicenna appeared before the king. He was swinging a butcher knife and
cried with a fearsome voice, “Where is the cow, so that I may finally
slaughter it?” The king let out an ecstatic moo, to let the butcher know
where the sacrificial cow could be found. Avicenna loudly ordered, “Bring
the beast for slaughter and tie it up, so that I may separate its head from its
body.” But before striking, he probed the loins and belly for meat and fat,
as butchers are wont to do; at that, he laughed aloud: “No, no. This cow is
not ready for slaughter. It is too thin. Take it away and give it food. When it
has acquired the proper weight, I’ll come back to slaughter it.” The patient
began to eat all the food they brought him, in hopes of soon being
slaughtered. He put on weight, his condition improved markedly, and he
enjoyed Avicenna’s care. (from Peseschkian, 1986)

 

Self help component: The development of anorexia nervosa and bulimia
from the perspective of Positive Psychotherapy

 

Case: “I seem to be like the spring procession in Echternach: three steps
forward and two steps back!”

 



I suffer from bulimia. Once or twice a day, I stuff myself with food which,
because of my weight, I have forbidden myself. Out of fear of gaining
weight, I throw up. Every morning, I promise myself not to buy anything,
and to be “smart.” Nevertheless, when I get out of work, I practically have
the compulsion to run to a grocery store, where I buy food I don’t have to
work very hard to prepare, but I like to eat: buns, pastries, chocolate,
convenience foods. I have no desire to cook, so it has to be fast. On the way
home, I start eating. When I get home, I keep eating until I’m stuffed, and
all the food is gone. Then I throw it up, and sometimes I get sick
afterwards. Usually, I then eat something “permitted,” in order to keep my
weight - because I don’t really want to either gain or lose weight. After
vomiting, at first the compulsion to eat and throw up is gone. But I get
panicky when I think about gaining weight - that would be the end of the
world for me. When I’m invited out to eat or give a party myself, or when
I’m out someplace, after eating I quietly go to the bathroom to vomit.

 

For me, eating is consolation, escape, security. I know I have to find other
things, in order to free myself of bulimia - I just don’t know how. The
financial situation I’ve got myself into through eating is bad, too.
Depending on how I’m feeling, I spend between 20 and 50 marks for food,
which I throw up afterwards. I would like to be free of this compulsion and
this terrible fear of gaining weight… (a 35 year old nurse who is having
problems with her partner).

 

a) Complaints and physiology

 

With anorexia, extreme weight loss ensues, resulting in body weights as
low as 25 kilograms. Weight loss is mainly due to refusal of nourishment.
As the attitude toward eating is ambivalent, there are also cases of
ravenousness, mostly secretive and tied up with feelings of shame and guilt,
which come to light. Under the pretext of bodily ailments (e.g. feelings of
satiety), the patient finally seeks, through deliberate vomiting or taking of



laxatives, to quickly trim down again. Chronic constipation regularly
appears, and menstrual ailments often ensue. Noteworthy is the motor
hyperactivity, even where there is extreme loss of strength resulting from
malnutrition. Insight into one’s own illness is not to be had. Perception of
one’s own body is disturbed and the cachectic circumstance is denied. In
severe cases, protein and vitamin deficiency and electrolyte disturbances,
especially hypo potassium, may ensue. To be sure, no morbid organic
alterations have been reported to date.

 

The main signs of bulimia, continually found, are, according to Köhle and
Simonis (1986, p. 608), “Episodes of attacks of ravenous hunger, regularly
accompanied by irrepressibly self-induced vomiting and purging. Such
episodes of overeating are a direct excuse for vomiting, with the goal of
hindering the effects of gorging. In contrast to anorexia nervosa, female
patients with bulimia range from normal to slightly underweight.
Amenorrhoea is not a constant feature, but rather just a passing symptom.
Common with Anorexia nervosa is an abnormal preoccupation with the
body and the fear of getting fat. Quite frequently, these female patients are
observed to have depressive tendencies and a strong need for social
acceptance.”

 

b) Actual conflict: four ways of working out conflicts - psychosocial stress
situations

 

With psychogenic anorexia, it is less a question of a single individual
getting sick than of the illness of a whole family, with the anorexia being
symptomatic. With her illness, the patient gives expression to that of which
the entire family is suffering, but which no one dares to mention or even
think about. Seen in this way, the patient is actually the strongest person in
the family circle, because she is the one who takes the risk, at the hazard of
her life, to bring to light the problems of the family and its social injustice.
The strength of this person, who seems so frail and helpless, is shown in her



persistent refusal to take nourishment and her insistent protest, as well as
her ambition, her activities and her ironclad self control. To be sure, this
often strikes one as its opposite: in order not to have to justify her ravenous
eating (courtes/candor), she often gorges down great quantities of food,
later to vomit it back up again.

 

c) Basic conflict: forms of the model dimensions - the conditions of early
genesis

 

The families of the anorexic are mostly so-called “intact” families with
secure financial conditions. Typically in such families, orderliness,
cleanliness, courtesy, achievement, and (with regard to religion) obedience
are highly valued. Attitudes toward the body, sensuality and sexuality are
markedly one-sided. As Dethlefsen and Dahlke (1983) put it, they are along
the lines of “etherealness” and “dematerialization.” In this connection, one
may speak of an “ascetic family.” There is no enjoyment of sensual,
“libidinal” enjoyments or even tenderness. Love is only given for
achievement and good conduct, there is no time for one another, and outside
contact is lacking. Concepts such as “first work, then fun,” “if you have
something, you are something” and “what will people say?” (courtesy or
“politeness”) prevail.

 

d) Actual and basic concepts: the dynamics of inner conflict

 

As adolescents, beginning to cut the ties to the parental home, these people
involve themselves in a conflict between what they have learned at home
and their own wishes and attitudes. For them, the somatic route is not an
escape mechanism, but rather a dramatic act, visible to all, of rejection of
conventions and conformity, and a demonstration of autonomy. Thus, the
symptoms can reflect family conflicts (the perception of injustice: “why



me?”) and at the same time, in well situated families, a reaction against
social injustice (e.g. world hunger). The bodily evidence forces the family
to react, in a positive sense: to face the problem and ponder the concepts. In
psychogenetic anorexia, Positive Psychotherapy sees not so much a
pathological loss of appetite or an evasive strategy as the capability to
highlight something in and around oneself, through hunger.

 

The anorexic show with how little one can survive (asceticism and
solitude). Furthermore, they have the altruistic capacity to cook for others
and to partake of the world’s hunger.

 

Practical consequences of this self help relationship may be found in the
questionnaire at the end of this chapter.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy in anorexia nervosa and bulimia

 

Stage 1: Observation and distancing

 

What are the symptoms and ailments? Where and how has the patient been
treated to date? How has the illness been explained? - Positive
interpretation, initial outbreak of symptoms, grievance-free moments,
transcultural approach, proverbs.

 

Case: “The ability to identify with the world’s hunger”

 



A seventeen year old schoolgirl who was obviously anorexic came into my
office. Her phenotype was so pronouncedly inconspicuous that it was
conspicuous, and she confronted the world around her with a serious and
crabby visage. Her every movement was slower than molasses in January,
and her gestures were few and far between. I got the impression that she
was trying hard to keep her distance and stay quiet.

 

Therapist: “As you know, your mother has already spoken to me, so I’ve
been waiting for you. Can you tell me in a few words what brings you to
me?”

 

Patient: “My parents think I don’t eat enough.” (Here, she remained calm
and attentive but grouchy.)

 

Therapist: “You mean you get along OK with little food?”

 

Patient: (beaming and visibly touched): “Yes, that’s it exactly. You’ve got to
tell my parents. They are always trying to tell me what and how much to
eat.”

 

Therapist: “As you may know, there are other cultures, for example in
India, China and Africa, where many people are accustomed to getting
along with little food, and are very thin. Have you concerned yourself with
that too?”

 

Patient: “Yes, I have heard and read a lot about that, and thought about it a
lot too. It concerns me very much how those people are able to get along



with so little. It seems to me that in this regard, they are more independent
and we are.”

 

Therapist: “In this connection, I am reminded of a story that recalls your
situation. A mother complained to her daughter, ‘No, how badly you eat!
Many people would be happy if they had half of what you have.’ To this,
her daughter responded wistfully, ‘Dear mother, so would I.’”

 

Patient: (at first seems surprised, and then hesitatingly begins to laugh):
“Yes, that’s a good story. It’s really true that my parents can’t understand
that I simply don’t need so much, and besides I don’t want to get fat.”

 

Stage 2: Taking an inventory

 

- Life events (actual conflict): What events has the patient confronted over
the past five or ten years? The patient is to name at least ten events.

- Four ways of working out conflicts: What influence have the events had
on your overall wellbeing, your job, your (marital) partnership, your family
and other interpersonal relationships and prospects for the future? What
ways of working out conflicts have been given preference?

- Microtraumas: Which of the actual capacities have a microtraumatic
effect? These reflect the content-related factors conditioning individual,
family and social conflict (inner conflict).

- Model dimensions (“back to the past” - basic conflict): How did you learn
to react to events and conflicts in one way and not another? In your family,
which concepts and symptoms have been practiced for generations (family
tree of concepts, ancestral family, philosophy of life)?



 

In order to clarify the patient’s development and her attitude toward eating
behavior, and put them in comprehensive psychosomatic perspective, the
following dialogue was pursued:

 

Therapist: “What did your parents do when you hadn’t eaten everything?”

 

Patient: “They complained about it and said I would turn out like the
‘Suppenkasper’ (in German tradition, a child who doesn’t want to eat his
soup and eats very little in general). They would also go on about how hard
they work and how ungrateful I am. When nothing worked, and I left the
food on my plate, it would be warmed up later and put before me.” (The
patient laughed bitterly, shaking her head.)

 

Therapist: “It seems to me that you can’t understand why your parents think
you should eat everything up. In the West, there is a rule of good table
manners: “You eat whatever is put on your plate!” - while in many Near
Eastern cultures, it’s considered good manners to leave a little bit on your
plate.”

 

Patient (raising her eyebrows in surprise): “I didn’t know there was such a
big difference, depending on the culture. I can hardly believe it.”

 

Therapist: “What does it mean to you to be slim and to make do with
little?”

 



Patient: “It is important for my independence. I need a lot of freedom and
liberty. Sometimes I feel like I would prefer not to be accountable to anyone
but myself, my conscience and God - what I do or don’t do. In discussions,
my father always just says this or that is wrong; and that seems to me like
brainwashing, or like a tree that one continually trims, to make it grow
exactly the way you want it to.”

 

Therapist: “What does eating mean to your parents, and how do you deal
with that?”

 

Patient: “Considering that my parents aren’t interested in much that’s not to
their own advantage, eating probably plays a very important role for them.
My father worries more about us children than about our mother, and he
acts that out as a food provider. When I don’t eat right, I’m told that there
are enough people who go hungry, and we’re lucky not to have that
problem.”

 

Therapist: “So you have the capacity to identify with the hunger in the
world?”

 

Patient: “In a way, yes. At the same time that this injustice prevails in the
world, at home everything revolves around eating and work. It ticks me off
that around the table my parents always make such a big deal about me
cleaning my plate, while they themselves just get fatter and fatter! They just
worry about their own affairs, and don’t even notice what’s going on around
them.”

 



Therapist: “Could you talk to your parents about the situation of the
world?”

 

Patient: “No. In general, such talk is put down with comments like ‘They’re
to blame, you know,’ or ‘They wouldn’t want it any other way, of course.’
My father won’t put up with any opinion other than his own. The main
thing is for things to be going well for us and everything in the family to be
in order.”

 

Therapist: “I see from the data sheet that you have an older brother. How
does he feel about eating?”

 

Patient: “That’s another problem. Two years ago, my brother came down
with a food allergy and couldn’t eat much. Understandably, my parents
were very happy that I had been spared this particular ailment. My parents
told me time and time again, especially when we were invited out, how bad
my brother looked and, in contrast, how good I looked!”

 

Therapist: “Do you have the impression that your parents worry so much
about you that they neglect your brother?”

 

Patient: “Yes, actually, a lot.” (Nods her head in agreement.)

 

Therapist: “How is your relationship with your brother?”

 



Patient: “We have always had an extraordinarily good relationship. Until he
left for college, we did almost everything together; even now, we
sometimes go away for the weekend. We resemble each other a lot, even in
appearance.”

 

Therapist: “Your brother is a positive model for you?”

 

Patient (laughs with interest; I can see I’ve got her attention): “Until two
years ago, everything was OK; I could talk to him about everything. Then it
came to me that I was turning into a wife. I’m afraid of that, especially
because as much as possible, I would like to be like my brother. Another
thing that concerns me is that all his (and my) friends are just as thin as he
is - so I always feel a bit inhibited around them….”

 

Here we have anorexia with a psychasthenic personality, based on a
depressive-hysterical neurotic structure (weight loss, anxiety attacks, inner
unrest and depression). Depressive phenomena, appraised by other
specialists as occurring in phases, occur more frequently as reactions to
experience and as a consequence of situations of overburdening
(identification with her brother, questioning family concepts while needing
to live with her family, constant confrontation with considerations of how
she must be accountable for future choices of profession and marriage
partner). In this situation, she reacts regressively in the domain of the body
and the senses. The anamnesis, as well as the course of therapy, support this
diagnosis.

 

Stage 3: Situational encouragement

 



What positive consequences do the incidents and life concepts have for the
patient and her family? Positive (low conflict) components within the
patient and her family are brought to light and continually encouraged.
Medication? Physical treatment? Dietary measures? Relaxation procedures?
Interval training?

 

Instead of the usual accusations and commentaries, the patient heard, for the
first time, that she had the capacity to get along with little food. The
groundwork for further counseling - in which essential aspects of the illness
were made clear, even though she was never asked about it directly - was
laid.

 

The patient was particularly touched by the interpretation that she had the
capacity to identify with the hunger in the world, because she was interested
in social and economic development projects that might help the people of
the third world to improve their living conditions.

 

Our capacity to identify with others and emphasize with them results from a
perception of our organic oneness with the community. It certainly is an
aspect of the ailment that patients concern themselves with this feeling of
gemeinschaft but are unable to express this concern, at least in the desired
way. In this connection, one cannot fail to observe that separation from
parents, separation or divorce from one’s partner, and sensitivity to issues of
justice and injustice, within the family and in the world, play a special role -
which typically finds verbal expression in the course of therapy.

 

Within the sphere of five stage positive family therapy, it was possible to
work through the patient’s problem situation, taking these potential
conflicts as a starting point. The anecdote, “Dear mother, so would I,” made
her laugh, thus provoking a change of perspective. The story, “The cure for



madness,” presented as a relaxation exercise, functioned as a desirable
medium in the doctor-patient relationship. In this way, the patient was able
to reconceptualize her ailment - which made the therapeutic work easier. In
addition, she received light anti-depressive medication, so as not to
influence her level of activity.

 

Stage 4: Verbalization

 

What problems do you still have to work out? What three problems would
the patient like to tackle in the coming three to five weeks? Problems and
not yet experienced domains are made concrete and verbalized, and
communication with the partner is trained, following firm rules (family
group, partner group, professional group).

 

After, in Stage 3, the positive aspects of her sense of justice had been made
clear to her, in Stage 4 its dark side (“a justice kick”), which repeatedly led
to problems in social communication, was dealt with. The patient gave the
following example about herself:

 

“I can describe myself as a justice fanatic. Even when it doesn’t concern
me, I involve myself in other people’s affairs. When I see something unjust
happening, I try to influence that injustice…”

 

Consequently, against the backdrop of a compulsion to repeat, in addition to
the actual capacity unity (see II, Chapter 39), justice, in both the individual
and the comprehensive sense, was addressed: “You have a good sense of
justice, but you can also learn to bear injustice…”



 

The actual capacity “justice”

 

Definition and development: Justice is the capacity to balance competing
interests vis-à-vis oneself and others. Thus, one senses injustice to be any
treatment that is dictated by personal attraction or repulsion or partiality,
rather than by objective considerations. The societal aspect of this actual
capacity is social justice.

 

Every human being has a sense of justice. The way the reference persons
treat a child and how just they act toward her, her brothers and sisters and
each other mold the individual’s orientation to justice.

 

How one asks about it: Which of you gives greater importance to justice?
(Justice or injustice in which situations and vis-à-vis whom?) Do you see
your partner (or your children, your parents-in-law, your fellow man or
yourself) as just? How do you react when you are treated unjustly (at work,
in the family)? Do you or did you have problems with injustice (was
somebody given preference over you)? Vis-à-vis you or your siblings, which
of your parents paid more attention to justice? (Situation?)

 

Synonyms and disturbances: fitting, well deserved, objective, unbiased,
unreasonable, unjustified, compared to …, to feel discriminated against. To
have a thing about justice, oversensitivity, rivalry, power struggle, a feeling
for the weak, injustice, retaliation, revenge, individual and collective
aggression, depression, income neurosis.

 



Behavior regulation: Justice without love sees only achievement and
comparison; love without justice loses control of reality. Learn to unite
justice and love. To treat two people alike means to treat one unjustly.

 

At stage 4, both parents were included in the therapy several times, while
the brother refused. The mother frequently discussed the difficulties she had
been having with her husband for years. The husband wanted to have little
contact outside the family. One area of conflict within the family was the
theme of “orderliness” with regard to the children. When the father pushed
hard for orderliness, the mother cleaned everything up herself. Talking
about this sore point - which had essentially been unknown - and the
possibilities for resolving it, brought a noticeable improvement in the
family atmosphere.

 

Stage 5: Broadening of goals

 

What are the patient’s and her family’s goals for the coming three to five
years (months, weeks, days)? What would they do in terms of health,
profession, family and society if they had no more problems?

 

At this stage, the patient expressed a wish to become a foreign
correspondent after graduating, in order to meet people from other cultures.
The reason for her fear of growing up came to light. It was not that she
didn’t want to fulfill her sex role, but because she was afraid of being
confronted in her (marriage) partnership and future family with tasks she
did not feel grown up enough to perform. This was a question of many
“details,” such as orderliness and dealing with money (thrift). To be sure,
she did wish for contact, but had not learned how to build and maintain
relationships. The question, how she could find the “right” partner for the
“right” reason, at the “right” time, was discussed (see Peseschkian, 1996).



 

After 28 sessions, the patient was free of her ailment and had graduated
from high school; she then took several trips abroad. In the meantime, she
has achieved her professional goal. When her brother saw the progress his
sister had made, he himself came into my office to begin psychotherapy for
an allergy. As for the patient, she described the results of the therapy as
follows:

 

“The answer to the first question, what has changed for me and my family,
is very positive. The climate in the family has become much more relaxed,
loving and honest; and my parents’ conflicts have, for the most part, been
resolved. My father and mother are even planning major trips for the time
when there will be just the two of them.

 

“Furthermore, my relationship with them has basically changed. I confront
them less stubbornly and trust them much more. What previously was
perceived as aggression, anxiety, melancholy, self pity or hatred and such
negative feelings has slowly but surely been transformed into love, trust,
warmth and gratitude. Maybe not everything, but I am now able to verbally
express any uncomfortable perceptions, instead of letting them find
expression in self destruction. In general, I have also been able to step back
from things that are unpleasant or that have nothing to do with me
personally - at least I think so. Also I don’t monopolize my brother as much
as I used to. I don’t try to imitate him anymore; to the contrary, from time to
time I criticize him - which doesn’t alter our extraordinarily good
relationship. Besides, I have made many contacts, both of the changing,
almost superficial kind, with no strings attached, and of the better, deeper
kind (even including two dyadic relationships) in the course of my
treatment. In this, I am attempting, in part, to help other people a little
through sharing my experience - that is, those in need of a bit more
optimism. As I myself have discovered how much one’s feelings about life
can improve when you’re not so pessimistic, but still realistic enough, with
regard to oneself, to recognize what mistakes you make or have made, I



have found it neat when I am able to help others to feel happy like this.
Similarly, I am overjoyed to be able to go to church again, without crying
because of guilt feelings - as sometimes happened for a while. Then, I really
could hardly stand it - although at least afterwards I had got it out of my
system. Another effect of the therapy is that my period is regular again, I’m
not so inhibited anymore, and I rarely have cold blue hands. Above all, I
can concentrate better now, and am not always absent minded. I have even
developed a bit of a sense of responsibility.

 

“The second question is which symptoms led my parents to consult a
psychotherapist (because I certainly would never have seen the need to do
so, let alone actually do such a thing). I think you can attribute every
symptom to a light anorexia: early warning signs such as fanatic refusal of
nourishment or psychopathic eating behavior, skipping a period, hands that
are cold and blue, temporary apathy, failure at school, depressive or
sarcastic remarks (or none at all), and the nonsensical attempt to interrupt
my development - through which, even today, I can identify with every girl
who suffers from this ailment, or every boy who thinks that way. Surely,
however, that is normal? It is self evident that by the fact that I have laid
down the burden of my erstwhile self-destructive behavior, and replaced
senseless escape mechanisms and ways of working on the problem with a
realization of its positive significance, and somehow react… So, for
example - now that I can grasp the psychosocial background factors, I can
better understand other people, or protest verbally. At that point, I still
frequently (but involuntarily) show my helplessness by crying or concealing
my complexes, through covering them up in silence or being crabby. As I
am of the opinion that every human being should have the right to conceal
things if it’s too much of a hassle for him, or when he is in no mood to talk
about them; I often put it into practice - to the annoyance of my family and
curious inquirers. However, I also have negative characteristics: I am very
unreliable, dependent, unpunctual and forgetful; from time to time I lose my
concentration and my sense of purpose, I am moody, am open but also
closed (which, in my opinion, is not a disadvantage), quick to get
enthusiastic (and just as quick to change my preferences, like a windblown
pennant), extremely mistrustful; and I come through to many people as



arrogant - when I want to do something out of the ordinary. Nevertheless, I
have the impression that more and more I am approaching my ideal, that I
trust my capacities - but have also become more realistic about them; my
aspirations are growing! On the other hand, I have become rather weak-
willed regarding my external affairs - which causes me serious problems. I
have no natural feeling for them, at least not in the long run. I spend a lot of
money, thinking that later I’ll pay my parents back twofold; thus, I displace
many wishes into the future.

 

“No, I am not considering any other treatment in parallel to this therapy. I
just had a neurological exam and participated in week-long religious
exercised at St. George - which brought me a lot of disillusionment and
shocking self awareness. Altogether, a step of enormous consequence and
inevitability. For some time I no longer knew what I thought and what I was
trying to do, taking myself and others for a ride.”
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Appendix: Questionnaire on Anorexia Nervosa and Bulimia

 

Name: ……………………………   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you have a “hollow leg” or “loss of appetite”? Does something “make
you puke” or are you “all full”? Can you think of any other expressions?
What does this folk wisdom say to you?

2. Who told you about your ailment? When?

3. Do you know that continual “dieting” can, in the long run, pave the way
for later overweight - because after the diet, when you eat normally, the fat
cells not only fill up but multiply?

4. Do you regularly take the prescribed medication? Do you know how the
medicine works, what you can expect from it and what are the possible side
effects?

5. Do you know how people in other cultures deal with eating?

6. For you, what is the value of school, profession and achievement?

7. In your milieu, are other topics besides work discussed?

8. Is it important to you “what people think”?



9. Professionally, do you give much importance to orderliness, cleanliness,
achievement, obedience, thrift, reliability?

10. Are you recognized for your good behavior and achievement? Are
conflicts swept under the rug?

11. Do you lose your appetite when you are with your family? Does your
family enjoy sensual pleasures and tenderness? Is it an “ascetic” family?

12. Is it important to you how your partner looks? What is your image of
your partner? What characteristics should he or she possess for you to
accept him or her?

13. Do you concern yourself with the issue of world hunger?

14. What would you do if famine were to afflict us?

15. What spiritual or cultural needs do you have? Can you imagine an
integration of spiritual and material needs in your daily life?

16. Do you ever think about the global future of mankind (war and peace,
ecological crises, etc.)?

17. For you, what is the meaning of life (incentives, goals, motivation, life
plan, the meaning of illness and death, life after death)?

18. Can you also accept your complaints as a chance to develop previously
underdeveloped domains (body/senses, profession/achievement, contact,
fantasy/future)?
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2.

ADIPOSITY (OBESITY)

 

The capacity to allow something good to come your way right here and now

 

Definition

 

By adiposity, we mean abnormal weight gain (more than 20 per cent above
normal weight), which may be derived from exogenous factors (excessive
feeding in the family, societal influences) or endogenous factors (perhaps
hormonal, but more frequently psychological, disturbances).

 

Symptoms

 

With many of the obese, insight into their own illness is lacking.
Subjectively, they think they don’t eat too much. Typical are so-called
attacks of gorging (especially in the evening and at night), compulsive
eating in situations of tension and conflict, feelings of anxiety and guilt
after eating, and alternating phases of overeating and hunger.

 

Transcultural approach and epidemiology

 



According to the 1988 nutrition report of the West German government, on
the average almost every citizen consumes 1,500 calories per day too much.
In 1986, in the then Federal Republic of Germany, 56 thousand million
marks were spent on illnesses related to food. According to Bischof and
Herrmann (1986a), amount of body fat is strongly dependent on culture,
fashion, social status and current trends. In the former West Germany and
the Anglo Saxon countries, obesity often affects women in the lower social
strata. In the U.S., children of fat parents differ substantially in their weight
from children whose parents are slim.

 

Review of the literature

 

In the psychoanalytical literature, according to Wulff (1932), the cause of
an increased need to eat is a search for substitute satisfaction of unmet
emotional aspirations. For Alexander (1971), regression with oral fixation
occurs. Jores (1981) stresses the significance of the mother-child
relationship in the genesis of adiposity. For Battegay (1982), “hunger” is
also a matter of narcissism. Controlled studies by Stunkard, et al. (1980)
and Brownell, et al. (1983) have shown behavior therapeutic techniques to
be effective (see Basler and Schwoon, 1977). According to Kinzl (1989),
psychosocial factors have a great influence.

 

Verbal illustrations and popular sayings

 

Better a potbelly from eating than a humpback from working; don’t go on a
binge; flabby from grief; to wolf it down; eating and drinking keep body
and soul together; the way to a man’s heart is through his stomach.³

 



STORY: “THE SPLIT COMMANDMENT”

 

A merchant held a topping-out ceremony. The guests were richly served. On
a long table were bowls of steaming rice, kabab, eggplant and koresh, in
which tender white chicken breasts were swimming. Grapes, melons,
cucumbers and oranges were also served. There were jars with different
beverages to quench the guests’ thirst. Everything was just splendid. Right
in front of everybody stood a mullah. He was stuffing everything he could
grab down his throat; when it wouldn’t go down dry, he would wash it down
with juice. He filled his bag just as full as he could get it, so that it began to
resemble a melon. “Oh, mullah,” another guest called to him, “do you want
to take your own life? What are you trying to do, eating so much and so
fast?” With his mouth full and a luscious slice of melon in his hand, he
replied: “What did the prophet tell us? He said, ‘eat and drink!’ I am just
following the prophet’s commandment.” “But the prophet also said, ‘don’t
overdo it, exercise moderation,’ responded the guest. To this, the mullah’s
rejoinder was, “I am not the only believer here. You are a believer too. I am
following the part of the commandment that says, ‘eat and drink!’ The other
part of the commandment, ‘don’t overdo it, exercise moderation,’ you
yourself must take to heart.” So spoke the mullah, as he stuck a few more
grapes into his mouth. (from Peseschkian, 1986)

 

Self help component: The development of adiposity from the perspective of
Positive Psychotherapy

 

Rapid weight loss is never due to the disappearance of fatty tissue (the
“spare tire”); it is always just a loss of water brought about by evacuation or
dehydration. In fewer than 5 per cent of the cases is adiposity a symptom of
an organic ailment (Morbus Cushing, hyperinsulinism, pituitary adenoma,
etc.). It is precisely in adiposity, which is often claimed to be the
consequence of organic disturbances (“The glands don’t work”; “He’s a
poor fat burner”), that psychological and psychosocial factors play a



decisive role. As a complement to a controlled diet or fasting cure, it is
appropriate to ask what brings a person to eat more than necessary. Besides
the experience in infancy that eating is more than just nourishment (i.e. the
mother’s affection, a “stilling” of one’s needs, blocking unpleasant
feelings), it’s the concepts we acquire in the course of our upbringing (“You
must eat to get big and strong,” “Better to get a potbelly than to leave a
present for your rich host” - thrift!) which shape not only our attitudes
toward eating, but also our eating behavior itself. With the principle, “eating
and drinking hold body and soul together,” eating acquires symbolic value.
Contact, affection, warmth and security are expressed in “The way to a
man’s heart is through his stomach.” Within the realm of Positive
Psychotherapy, the positive approach and content-related proceedings
(bringing eating concepts to light) pave the way to meaningful therapy.
Adiposity may be seen as a positive relationship to the “I,” as emphasis on
the medium of the senses (taste and the aesthetics of foods, among others),
as generosity with reference to foods and as holding to surviving traditions
of eating (“Fat is beautiful!”).

 

Practical consequences derived from this self help component may be found
in the questionnaire at the end of the Chapter.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy and adiposity

 

Stage 1: Observation and distancing

 

Example case: “Better a potbelly from eating than a humpback from
working!”

 



A 44 year old technician, 1.78 meters tall and weighing 125 kilograms, was
referred by his family doctor (who had participated in psychotherapy week
at the Nauheimer spa). As in most cases of overweight, no metabolic
disorder was found. On the one hand, he suffered greatly from being
overweight. Half a year before he had been treated for diabetes, and
outward signs of high blood pressure could be observed. On the other hand,
it seemed that he had fatalistically accepted his overweight as his destiny.
He had come in for psychotherapeutic treatment because of the relentless
pressure of his family doctor, who, in the course of time, had often
witnessed how all the prescribed diet plans, cures and fasting periods at
sanatoriums had just been a drop in the bucket. The patient seemed to feel
psychotherapy to be completely pointless, carefully examining my office
furniture as he made every effort to ignore me. It was very difficult to get
started with the treatment. The patient said hardly a thing, except for
general information about his family situation and professional
development; he remarked that in the meantime his whores had grown
accustomed to his overweight, so they no longer had “any more complexes”
about it.

 

When we began to speak about his concepts, the following dialogue
unfolded:

 

Therapist: “What did your parents value? Mostly eating, school
achievement or family togetherness, or was everybody free to do as he
pleased?”

 

Johannes: “Yes, they did pay attention to school. But eating together was
especially important. My mother was an excellent cook. When I sometimes
was sad or irritated, she was especially nice to me and, to console me,
would cook me one of my favorite foods.”

 



Here Johannes interrupted his narrative, as though it were painful for him to
talk about his family’s eating habits.

 

Therapist: “What was the prevailing motto in your home?”

 

Johannes: “Among us, that was very clear. It’s called, eating and drinking
keep body and soul together. I can clearly remember hearing, when I didn’t
want to eat, ‘You’ll eat whatever’s on your plate.’ … Whenever I couldn’t
eat everything up, in the evening I would get all that garbage warmed over.
If I didn’t want to eat, I was told, ‘There’s nothing else.’ Every piece of
bread that I took had to be eaten up.” (Johannes laughs pensively.) “Then
we were the curse of restaurant owners. What didn’t we polish off in all-
you-can-eat restaurants! We had a saying, “Better to get a potbelly than to
leave a present for your rich host.” Still today I’m pretty good at that. When
we have a company outing, there’s no holding me back. I eat everything.
My colleagues swear, “Better a potbelly from eating than a humpback from
working!” (Johannes laughs with satisfaction. There are drops of sweat on
his reddish forehead.)

 

The positive interpretation, “You have a good relationship with yourself and
the medium of the senses, especially regarding the taste and aesthetics of
food; and you are generous with regard to food,” paved the way for a
change in his point of view. Thus, we were able to discuss surviving
traditions of eating.

 

In order to make the significance of the concepts crystal clear, we have
taken this case from the book, Positive Psychotherapy (Peseschkian, 1986).

 



Stage 2: Taking an inventory

 

The patient’s concepts about eating go way back to his childhood. Here, we
ran across an experience that was very significant to Johannes. When he
was nine, his father died. It was wartime and the post-war period. Food was
in short supply, and Johannes’s mother continually complained, “What are
we to do? Our breadwinner is dead.”

 

The father’s role was crystallized in his function of provider, and was
frozen in this way in Johannes’ experience. Eating had a symbolic nature.
For him, it became a symbol of trust and security - attributes that had
previously been tied to the father image. Just to imagine that the
breadwinner was dead and to draw the unconscious conclusion that he
himself must therefore go hungry prodded him always check to see that
there was still enough to eat. He would therefore eat as much as he could,
enjoying, with every bite, a feeling of security. At the same time, he thus
found himself immersed in the family tradition of eating behavior. Even
now, his grandmother always wants to make sure he is getting enough to
eat. When, in the morning, he comes home from the night shift, he mustn’t
go to bed before eating properly.

 

For Johannes, this sampling of concepts signified more than an ideological
justification. He could identify with them just because he had grown up
with them; in his own mind, they represented an expression of affection and
safety, and also of achievement. They constituted one point in a system
around which most of his motives, goals and desires revolved. As long as
these concepts were given free rein, all attempts to obtain lasting weight
loss were in vain. The domain of working out conflicts that Johannes
prioritized, and which he had quite well differentiated, was the relationship
to his body. He was both gourmet and gourmand, connoisseur and glutton.
The more the domain of the body was stressed, the greater the deficit,
especially in the domain of contact. Outside of his mother and grandmother,



and his colleagues at work, Johannes cultivated no friendly relationships
with other people. He had a persuasive rationale for this: “If I work
overtime every week, how can I find the time for friends and guests?” Quite
discretely, almost as an afterthought, came the complementary observation:
“What would I do with a lot of guests? In the first place, they cost money,
and in the second place, eating does make you fat.” In fact, Johannes was a
model of diligence and thrift. Several times a week, he volunteered to work
overtime, choosing the best paying shifts. Thus, his noteworthy diligence
took root in his thriftiness. For its part, this need was consistent with a
concept that we have already encountered.

 

He had to have a correspondingly large financial cushion, to guarantee that
he would always have enough to eat. In this connection, Johannes’s story
resembled tales of prisoners of war who, years after their release, could
only go to sleep with a slice of bread under their pillow, because of the
hunger pangs they were feeling.

 

Stage 3: Situational encouragement

 

Up to then, the stress had been on the stage of observation and taking an
inventory. Through this, Johannes was able to gain access to his problem
situation.

 

For all the enthusiasm of Johannes’s descriptions of his eating and his
success in fattening up, contact with other people failed to entice him out of
his reserve. The argument that such contact is a part of human nature, and
that, just as he needed to eat, he needed and had the capacity for contact,
did seem to impress him, but did not bring him to speak. His one-sidedness
reminded me of the story of splitting the commandment in two. Here,
neither the guilt feelings nor the idealization was addressed, but rather the



negative qualities and one-sidedness. What the story meant to the patient
was simply this, that for one to really be able to judge, one must see the
whole!

 

I told the story to Johannes. He took the opportunity to talk about the fact
that he naturally would like to have a girlfriend, but because of his chubby
appearance, nothing serious and lasting had been forthcoming. Here too,
thrift helped him to make a virtue out of a vacuum: “You know, a woman
would cost me a bundle.” However, unlike before, this time Johannes said
that with an ironic wink and noticeably less seriousness. As a counter-
concept and a broadening of viewpoints, I told Johannes what contact
means in the Near East, how strongly and widely the family can shape
relationships there, and how contact is at the service of personal security
and the feeling of being cared for.

 

Here, Johannes identified his thrift and his eating behavior as a kind of
ersatz function - first for his departed father, and later for his lack of social
contact with other people.

 

Stage 4: Verbalization

 

In this stage, Johannes was able, at first tentatively and hesitatingly, then
eagerly, and finally energetically and with resolve, to try out the change of
viewpoint that had been offered him. In parallel, his basic concept thrift was
worked through (see II, Chapter 25, The actual capacity of “thrift”).

 

Stage 5: Broadening of goals

 



Stage 5, broadening of goals, was, to be sure, applied. However, by that
time, I no longer needed to help Johannes. After his diligence and thrift
concepts had changed, through consciously different behavior, and he had
received positive feedback on that from his environment, it was no longer
difficult for him to invite other people over. With this, a stable relationship
with a woman developed.

 

The actual psychotherapeutic treatment lasted for 15 sessions. During the
last seven sessions, the patient himself went on a diet at home - which this
time was successful. Half a year after termination of treatment, a new man
stood before me. He made a fresh, lively impression, showing the same
peacefulness and serenity as before, but otherwise hardly recognizable. He
was sixty pounds lighter, was interested in sports now and was planning a
major trip, related to athletic activities. His blood pressure was normal and
his diabetes no longer required treatment. Losing weight had effected such a
relief of fatty tissue that the insulin production of the pancreas was fully
adequate. To be sure, this was not made possible by one single act of will,
but rather through a change in his attitudes to life and a broadening of his
concepts.
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Appendix: Questionnaire on Adiposity (Obesity)

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you have the impression that you often “just have to put something in
your mouth,” or that “love comes in through the stomach”? Do you sample
the crumbs or do you feel that you have to “clean your plate”? Do any other
proverbs related to your ailment come to mind? What to these sayings mean
to you?

2. For you, what is the significance of the fact

• that every human has a point of equilibrium in terms of weight, to which
he tends to return, regardless of diet?

• that constant dieting can even lead to subsequent overweight, because in
normal eating the fat cells not only fill out but also increase in number?

• that weight problems cannot be resolved through diet alone, if one does
not simultaneously concern oneself with the other causes?

3. Do you regularly take your prescription? Do you know how the medicine
works, what you can expect of it and what side effects are possible?

4. Are there professional problems, the frustration from which you try to
compensate for through eating? Which actual capacities are involved?



5. What would your partner have to do for you to be able to lose weight?

6. Is it true for yourself or your partner that “Eating holds body and soul
together”?

7. Are you able to leave food on your plate?

8. When you eat, do you feel a “stilling” of needs and a “switching off” of
unpleasant feelings, just like in your childhood?

9. When you are with other people, do you eat the same things they do,
perhaps because you feel ashamed to order something that would actually
be better for you (courtesy)?

10. What would you do if we were struck by famine?

11. Do you cherish the hope that the problem of hunger in the world can be
solved in the foreseeable future? What could you do for that to happen?

12. With a part of the money you spend for food, could you meet your own
additional needs or those of other people (e.g. for education, housing,
leisure, travel, spending)?
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3.

AIDS PHOBIA

 

The capacity to reconsider social norms; the capacity to hope for help

 

Definition

 

AIDS is the acronym for “acquired immune deficiency syndrome.” The
ailment is provoked by HIV (“human immunodeficiency virus”) in body
fluids and egesta.

 

Symptoms

 

AIDS phobia involves fear of infection by the AIDS virus occasioned by
the appearance of one or more symptoms (fever, swelling of the lymph
glands, skin rash, diarrhea, weakness, fatigue, loss of appetite, weight loss,
etc.). Through it, a few weeks or months later a real AIDS infection can
appear, without any evidence of HIV.

 

Transcultural approach and epidemiology

 



It is estimated that for every person with AIDS there are approximately 100
infected with the AIDS virus. In the former West Germany, that would be
100,000 people. The World Health Organization estimates that five to ten
million people are infected worldwide. If this trend continues, it should be
100 million by the year 2000. This information itself may lead to a
substantial increase in AIDS phobia as well.

 

Currently, the best estimate is that at least 70 per cent of those infected by
the AIDS virus also suffer from AIDS.

 

Breaking the figures down by country, we see that in 1988 most AIDS
victims were in the USA (37,019), followed by Brazil, with 1,695 and
France with 1,632 cases. In West Germany there were 1,089 cases of AIDS,
and in Japan only 43 (WHO, 1988). By late April 1990, the number of
AIDS victims in Japan had risen, but only to 120 (Medical Tribune, 1990).

 

Years may pass between the first infection with HIV and the appearance of
clinical symptoms. While 20 to 45 per cent of those infected develop
symptoms of immunodeficiency within five years of infection, others are
still in good clinical condition many years after infection.

 

Review of the literature

 

In the opinion of the German psychologists’ association (Romkopf, 1989),
low self acceptance and guilt feelings characterize AIDS victims. Vogel and
Legler (1989) point to the significance of psychological factors, “which
tend to further increase the perceived threat which is due to the illness itself.
They lead to isolation, at the very moment when human nearness and



affection are so needed. The consequences include massive anxiety, and
depression leading to suicidal inclinations and, under certain circumstances,
to complete denial.” Given the prevailing bewilderment about AIDS,
incongruous anxiety among healthy individuals, or AIDS phobia, may
result (Peseschkian, no date). Already in 1988, Holub and Holub (1988)
raised doubts about the AIDS virus thesis.

 

Verbal illustrations and popular sayings

 

Nature’s revenge; the scourge of God; lust epidemic; sitting on a time
bomb; don’t give AIDS a chance; fate deals the cards and we play
(Schopenhauer); excess impoverishes; slothful and sick; not all who cry
woefully are sick; it is surely even more important how one handles his fate
than what one’s fate is (W. von Humboldt).

 

STORY: “SAVING DARKNESS”

 

In the evening, a Bedouin sat in his tent by candlelight. Hungrily, he took a
date and opened it up; then he saw a worm and threw it angrily away. He
opened a second date and again saw a worm. When he had also found a
worm in the third date, he quenched the lamp and set out to devour the
dates in the dark. (from Peseschkian, 1996)

 

Self help component: The development of AIDS phobia from the
perspective of Positive Psychotherapy

 



With the AIDS phobic, just as with HIV positive patients, the knowledge or
assumption that they are practically sitting on a “time bomb” releases
despair, anxiety, panic and depression.

 

Psychology has shown that many people who are infected with AIDS and
patients with AIDS phobia didn’t learn in their childhood and youth how to
talk about perceptions, fears, doubts or sexual desires in the home. In most
of these sick people, identification in the domain of body/senses is stressed.

 

With regard to the parents’ relationship to one another, the child often
lacked a positive role model which whom he might identify and whom he
might imitate. He rarely was able to experience faithfulness in the partner
relationship. Social contacts were also often unstable. Close contact was
avoided.

 

Attitudes and behavior were oriented by concepts such as “What will
people think,” “What you don’t know won’t hurt you,” “Leave me in
peace,” and “What’s it to me?” The relationship to religion and church was,
if it existed at all, quite superficial. The way we see it, positive experience
and behavior can strengthen the body’s resistance to AIDS and AIDS
phobia, just as to other ailments. Medically, the negative side of the
question has long been acknowledged: psychological factors such as
permanent stress have an immunosuppressive effect, i.e. the more the
body’s defense system is weakened, the sooner it can be attacked by
pathogenic factors. An effective AIDS prophylaxis is described by Gosch
(1990).

 

Practical consequences of this self help component may be found in the
questionnaire at the end of this chapter.



 

Therapeutic component: The five stage procedure of Positive
Psychotherapy in AIDS phobia

 

Example case: “For a long time, I’ve been sitting on a time bomb.”

 

Shaking and full of anxiety, in an expression of deep-felt worry, a 36 year
old department head came into my psychotherapy clinic. He started right off
talking about his problem - which he had never before discussed with
anyone. A few months before coming to my office, he had for the first time
gone to a house of prostitution and had, with great difficulty, had
intercourse with a prostitute. In spite of a negative result on his blood test
for HIV, he still couldn’t shake the fear that he had infected himself with
AIDS. For him, a common cold and a fever were the expression of
immunodeficiency and a consequence of his infidelity. At the same time,
within the context of his visit to a whorehouse there were a number of
additional circumstances. Professionally, the patient had long felt of
defenselessness in the face of his boss’s unfair treatment; at the same time,
he had to pass orders on to his own subordinates. House building, which
had fully absorbed his wife and himself for two years, had put tenderness,
sexual activity and other interests on the back burner. Financial uncertainty
(home mortgages) was an additional burden which, against the backdrop of
his professional problems, was seen as threatening. The patient was trying
to compensate for these burdensome factors through withdrawal from
professional and family demands. We were dealing with AIDS phobia with
expressive psychological strain, grounded in a tentative depressive neurotic
structure. In terms of content, the actual capacities of faithfulness, contact,
thrift and achievement played a key role. Previous treatment had apparently
paid little attention to these connections, having been limited to individual
somatic conditioning factors. This had led to the symptoms becoming
chronic. The patient, giving the impression of being in a permanently
distressed state of mind, while at the same time irritated and tense, gave the
following report.



 

“I am always anxious, and I don’t know why. This feeling comes upon me
quite suddenly, and I get depressed. I am afraid of the future, of life. I
believe there is no happiness for me! I don’t have the courage to kill myself.
Maybe it’s the fear of death. ‘When hope makes a fool of one, one dances
with death in one’s arms,’ said Schopenhauer - and he was sure right about
that.”

 

In contrast to the story, “Saving darkness,” fear of AIDS had cast a garish
spotlight on his professional and marital (partnership-related) problems. My
interpretation prepared him to see his AIDS phobia within a broader context
(the four domains of working out conflicts). The signs of his ailment led
him to reconsider social norms and, at the same time, to hope for help. In
the five stage therapy, the patient learned to discover an expanded
relationship to reality, through including his goal setting in the conflict
resolution domains of achievement/profession and contact/partnership.
After working up to the actual situation, he was able to find a stepping stone
to the basic conflict (the mother-son relationship), in working through
which we oriented ourselves by the dimensions of the capacity to love (see
Peseschkian, 1999). As the oedipal conflict situation was related to the
actual capacities justice (see II, Chapter 1), unity (see II, Chapter 39) and
love, we chose to emphasize the capacity to love and to concretely behave
in such a manner as to be loved.

 

The actual capacity “love”

 

Definition and development: The capacity to have a positive emotional
relationship, which can direct itself to a wide range of objects in different
degrees. The content of love is not one single behavior; one has the
capacity to love another and the capacity to behave in such a way that one
is loved. General advice to “give the child more love” helps very little if



there is no explanation of the domain in which a definition of love applies
and what kind of emotional relationship is hence to be particularly imputed.
The most compelling expressions of love in education are modeling,
patience and time.

 

How does one ask about love? Do you accept yourself (your body)? Which
of you is more inclined to accept his or her partner? Would your partner
prefer to have you to herself? In a large group, do you feel sheltered or
threatened? What moves you to do something good for other people? As a
child, and later as a youth, were you accepted by your parents? In your
home, were people generous or niggardly with tenderness, affection or
tokens of love?

 

Synonyms and disturbances: To find yourself, to bind to somebody, to like
somebody, to like, to be good to him, to have a thing for him. Fear of love
or withdrawal from love, insecurity, mistrust, jealousy, exaggerated
expectations, whims, intuitive narrowness, sexual disturbances, paucity of
contact, petering out of emotions.

 

Behavior regulation: If you love your partner, do you also behave in such a
way as to be loved as well? If you behave in such a way as to be loved, are
you also able to give love and tenderness? For you, which actual capacities
are criteria for being able to accept and love your partner?

 

This constellation of factors made possible an adequate process of grieving
and a significant reduction of complaints. The patient was now in a position
to also confront his fear of death, his weltanschauung and his philosophy of
love, as a framework of orientation. Treatment was concluded after fifteen
sessions.
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Appendix: Questionnaire on AIDS Phobia

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. In your opinion, is AIDS a “scourge of God” or a “punishment” for moral
depravation, that you may have earned? Do any other expressions from
your environment come to mind?

2. Do you have the impression that you are sitting on a “time bomb”?

3. Are there symptoms that you immediately identify as AIDS?

4. Do you regularly take your prescription? Do you know how the medicine
works, what you can expect of it and what side effects are possible?

5. Do you enjoy your work, or do you mainly experience it as a bothersome
obligation?

6. Which so-called trivia (actual capacities such as punctuality, orderliness,
cleanliness, thrift, reliability, justice, as microtraumas) burden your
professional contacts? Can you do anything to reduce these microtraumatic
experiences?

7. With whom can you openly discuss your presumed infection?

8. Can you openly express your feelings?



9. Do you often change friends or partners? What do you look for when you
change relationships? Do you avoid closer, more stable relationships?

10. Nowadays do you withdraw from contact?

11. Are you aware of “stressors” in the private or professional area that
weaken your immune system? What “trivia” (microtraumas) are involved?
Can you work on reducing tensions?

12. What are your feelings about test results? Helplessness, anxiety, panic,
depression? Or do you confidently examine your actual or presumed test
results, because you believe you have a chance?

13. Would you have suicidal thoughts, should the illness manifest itself?

14. What is the meaning of life for you (need for achievement, goals,
motivation, life plan, significance of illness and death, life after death)?

15. Do you accept your fear as a chance to develop previously neglected
domains (body/senses, profession/achievement, contact, fantasy/future)?
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4.

ANXIETY AND DEPRESSION

 

Anxiety: the capacity to avoid situations and objects perceived as
threatening; energy expenditure without goal setting.

 

Depression: the capacity to react to conflict with deep feeling.

 

Definition

 

According to Pschyrembel (1989), anxiety refers to an emotional disorder,
the main motive for which is defense against danger and stereotyped
physical side effects. The word, today quite common, is derived from the
Latin angustia, which means narrowness, narrowing or pressure; for its part,
angustia has its roots in the Latin ango, meaning to tie up or repress, and in
the Greek word for choking, throttling or harassing. The etymology of the
word thus portrays anxiety as a physical sensitivity related to the experience
of danger and threat. Anxiety should be distinguished from fear. Anxiety is a
non-specific, non-directed, anonymous and unmotivated emotion; fear, in
contrast, is a determined emotional situation, related to a threatening object
or situation.

 

For panic attacks, compare DSM-III-R (1987). For criteria for the diagnosis
of major depression, compare DSM-III-R (1987) (see also Symptoms).



 

Symptoms

 

Anxiety and Fear: When a person is aware of a threatening object or
situation, one should speak of fear, rather than anxiety.

 

More and more people suffer from phobia (attacks of anxiety that are closely
tied to living creatures, places or times). Whether realistic or fanciful,
sensitive or robust, anxiety manifests itself with regard to overcrowded
spaces (claustrophobia), crossing of an open space (agoraphobia) or a
medical condition (hypochondria); people fear cancer (carcinophobia),
thunderbolts (keraunophobia), pain (algophobia), being buried alive
(taphophobia) or poisonous snakes (snake phobia).

 

The newer medical reference works list over 200 phobias, including the
latest fashion, like fear of examinations, solitude or instinctual behavior.

 

Considering that anxiety is not just an individual phenomenon, but is, so to
speak, infectious, it can be influenced, or even determined, not only by
personal factors but also by everyday political life. At any time, anxiety can
overcome human groups and become a determining factor in social,
economic, political and military behavior patterns. Anxiety breeds terror,
and this terror produces new anxiety. Thus whole peoples are filled with an
anxiety that can lead to terrible wars.

 

Depression

 



Ailments related to external triggers, loss, illnesses or irksome life
circumstances (e.g. the death of loved ones, professional difficulties, war
distress or national catastrophes) may be labeled reactive depression or
depressive reaction.

 

By depressive developments, we understand the consequences of a large
number of blows of fate and microtraumas which, taken together, produce
their effects (“Constant dripping wears the stone”): unusual and continual
hard luck, e.g. the parent’s shotgun wedding, an alcoholic father, an
embittered and emotionally cold mother, a home atmosphere without love,
failure at school, pregnancy out of wedlock, blighted career plans, the loss of
good friends. Furthermore, many actual capacities (psychosocial norms) that
have lasted for years (problems with one’s partner with regard to orderliness,
punctuality, justice, thrift, etc.) can, microtraumatically, lead to anxieties,
aggression and depression.

 

We speak of neurotic depression when someone, consciously or
unconsciously, himself provokes constantly repeated conflicts, without
gaining insight from the experience that might preserve him from them
(choosing a partner who is married, or unsuitable work or fellow workers, or
embarking on a never-ending search). Here, the actual capacities play a
decisive role, when, for example, someone knows or suspects that the
partner highly values orderliness, punctuality and thrift, etc., but regularly
provokes him or her with the opposite kind of behavior. Just as in the
proverb, “He who digs a grave for others falls in himself,” one fails to notice
that one is not only provoking the partner, but also thrusting oneself into a
new conflict situation. When the concept of courtesy (politeness) is
overemphasized, we tend to speak of an inhibited-depressive form, while
with overemphasis on candor we speak of an agitated-depressive form.

 

With masked depression, the patient is barely able to express depressive
feelings or thoughts. The grievance concentrates on disturbed somatic



experience, e.g. heart disease and headaches; shoulder, arm and back aches;
gynecological complaints and disturbances in the sexual area. Professional
and partnership-related problems and issues concerning the future, which
often mount up microtraumatically, through the actual capacities, play a role
in such grievances.

 

In endogenous depression, the capacity to react to environmental factors is
reduced. The world of subjective experience plays a major role. Such people
experience trivial problems and microtraumatic situations (which mount up)
as inescapable blows of fate resulting from guilt. Every effort is felt to be a
burden (“When you have guests over, things get messed up; besides, you
have to fix things up, and that costs money!”); positive aspects (guests can
also be enriching, and can give you a reason to straighten things up) are not
perceived. As the person avoids situations that are perceived as burdensome,
he develops guilt feelings, feelings of hopelessness, a death wish,
lonesomeness, emptiness, abjectness and self hate, and enters a vicious
circle. In all this, biological as well as psychological and metaphysical
factors are involved.

 

Symptomatic depression is based on bodily illnesses (propensity for
infection, diabetes mellitus, thyroid ailments, blood pressure oscillation,
rheumatic ailments, etc.), and on the way the person has learned to deal with
illnesses.

 

Transcultural approach and epidemiology

 

Anxiety

 



Near Eastern philosophers distinguished among three kinds of anxiety,
which they called original anxieties. They are fear of the past, fear of the
present and fear of the future (see Peseschkian, 1985).

 

In modern psychotherapy, these original anxieties are again to be found. Fear
of the past and of the present are joined as historically experienced anxieties
(vital anxiety, real anxiety, pangs of conscience); in contrast, fear of the
future is identified with existential angst.

 

Depression

 

In my experience, Middle Europeans and North Americans are more likely
to get depressed out of a lack of contact, because they feel isolated and suffer
from a dearth of emotional warmth.

 

In the Near East, depression is more likely to develop because people feel
overburdened by their social obligations and entanglements, from which
they are unable to escape.

 

In practically all cultures, the clinical presentation of depression seems to be
the same. To be sure, the contents of depression often vary. In the European
culture area, anxieties related to outward appearance, beauty and sexual
potency, but also social isolation, orderliness, cleanliness and, to an
extraordinary degree, thrift, prevail. “The debts I have incurred in building
our home weigh so heavily on me that I sometimes feel I can’t breathe.
When I think of the future, I am filled with anxiety. Inwardly, I often feel
that there’s just no point, and I’m ready to throw in the towel.”

 



In culture areas like the Near East, anxiety related to fruitfulness, social
appearance and the relationship to the future are in the foreground. As we
have observed, in the European area the relationship to the “I” and the
“thou” are stressed, while social contact has its own significance as a spur to
conflict.

 

Review of the literature

 

“Anxiety is not, in and of itself, pathological. Only when it calls a life into
question does it become a pathological phenomenon” (Battegay, 1981a). In
the opinion of Markgraf (1989), Freud’s description of anxiety attacks is, in
the light of more recent research, “remarkably consistent.” Behavior
therapists have developed the method of systematic desensitization, whether
imaginary or live (in the real phobia-invoking situation), as well as the
technique of overstimulation. According to Gräfen and Schmidt-Jansen
(1988), 14 per cent of (West) German citizens have suffered at least once in
their lives from a real anxiety illness.

 

According to Battegay (1981b), the depressive tend “to voraciously
incorporate objects, both in constitutionally conditioned depression and in
externally provoked depression, as well as with addiction (see Freud,
1916).” Benedetti (1984) differentiates between psycho-reactive, neurotic
and endogenous depression. Neurotic depressions have noticeably different
psychodynamic structures (Benedetti, 1983b), depending on whether they
involve an ego, id, superego or ideal self depression. Corresponding to these
four “meta-psychological types,” four “phenomenological diagnoses”
(isolation depressions, symbiotic infantile depressions, loneliness and
separation depressions, and narcissistic depressions) are posited by
Benedetti.

 



From a psychoanalytic viewpoint (Bibring, 1953), in the experience of
depressive individuals, an element of insufficiency, helplessness and
subjective incapacity is in the foreground. In behavior therapy, Seligman
(1975) these elements have been observed as the foundation of depression.

 

Verbal illustrations and popular sayings

 

Anxiety: We have a wealth of expressions for everything that provokes
anxiety: we dread it, drink to it, grieve over it, are appalled by it, fear it, have
moral dilemmas about it, dread it, get the creeps from it, panic over it, knock
it, have a bad conscience over it, care for it, are uncertain about it, feel lost
about it and doubt it, hesitate over it and shudder at it.

 

Depression: in dust and ashes; to be no friend of sadness; knight of the
woeful countenance; all the sadness in the world is from solitude; the
mournful everywhere are relatives; the world is exasperatingly morose; sad
but true.

 

STORY: THE WISDOM OF THE HAKIM

 

A sultan was on board a ship with his best servant. The servant, who had
never before taken an ocean voyage - and in fact, as a mountaineer, had
never even seen the seacoast, sat in a hollowed-out place on the ship and
screamed, wailed, trembled and whined. Everyone was kind to him and tried
to ease his fears. But the kindness went right in one ear and out the other,
without reaching his anguished heart. The ruler could no longer stand his
servant’s crying, and the voyage over the blue sea, under the blue sky, could
no longer cheer him up. So the wise hakim, his family doctor, entered the
scene: “Your highness, if you permit, I can silence him.” Without hesitation,



the sultan gave his permission. The hakim ordered the sailors to cast the
servant into the sea - which they were all too happy to do. The servant
floundered, gasped for air, held fast to the railing and begged to be taken on
board again. He was pulled up by his hair. From then on, he sat very quietly
in the corner. Not one fearful peep could be heard from his lips. The sultan
was amazed, and asked the hakim, “What is the wisdom in this treatment?”
The hakim replied, “He had yet to savor the salt of the sea. Nor did he know
how great is the danger in the water. So he could not have known how
precious it is to have the firm planks of the ship under one’s feet. Only he
who has seen danger face to face knows the value of peace and security. You,
who are well fed, do not know the taste of the simple bread of the land. The
girl whom you do not regard as beautiful is my beloved. There is a difference
between him who has his lover beside him and him who eagerly awaits her
coming. (see Peseschkian, 1985).

 

Self help component: The development of Anxiety and Depression from the
Perspective of Positive Psychotherapy

 

We may say that “Just as life bears witness to anxiety, anxiety bears witness
to life”; and “It’s not the person who never has anxiety and depression who
is healthy, but rather the person who is able to deal with them in a suitable
manner.”

 

a) Grievances and physiology

 

Stress is an acute condition of organic tension, in which the body is forced to
mobilize its strength for defense in order to confront a threatening situation.

 



According to the experts, the human body functions best when carrying a
moderate load (eustress). If the burdens (stressors) are too great or too small,
excessive stress (distress) sets in - which leads to reduced achievement. The
Chinese speak of “win-chi.” “Win” means “beware of danger,” while “chi”
signifies possibilities for change. In our language we speak of a
developmental crisis.

 

Selye (1974) distinguishes among three phases. Phase 1, which he calls
alarm reaction, is accompanied by functional deficiencies, e.g.
immunodeficiency. However, bodily defensive strength is also mobilized.
Selye (1974) calls the second phase the stage of adaptation, or of resistance.
The hormone cortisol (see below) readies the prerequisites for repair of the
damage done by distress. In phase 3, the stage of exhaustion, the so-called
adaptation illnesses (syndrome) appears. The worse the bodily constitution
and the weaker the will to resist, the sooner this phase is reached.

 

From the perspective of Positive Psychotherapy, the organism’s adaptation to
new situations can, in this sense, have the effects of stress. There is even a
lot to be said for the view that people need a certain amount of tension or
stress. Stress is not the same for everybody. For some, achievement demands
produce stress, while for others it is confrontation with the unknown,
discourtesy, unfaithfulness or exaggerated demands for punctuality.

 

b) Actual conflict: Four ways of working out conflict - psychosocial pressure
situations

 

Practically all of us have experienced some point in our own lives when our
mood was characterized by despondency, profound sadness, hopelessness
and a feeling of meaninglessness.

 



Usually, such a mood finds justification: we experience self-doubt because
we have been unable to achieve what we or other people had expected. We
may have lost an important partner, may see our future threatened by failure,
or feel isolated and cut off from social, previously intimate, intercourse.
Having retreated from what we wanted to do in our surroundings, and
expressing our desires only with extreme inhibition, we are “perfectly
unhappy.”

 

With many patients, it seems that the depression has distanced itself from
what originally provoked it, or that such an original provocation never
actually existed. The affirmation that there is therefore no respective cause
for the depression is true only in a narrow sense - when one is exclusively
looking for major causal events such as the death of a loved one. Even here,
one finds, as the psychological backdrop for the ailment, grievances that
have been endured for years, acting as microtraumas to prepare the way for
later depression.

 

The contents of the microtraumas are the actual capacities that the person
has learned, in the course of his childhood and later development, to be
sensitive to.

 

Corresponding to the four ways of working out conflicts, we distinguish
among four basic forms of anxiety and depression which, in turn, can flow
into four escape mechanisms (into illness, into work, into loneliness and into
fantasy) (see I., Chapter 3, Figure 5).

 

Existential angst and hopelessness:

 



We all learn to deal in different ways with problems and conflicts. The
important thing is how we see, interpret and weight a problem. This, in turn
depends on the concepts, weltanschauungs, philosophies of life, ethics,
morality and, in the broadest sense, respective religious values that we have
acquired. If, for example, my mother dies, my reaction will depend on how I
feel about dying and death, how I have learned to deal with them: whether I
regard death as continuation or annihilation, for example. If I see no
meaning in this death, I get discouraged and hopeless. A paucity of
alternatives leads to a paucity of prospects for the future. From this,
existential anxieties can develop.

 

Social anxieties and depressions

 

Depending on whether I have learned to talk to others about my problems or
am of the opinion that I have to deal with my problems by myself, whether
in my milieu and culture a certain topic can be openly discussed or is taboo,
I will become either socially stabilized or isolated. Acting on the saying,
“Shared pain hurts only half as much,” I can find solace for my mother’s
death in the company of friends, relatives, acquaintances and other people;
or I can “stand back from condolement,” because I am trying, as the saying
goes (“Everybody has to deal with his own fate”), to carry my own burden.
On the other hand, I may try to escape into sociability, thus falling prey to
emotional dependency; then when nobody is around I feel exhausted and no
longer see any meaning in my life.

 



Figure 2: Four basic forms of anxiety and depression (Schema)

 

Stress and fear of failure:

 

Depending on how my prospects for the future (see “existential angst”) and
my social acceptance (see “social anxieties”) are framed, I am more or less
in a position to meaningfully apply my reasoning abilities, which have to do
with problem solving and thus with reality testing. For the actual capacities
diligence/achievement, and thus with my professional activities, thinking
and understanding are key functions, for they are what make it possible to
optimize achievement. This affects whether I am satisfied or dissatisfied
with my profession and whether I choose escape into work or escape from
achievement demands, and vice versa. In my effort, for example, to deal
with my mother’s death, it all may depend on whether I identify with my
profession and find it meaningful.

 



Vital anxieties and risk factors:

 

How I deal with existential angst, social anxieties and fear of failure
depends, on the one hand, on my organic constitution, and on the other on
the feeling of my bodily self, how I experience my body and get along with
it (aesthetics, sports/movement, eating behavior, rhythm of sleeping and
waking, sexuality, bodily contact, illness-related behavior).

 

c) Basic conflict: Four forms of the model dimensions -
etiologicalconditioning factors

 

With all depressive reactions, there is a pronounced need for closeness, often
in the form a child would desire. Against such a background, they may be
triggered by separation problems, which call into question just this feeling of
closeness and warmth. In sum, only the flip side of things is seen.
Discernment of reality occurs only from the viewpoint of a pessimistic
concept: the half full glass is seen as half empty.

 

The tension that develops, for example, around the problem of punctuality,
finally leads to severe depression, tied up with substantial anxiety. In this
sense, it is worth the effort to also seek out the less striking moments of
tension which stem, in part, from the patient’s social milieu, as well as the
widespread general restriction of carrying capacity. So, depression appears
as a feeling of being pushed down, of indecisiveness, of fear of
impoverishment and as a wish to evade difficulties through self denial. Often
enough, such depression is manifested in physical grievances, becoming a
psychosomatic expression of a psychological conflict situation. This
description covers only a part of the clinical picture of depression.

 



d) Actual and basic concepts: inner conflict dynamics

 

In the light of Positive Psychotherapy, we must expand the description.

 

Depression is the capacity to react to conflict situations and pressure with
deep emotion. Instead of outward, the conflict is directed inward. The
depressive individual has the ability - which those around him frequently
find horrifying - to ignore the meaning of life and thus to confront existential
angst openly, but at the same time vulnerably. In the forefront stands the
conflict between courtesy (inhibition of aggression), as a disregarding of
one’s own interests, and a dearth of candor, as a sign of weak assertiveness.

 

The depressive individual is like a pressure cooker with the valve closed.
Outwardly, he seems peaceful enough, but he is always running the risk of
putting an end to his own existence through an explosive reaction.
Aggressive reactions (considered by the individual to be forbidden) are
turned against himself.

 

The question of the dosage of aggression, i.e. the integration of courtesy and
candor, becomes the central issue in depression therapy. This implies a
therapeutic approach involving a therapy of small steps for the patient and
his or her milieu.

 

For the patient: a more realistic relationship to the “I,” more autonomy and
candor vis-à-vis the partner, a broadening of social contact, development of
new interests and the courage to realize one’s own fantasies: “What would
you do if you were healthy and no longer suffered from depression?”

 



For the reference persons: Therapeutic relief for the depressive individual
from his or her obligations is an important ingredient in the acute phase of
depression. However, it is also important, at the right moment, for the
individual to relearn, step by step, to take responsibility for daily tasks. As a
rule, the depressive individual’s perplexity leads those around him to shower
him with advice. Often it is even mutually contradictory advice that is given
to the patient.

 

Of course, it is precisely an understanding of and insight into the world
around him that the depressive individual requires. When, however, he has
gone so far as to incorporate the depressive concept into himself, the patient
can no longer afford to wait for help. Thus a paradoxical situation ensues:
the patient persuades the therapist of the correctness of his
conceptualization, not vice versa. Therefore, empathizing with the other
person need not imply unconditional acceptance of the other’s concepts.

 

At the acute stage of severe anxiety and depression, in which the individual’s
suffering from this sickness is practically physical, medication can be useful.
As the situation of the depressed must be thoroughly differentiated,
differentiated medication is also implied. Anti-depressive medicines are the
instrument of choice and may, with certain patients, be coupled with anxiety
provoking medication. Unfortunately, simple tranquilizers or sleeping pills,
or antidepressants that fail to sedate and that lead to stimulation before mood
enlightenment, are often taken in place of targeted anti-depressive treatment.
This sometimes leads to inhibition of suicide, together with the other
inhibitions, falling by the wayside; the patient, outwardly calm and
collected, suddenly and unexpectedly tries to kill himself. Medication must
be regarded as merely supplementary to psychotherapeutic and milieu-
therapeutic procedures and self help strategies.

 

Depressive individuals have not only severed their pleasurable relationship
to their environment; they go farther, attempting to defend this stance. In that



regard, they understand practically everything that goes on around them as a
confirmation of the meaninglessness, the inescapable injustice, the
hopelessness and the blameworthiness of it all.

 

With this concept, the depressive individual gets in deeper and deeper,
developing an astonishing aptitude for reinterpreting reality. If one were to
concern oneself only with this reinterpretation, one would just reinforce and
repeat these melancholic viewpoints. Thus the depressive concept would be
continually validated.

 

- In order to confront the concept, counter-concepts can be presented to the
depressed. The pessimistic, “The glass is half empty” is countered with the
positive concept, “The glass is half full.” In this way, the patient is neither
attacked nor overburdened. Instead, he often clarifies his point of view to the
reference person, offering others as an alternative. In contrast to the
customary advice, such broadening of concepts implies no obligations. The
broadening concept renounces such pressure and gives the partner time to
adjust to the expanded way of seeing things. Through this method, it is made
easier for the reference person to find the patience required for interaction
with the depressed.

 

Therapeutic component: The five stage procedure of Positive Psychotherapy
in anxiety and depression

 

Example case: “Everybody wants to go to heaven, but nobody wants to die.”

 

Stage 1: Observation and distancing

 



A 28 year old government bureaucrat (married since 1979; two children,
aged 6 ½ and 1, both parents living, two siblings, Catholic, married to a
housewife) was referred by his family doctor. He seemed bent over with
sadness. As he spoke, he held his right hand over his left breast, as though he
wanted to hold his heart in place. Excerpts from the first interview follow.

 

“I guess I’m in pretty bad shape. I think a lot about death. I feel a pulling
right through my body, especially on the left side of the body. Near the
breastbone I feel strong pressure, especially strong just to the right and left
of the sternum. To the right of the breastbone I almost always feel pressure.
The pressure doesn’t come from within, but from without. Sometimes I feel
breathless. Then I breathe slowly - in through the nose and out through the
mouth. I only feel better when the feeling of not getting any air is gone.
Recently, I’ve often thought I was going to get a stiff neck. Then I have
“pains,” pressing in from above the neck to the inside of the head. When I
“get mad,” I can feel my heart beating faster and my blood pressure rising. I
think I might be having a heart attack. When I have no grievances for a
while, I think that’s just the calm before the storm. Then I’m glad when I
feel worse again. On September 26, 1986, I had a funny feeling in my belly.
The feeling could be compared with a kind of pressure. Besides thinking of
serious stomach and heart disease, I had to think of death. I grabbed my neck
and counted my heartbeat. My pulse was unusually fast. I got really scared
of dying. I thought that was my day to die. Now I have that feeling in my
belly or around my breastbone often. Sometimes I can hear and feel my
heartbeat all over my body. Wherever I put my hand, I feel my heart beating.
Then it reverberates in my head, and I keep hearing boom, boom, boom…
Or I just have pressure from outside right near my breastbone. Another time
I had a funny feeling, and was impelled to think of death. Sometimes my
heart beats very fast, without any apparent reason. Or when something
annoys me, it beats even faster. Then I hear the pulse beat. The whole thing
is associated with a very unpleasant feeling, as though my chest was going to
burst from being pounded with a hammer. In such attacks I think strongly
about death and dying. Sometimes I feel a terrible pulling in my left
underarm. Here, too, thoughts of death ensue. Every twitch of the body,
every unusual taste or smell influences my thinking about death.”



 

Therapist: “Having heard your excellent description of your situation, I have
the impression that you are in a position to observe yourself and your
surroundings, perceiving them and describing them flexibly…. Your anxiety
implies that you invest a great deal of energy with no clear goal in mind.
Also, I am struck by the fact that you continually refer to the theme of death
and fear of dying, while avoiding frank discussion of them. Do you know the
Near Eastern saying, “Everybody wants to go to heaven, but nobody wants
to die”?

 

Patient: “In fact, that is my problem…”

 

He was now ready to understand and more closely describe the paradoxical
way he was dealing with anxiety.

 

Stage 2: Taking an inventory

 

Therapist: “When did your grievance begin, and where have you been
treated up to now, and what has been your experience?”

 

Patient: “In October 1980, I read the obituary of a friend in the newspaper. I
was having breakfast, and the food literally got stuck in my throat. I
participated in my friend’s funeral. At the time, my wife was pregnant. A
few days or weeks later, I gave blood for the fifth time. As the tube was
inserted in my right arm, a funny thing happened. I got terribly afraid; it was
fear of death. I got a nightmarish feeling and the left side of my chest got all
tense. The fear of death and the other symptoms lasted for months. Finally I
was drinking several bottles of beer a day. That made me feel better, but I



was always a bit tipsy. I guess I had chosen the wrong employer, because
things were going pretty slow at work. I was bored with my job, because I
didn’t have much to do. We often went on a binge. Thank God we never got
caught, and never attracted attention in traffic. Some days I went home so
drunk that I had to go to bed right away. Other days I don’t know how I even
got home…. By that time I often took sick leave. It came to a breaking point
when an old classmate died. In the summer of 1981, I heard about a
neurologist who worked with acupuncture. After several treatments, she
relaxed the body cramps, and I was able to make it through the day without
alcohol. By chance, I heard of the psychosomatic clinic in N. I had myself
committed there. From August to November 1981, I was an inpatient. As far
as I can recall, they interpreted my ailment as follows: My parents were
supposedly the cause. Inwardly, I hadn’t accepted their style of childrearing.
Especially my father’s harshness toward me. Besides, people didn’t believe
me when I said my marriage was harmonious. At any rate, they said it
wasn’t normal for me not to see any problems in my family. My wife had a
baby in April 1981, and that made us happy. Anyway, the upshot of it all was
that I broke off contact with the family. People tried and tried to get me to do
it, until I was almost persuaded to do so. The arguments in my defense
always failed me, and finally, still in the clinic, I decided to leave my family
- but I didn’t do it. At any rate, not much was said about my own problem,
the fear of death. After my release, my parents often just drove me up the
wall. I just couldn’t relate to them anymore. Contact shrunk to a minimum.
Then the relationship between them and me got to be pretty good again, if
not actually better than before. I always had a good relationship with my
wife. I love my wife, and we get along well. It’s understandable that
sometimes a little dust is raised, and that doesn’t happen very often. If the
choice were mine, I’d marry her again. After my release, for a little while I
tried, through affiliation with a group, to better come to grips with my
ailment, by talking it out. That was useless. Then I tried more sports and
yoga. That worked better. After thoroughly checking it out, in February 1982
I started a presence-based program in business administration, as well as a
distance education course in management. I finished the business
administration program in the summer of 1984, and successfully concluded
the management course in the winter of 1984. In the winter of 1985, I passed
the professional examination.

 



On April 4, 1986, I started my new job. But something happened that
nobody was counting on: in the department store, I couldn’t hear anything,
because of my hearing problem. So I came to an agreement with my new
employer, and on April 16, 1986, I was out of a job. I tried hard to find
another job, and by July 1, 1986 I had a regular job.

 

Until September 26, 1986, I had my illness pretty well under control. The
few times that I didn’t feel well are hardly worth mentioning. But a funny
thing happened at about 2:30 p.m. on September 26, 1986. I got a funny
feeling in my belly. I grabbed my neck, felt my pulse and felt just miserable.
I was afraid, afraid of dying. I thought, “this’ll be the day that I die.” I had
them call the emergency ward and was taken to the hospital. Five days later,
I was released. They hadn’t been able to find any organic illness. The EKG
and the gastroscopy were normal. After my release, my condition worsened.
Every day, I hear and feel my heartbeat; and I always feel this pulling all
over my body. Every day, I need to drink some beer. In late October 1986,
my family and I moved to W. My condition worsened. I switched to stronger
things, because beer wasn’t helping me any more. On November 23, 1986, I
was talking to my family doctor about medication. I take two pills every day.
The sickness is much easier to live with now, and my consumption of
alcohol has fallen a lot. When people ask the cause of my illness, I can’t
think of any reasons. I know I am healthy organically, but my soul is sick.
Why?

 

Therapist: “Now that you have given me some information about prior
therapy, your own efforts and you family’s reaction, we will see what’s been
happening to you over the past five or six years.”

 

Patient: “When it rains, it pours!”

 



The patient was familiarized with the four domains of working out conflict,
and told how everyone can divide his energies among these four domains.

 

Therapist: “I will repeat what you have told me. Please check to see whether
I have understood you correctly…

 

- In October 1980, your schoolmate suddenly died of a heart attack.

- At the time, your wife was pregnant.

- A few weeks later, when donating blood, you felt fear of death.

- In 1981, you were home on sick leave from April to November.

- From August to November 1981, you were in inpatient care and, during
that time, you broke off contact with your family and friends.

- In part, the treatment at the clinic was incomprehensible.

- Afterwards, you were shifted to another department, where the work
seemed very tedious, and you got bored.

- In February 1982, you began two continuing education programs, which
you successfully concluded in 1984.

- In addition, in 1985, you passed a qualifying examination for trainer.

- In 1986, you began to work as a supervisor. After two weeks, because of a
hearing defect, you had to resign.

- A few weeks later, you got a civil service position.

- You had to move to W.

- In September 1986, you were taken to the hospital by emergency
ambulance.



 

The patient listened with great interest to the inventory of these events.

 

Patient: “Little by little, it’s becoming clear to me why I can’t seem to be
able to get out of this rut. Now I understand that my friend’s death, which
got everything started (because of so many things that were stuck in my
throat), was in the background, but nevertheless repeatedly got to me.
Nobody ever got closer to that perception…”

 

This was a case of a type B coronary neurosis, based on an abnormal sadness
reaction (October 1980), with substantial psychological strain. In the
foreground are the symptoms portrayed. The actual conflict is the
unexpected death of a schoolmate, which shocked the patient. The basic
conflict is the indifferent and previously overprotective attitude on the part
of the parents, who, seeking to preserve a cozy atmosphere in the home, did
not allow surprises to be taken into account. Furthermore, for him the
accumulation of factors implied a new conflict situation. A total retreat from
the achievement domain, which had previously been favorable for him, led
to a tendency to a depressive neurotic structure. In his inner conflict, the
patient quickly identifies with the objective stimuli, is unable to keep his
distance and feels compelled to act; with this, he is filled with anxiety and
soon exhausts his capacity to work through conflict; he then feels totally
threatened. His learned concepts (achievement, obedience, courtesy,
orderliness and justice) are useless as compensatory mechanisms; so the
deficient primary domains gain the upper hand, because of his lack of inner
control. In this connection, his irreparable hearing defect stood out as an
impairment of the body-I feeling (bodily inferiority complex). This
conditioned a limitation of chances for professional advancement and a
diminution of new contacts (insecurity). Tendencies to escape and denial
behavior appeared; in addition, these strengthened his fear of death, taking
on a dynamic of its own. The death of a colleague (heart attack) while on the
job gave new life to his concern. The symptoms described above were
reinforced, although not to the degree found at the beginning of treatment.



The patient himself spoke of the possibility of being able to deal with it in a
more stable way, with his repertoire of conduct. In the professional sector,
reorganization ensued - which, for the patient, involved a stressful long term
restructuring of the flow of work and the division of labor among
professional colleagues.

 

In previous sessions, the symptoms had been treated in their pharmaceutical
and psychodynamic aspects. Neither the loss of his friend - which he had
experienced as proximal to his own self, and which had therefore given him
a chance to reflect on this existential aspect of life - nor the
microtraumatically effective factors, had as yet been intensively addressed.

 

Stage 3: Situational Encouragement

 

Through the explication of neurophysiological connections and discussion of
the death and the cumulatively effective microtraumas, the patient felt that
he understood and was aware of the direction the therapy was to take. He
always related the story, “The Wisdom of the Hakim,” to his own situation,
interpreting it differently. He recognized how important it is to confront
death, thus desisting from his avoidance behavior. After learning to
distinguish between “conditional fate” (attitude toward death and loss) and
“determined fate” (death itself, which everyone encounters) (see
Peseschkian, 1986), I was able to ask, “How do you imagine your own death
will be? By a sudden event such as a heart attack or stroke or an accident, or
after a being confined to bed for a long time, for example by cancer or
multiple sclerosis, etc.?” The patient, who hadn’t been expecting such a
question, at first was shocked, and then got interested. By the next session he
had prepared a list of about 20 ailments, briefly describing his attitude
toward each. He came to the conclusion that by himself, he couldn’t decide
how he would like to die; he would have to leave that to God. At this point,
my colleague did a behavior therapy-oriented desensitization. The
“hierarchy of anxieties” (see the case of “Ute S.” in Peseschkian, 1986 -



where the anxiety was related to punctuality, or more precisely lack of
punctuality, and thus a “hierarchy of punctuality” had been created and was,
in this sense, desensitized) was related to the theme of “death,” in connection
with heart sensations. As the loss due to sudden death had been perceived as
unjust, the actual capacity justice was treated as a theme in this connection
(see II, Chapter 1). As a supplement, a light anti-depressant was prescribed.

 

Stage 4: Verbalization

 

After the patient had developed a more open way of looking at his situation
and his environment, he was ready to translated theoretical knowledge into
practice. He began by complementing his exaggerated courtesy (or
politeness) behavior (in the sense of inhibition of aggression), which
provoked guilt feelings and anxieties, with honesty and candor (in the sense
of trust and hope) toward himself and others; the latter remained difficult for
him, however. Thus, the patient worked through the key conflict,
courtesy/candor (see II, Chapter 26, and II, Chapter 5). He trusted himself to
ever more directly address conflict situations. Bringing in his wife, their
mutual relationships to death, the meaning of life, philosophy of life, religion
and faith could be dealt with in a differentiated manner. Quotations from
well-known Nobel Prize winners about death and life after death (see I,
Chapter 5) became mediators between the therapist and the patient.
Furthermore, contact problems (the wife would like to have more outside
contact, but rarely did, because of the patient’s exaggerated emphasis on
thrift, punctuality and orderliness) were addressed. Further grounds for the
patient’s social isolation was that he never went out in the evening, in order
not to lose his parking place. In the psychotherapeutic group, with its
multiple and multidimensional transfer situations, in which the therapist had
participated since stage 4, contact was exercised and put into practice in
reality.

 

Stage 5: Broadening of goals



 

In therapy, the patient proved to be insightful and amenable to conversation.
With his wife and in the group, he worked on goals for the coming 3 to 5
years, months, weeks and days. The four domains on the questionnaire
provided guidelines. In his self evaluation, he wrote that he was able to
recognize positive psychological sensitivities. He was in a position to better
comprehend the significance of his illness. Among other things, he wrote the
following:

 

“Sometimes I ask myself if maybe my hearing defect is related to my fear of
dying after all. At any rate, it hems me in. I have to make do; it can’t be the
way I would like it to be… Actually, I dream very little. When I remember
anything, it’s just fragments, and there’s never any connection among them. I
used to dream in full awareness. I would be on a high mountain and jump off
the peak. That was always a “peak experience!” Since I have become more
interested in religion, I have, over time, come to a different conclusion about
my illness. I would like to be healthy, but the most important thing is that it
makes it possible to live and work with this illness. Meaning of life: to
accept the life that has been given us as a gift from God, and do good. Next
to birth, death is the most decisive event in a person’s life. It’s the only thing
we are sure to experience in our lives. I believe in life after death.
Furthermore, I am of the opinion that death must be wonderful.”



OceanofPDF.com

https://oceanofpdf.com/


 

Appendix: Questionnaire on Anxiety and Depression

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. What is your opinion about the following sayings: “Fear brings security”
(Shakespeare); “Fear has its own significance” (Lessing); “He who has
learned to die is no longer a bond slave” (Seneca); “Cares make one old
before one’s time”? Do you know any other such sayings or figures of
speech?

2. Do you respond to anxiety, anger, unrest and conflicts with bodily
symptoms?

3. Do you find it difficult to relax?

4. What time do you go to bed at night? Do you find it hard to get to sleep?
Do you sleep soundly?

5. Do you wake up very early in the morning? What does the saying, “Early
to bed, early to rise makes a man healthy, wealthy and wise” mean to you?
Do you tend to feel worse in the morning?

6. Do you suffer from headaches or a stiff neck? Have you observed any of
the following symptoms: trembling, itching, dizziness, profuse sweating,
accelerated heartbeat, diarrhea?



7. Do you feel like you have been slowed down, as though the emergency
brake were on?

8. Have you been losing weight because of loss of appetite?

9. Is your depression based on bodily illness, or the way you have learned
to deal with it?

10. Were you punished physically?

11. How did your parents treat you when you were sick? Was your sickness
ignored? Were you cared for and nursed back to health? Was it seen as
desirable to stay on your feet as long as possible, even when you were sick?

12. Do you regularly take your prescribed medicine? Do you know how the
medicine works, what you can expect from it and what the possible side
effects are?

13. Which of you, you or your partner, more highly values diligence and
achievement?

14. Are you satisfied with your profession? Do you invest energy in your
work? Is your chosen profession the profession you had dreamed of?

15. Do you feel anxious about the possibility of failure in your profession?
Do you stick to your guns? How do you react to criticism or lack of
recognition? Before, what did you have to do to be acknowledged and loved
by your parents?

16. How does your partner treat you when you are sick, full of anxiety or
depressed? Are you “mothered” or do you believe your partner doesn’t
understand your problem at all?

17. Do you have problems with your partner that may have lasted for years,
and that lead to anxieties, aggression and depression, as the saying goes,
“drop by drop, a hole is drilled in the stone”?

18. Which of the two of you enjoys contact more, you or your partner?



19. As a child, did you make friends, or were you isolated?

20. When your parents had guests over, were you allowed to be present and
join in?

21. Do you feel a lack of contact and emotional warmth?

22. Do you feel overloaded with social obligations and entanglements -
which you feel you can’t get out of?

23. Do you relate your anxieties to external appearance, sexual potency,
social isolation, or “the trivia of everyday life,” such as orderliness,
punctuality, cleanliness, thrift, etc.?

24. What are the criteria a person must meet for you to want to take up
contact with him or her?

25. Do you stand up for your own opinions, even when other people
sometimes “step on your toes”?

26. Do you know how people in other cultures deal with illness,
unemployment, separation, divorce, suffering and death, and the associated
anxieties and depressions?

27. Do you feel powerless and without energy? Have you lost interest in
some things?

28. Do you have but little self trust and hope?

29. In recent years, have you had to face a series of hard knocks? What
have they been? How have you dealt with them?

30. Do you perceive minor problems and microtraumatic situations, which
add up, as unavoidable blows of fate?

31. Do you see practically everything that goes on around you as proof of
meaninglessness, inescapable injustice, hopelessness or guilt?



32. Do you have the feeling that you can no longer meet the demands of
everyday life, that you are no longer needed, that you are have become
“superfluous”?

33. Do you experience an anxiety about the future which expresses itself as
a feeling of meaninglessness and purposelessness?

34. What would you do if you had no more anxiety and depression?

35. Can you accept your illness as a chance to develop previously neglected
domains (body/senses, profession/achievement, contact, fantasy/future)?
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5.

BRONCHIAL ASTHMA AND THE NERVOUS RESPIRATORY
SYNDROME

 

The capacity to strongly call attention to oneself through the symptom
(rattling in your throat, coughing, gasping for air, turning blue)

 

Definition

 

Bronchial asthma is characterized by short attacks involving an urgent need
for air. Such attacks result from constriction of the small bronchia and a
narrowing of the windpipe, because of an inflammatory swelling of the
bronchial mucous membrane, accompanied by a discharge of secretions.
Bronchial asthma has a multi-factorial genesis. According to the prevailing
opinion today, constitutional, immunological, inflammatory, allergic and
psychological factors, alongside chemical and physical inhalation stimuli,
are to be regarded as causal factors.

 

Nervous breathing syndrome is characterized by abnormal acceleration of
the breathing frequency, with predominantly chest or thoracic respiration.
Subjectively, there is a feeling of constriction of the chest, together with
acute shortness of breath and a compulsion to breathe deeply.

 

Symptoms



 

In an asthma attack, the victim struggles and gasps for breath. Abdominal
breathing gives way almost completely to thoracic breathing. The patient’s
chest cavity expands practically to the maximum and the lungs are
excessively distended. Because of the shortage of oxygen, the face takes on
a bluish red color. It becomes particularly difficult to exhale; this is often
accompanied by a whistling sound. Simultaneously with asthma attacks,
coughing with expectoration may ensue. When such attacks become
chronic, we speak of Status Asthmaticus. This condition is life threatening,
and may lead to coronary/circulatory failure.

 

Christian (1959) describes three forms of breathing with hyperventilation:

 

1. working hyperpnoea, as accelerated but regular breathing with sigh
respiration;

2. polypnoea, characterized by increased, but still weak, breathing with sigh
respiration;

3. anxiety hyperpnoea, with hyperventilation speeding up and becoming
more nervous.

 

Through one-sided, extremely accelerated breathing, a tetanic attack is
provoked. The excessive exhalation of CO2 provokes cramps in the arms
and legs, and especially in the hands (carpopedal spasms); headaches and
fainting may ensue. The patient panics for fear of not being able to breathe
anymore.

 

Another form of nervous breathing is what Christian (1959) refers to as
“behavioral” breathing, in which the patient subjectively experiences and



complains of a shortage of air, but no hyperventilation is observed. To be
sure, breathing is superficial; but the volume and frequency of breathing is
notably regular.

 

Transcultural approach and epidemiology

 

In Germany (the former West Germany), about 1 percent of the population
suffers from bronchial asthma.

 

Especially afflicted are children and young people (boys about two or three
times a frequently as girls).

 

In puberty, half of the patients are cured of asthma. In adulthood, peak
incidence is between 21 and 35 years of age, with women predominating.
According to Jores (1981), new access of illness among people older than
that is very rare.

 

Causally, the illness seems to be connected to the development of
civilization. Until about twenty years ago, there had been no cases of
asthmatic illness In Papua New Guinea; today, it is widespread. In
Greenland, Ehrström (1951) found only one young man with bronchial
asthma among 1,500 inhabitants.

 

I have observed that the actual capacities time (how to divide up one’s time)
and punctuality to play a decisive role as stress factors among asthmatic
patients. (“I always have to hurry to meet my appointments!”).



 

Review of the literature

 

Bräutigam and Christian (1973) found frequent reaction formations among
asthmatics whose aggressive tendencies and desire for closeness had both
been fended off. According to Loch (1971), among all asthmatics
disturbances in the sexual area are to be found. Almost all authors point to
the significance of aggression.

 

Jores (1981) has found that among the asthmatic, aggression is not
repressed. However, as it is experienced as dangerous, the patient cannot
externalize it; he can’t give his anger “any leeway.” Instead, it hits the body
- which can lead to the onslaught of asthma.

 

Bräutigam and Christian (1973) and Jores (1981) point out the
oversensitivity to smoke which is constantly found among the asthmatic -
although it has no physiological basis. In this regard, it is striking that they
are particularly sensitive to smoke that has something to do with
uncleanliness and filth, and with unhygienic and dirty ways of behaving.
Furthermore, asthmatics with great sensitivity to smoke are extremely
dependent on other people’s judgment and opinion.

 

Schwidder (1968), Marty (1974) and Bräutigam (1954) point out the
connection between inhaling and exhaling, on the one hand, and the ability
to take and to give, on the other, and that among asthmatics there is a
tendency to tightfistedness, conventionalism and self preservation.

 



According to Herrmann (1986), Japanese research shows “that among
patients who received psychosomatic therapy in addition to medication had
significantly fewer asthma attacks; the difference in complete remission
was statistically highly significant.” Radvila (1984) states that alongside
enlightening conversation, in some cases antidepressants, benzodiazepines
or beta blockers can be useful, complemented by breath-physiological
measures, slow diaphragmatic breathing and relaxation therapy, such as
Autogenics training, yoga and progressive relaxation.

 

Verbal illustrations and popular sayings

 

Breathtaking; one loses one’s breath; it takes your breath away; to be able to
vent one’s anger; she’s like a breath of fresh air; the air was thick; the air is
charged; to turn off someone’s gas; to blow the whistle on someone; to send
somebody out to get some air; to have an airing; to let off steam; to take the
air.

 

STORY: “THOUGHTS ARE LIKE BUDS”

 

In his bed, an asthmatic person was surprised by a severe attack of asthma.
The night was very dark, he was in a hotel and he thought he would
suffocate. He stumbled to the door, opened it and breathed deeply time and
time again. The fresh air did him good, and his asthma attack soon receded.
When he awoke the next morning, he discovered that it wasn’t the door to
the room that he had opened, just the door to the closet.

 

Self help component: The development of bronchial asthma from the
perspective of Positive Psychotherapy



 

a) Complaints and physiology

 

The meaning of breath is explained in the story of creation. When God
breathed His living breath into man, who had been created out of dust, He
gave him a soul and a spirit. Individual life seems to begin with breath, the
first scream of the newborn infant; and it ends with the dying gasp, when a
person “sighs out his soul.”

 

The basic polar principle of life, the endless alteration between tension and
relaxation, coming and going, becoming and passing away, taking and
giving, is clearer in respiration than in any other function of the human
organism. We experience it directly in rhythmic sequence: active taking in
of air as tension and rather passive release of air as relaxation.

 

On the one hand, the passage of air is an automatic occurrence. It takes
place automatically through alternating impulses of the autonomous (or
parasympathetic) nervous system. On the other hand, breathing can be
consciously influenced through voluntary control. Frequency and volume of
breathing and type of breath can be consciously directed. If we like, we can
breathe faster or slower, more deeply or more shallowly. For a certain
period of time we can hold our breath and, in accordance with our
preferences, we can stress diaphragmatic or thoracic breathing. Finally,
unbenounced to us, breathing can be influenced by our emotions. With
greater or lesser clarity, all mood swings find expression in breathing.
Shock makes one stop one’s breath, and mental or spiritual arousal is
“breathtaking”; when faced by sighing, screaming or groaning, etc., one
“gives vent to one’s feelings.” When one’ relationship others is disturbed,
one speaks of a “bad atmosphere,” of a “charged atmosphere,” of “the air
was thick” - thus breathing and living become more difficult.



 

Air pollution, especially in the big cities, is an important risk factor.

 

b) Actual conflict: four ways of working out conflict - psycho-social stress
situation

 

Asthma attacks are accompanied by extraordinary anxiety. Even though
objectively speaking there is enough oxygen-containing air (the asthma
attack can occur outdoors, in the fresh air), the patient gasps for air. His
lungs can neither inhale nor exhale the air. Fear of suffocating, of dying,
takes possession of him. In turn, this anxiety reinforces the spastic reaction.
In terms of contents, it often has to do with punctuality demands and a
striving to make everything right (punctuality, justice) - concepts which,
through the central nervous system, influence the respiratory center.

 

c) Basic conflict: four forms of the model dimensions - conditions of early
etiology

 

In psychotherapeutic practice, it often comes to our attention that people
with nervous breath syndrome often come from families in which
achievement was highly valued: “Work hard”; Try hard”; “No pain, no
gain”. At the same time, reticence, diffidence and self mastery are
considered worthwhile personality traits: “Pull yourself together”; “What
will people think? (courtesy/politeness, contact). Upon closer examination,
it becomes clear that an asthma attack is provoked when many demands are
being made on the patient (achievement) and he is faced with injustice.
Since he cannot confront his milieu in an appropriate manner, arguing or
shouting and screaming, because of his inhibited aggression - but rather
pulls back (courtesy/candor conflict), he pays particular attention to the



perceived or actual reactions in his environment. Thus, in an asthma attack,
many patients anxiously look around to see whether “people” notice. This
reinforces their anxiety. Through the central nervous system, the cramps are
strengthened and a vicious circle results.

 

d) Actual and basic concepts: inner conflict dynamics

 

We all know that emotional sensitivity and breathing are closely related.
When we are startled, it may “take our breath away” or “leave us
speechless.” A happening may be “breathtaking,” and “the air thickens.”
When one is annoyed, there is a need to “vent one’s anger.” If we can
believe the current psychosomatic literature, asthmatic illness is derived
from an unresolved commitment, an ambivalence conflict and deficient
personality traits. A patient with a nervous breathing disturbance has the
particular capacity to let those around him know, not with words
(courtesy/politeness) but nevertheless out loud, that is feeling cramped,
pressured and burdened.

 

Practical consequences of this self help component are to be found in the
questionnaire at the end of this chapter.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy in bronchial asthma

 

Stage 1: Observation and distancing

 

Case: “The courage to decide”



 

A good example of the meaning of positive reinterpretation is provided by a
56 year old asthmatic woman who, to no avail, submitted to somatic
treatment for asthma. During that time, the woman was studied and treated
in 14 clinics. She was extremely courteous and reticent. The key was to win
the patient over to psychotherapy. Along the lines of the positive procedure,
I asked her what meaning asthma had for her, and furthermore, what
positive aspects the illness offered her. I offered her the interpretation that
she had an intensive relationship with her own body; her asthma might be
seen as the capacity to finally achieve peace.

 

She busied herself with this interpretation, as well as the story, “Thoughts
are like buds” and the related questions, for several sessions. It wasn’t
offensive to her, and she herself revealed the secondary gains from the
illness, recognizing asthma as a bodily reaction to professional and
domestic overburdening. Among other things, she wrote the following:
“The sick note required my asthma attacks. I simply yearned for peace and
freedom from stress…”

 

Stage 2: Taking an inventory

 

“Life events” - The following factors had played a key role,
microtraumatically, in symptom development over the last five years:

 

1. Self-sacrificially, she cared for her aged mother and adapted to her
demands - even though inwardly she felt them to be unfair - and found it
necessary to ward off aggression and the desire to let go (courtesy/candor).



2. Another problem area was the excessive demands at work; this regularly
resulted in the patient, who already felt sufficiently burdened by the need to
take care of her mother, perceiving the additional workload to be unfair. She
was in no position to do justice to all the demands that were being made on
her in time to meet the deadlines (diligence/achievement, justice,
punctuality).

3. It came to the point that the patient, on her family doctor’s advice,
applied for a pension. Since then she had been unfit for work - which, in the
current situation, is significant as a conflict of desires and anxieties (body,
achievement).

4. Thus caring for her mother, as well as her excessive workload, had
resulted in social isolation (contact).

 

For the patients, these factors were of a traumatic nature. Aggravated by
hopelessness and fear of the future, she developed an emotional
overburdening with psychosomatic overtones (future). From the records of
the course of the illness, the close connection between family and
professional overburdening, on the one hand, and the breathing complaints,
on the other, was confirmed. In center stage was the courtesy/candor
conflict, against a backdrop of a justice problem area.

 

Stage 3: Situational encouragement

 

The positive symptom interpretation and consideration of the burdensome
situation gave the patient a chance to make a decision that she had put off
for years. She wrote:

 



“My greatest wish was to be healthy and to live without anxiety. As your
proverb said, I had been led to the fountain but was afraid to drink from it.
At issue was a decision to separate from my mother and our family circle. It
wouldn’t be sufficient for me to leave home and get my own place. I had
also learned to see my mother’s dependence on me as something positive,
and at the same time to behave differently than before with regard to her
demands.”

 

As a consequence of the treatment to date and the practice of relaxation
methods, Cortisone medication could be substantially reduced.

 

Stage 4: Verbalization

 

In this section of the treatment, the patient was engaged as therapist of her
mother - a job that permitted her to escape from her one-sided dependency,
in the sense of a problem of identification, and to redefine her relationship
with her mother. The step-by-step procedure cleared the way for working
with the shared conflict themes. Here, the point was to motivate the patient
to express her own opinions, through honesty and candor. Therefore, this
actual capacity was particularly intensively worked through.

 

The actual capacity “openness/candor”

 

Definition and development: The capacity to openly express one’s opinion,
to share one’s own needs or interests and give information. Truthfulness and
honesty form a part of candor. Candor in a partner relationship amounts to
faithfulness, and in social communication, to openness and uprightness. At
the age when the child begins to speak, he or she can’t yet clearly



differentiate between imagination and reality. If the adult, not
understanding the child’s own logic, punishes him for lying, he may be
teaching him to dissimulate.

 

How does one ask about it? In your opinion, which of you can more openly
express your opinion? Do you have, or have you had, problems with
yourself or your partner because of dishonesty (situations)? How do you
react when somebody lies to you (describe the situations)? Are you
generous in truthfulness, or overly exact? From time to time do you tell
white lies? Do you tell the other person a lot or very little about yourself
(candor)?

 

Synonyms and disturbances: “To preserve your liver, be frank and free”;
“Don’t mince words”; “Give pure wine”; “Call a spade a spade”;
“Swallow everything”; “Keep your opinions to yourself.” Cursing, slander,
exaggerate and downplay, need for admiration, selfness, interpersonal
conflict, aggression, attacks of sweating, high blood pressure, headaches.

 

Behavior regulation: Say what you hold to be right, but say it in such a way
that it doesn’t hurt your partner. Some people who take offense at your
frankness will thank you for it later. Maybe you won’t find it so hard to be
candid in your (marital) partnership, but not so easy at work - where money
is at stake - or vice versa. For the most part, people don’t apply the same
yardstick of candor in all the domains of life. Motto: Observe which actual
capacities, in which situations, vis-à- vis whom, it’s hard for you to be
candid.

 

Catamnestically, the patient wrote in her own words:

 



“I wanted much like to separate from my mother, through moving, but to be
with her on the weekend. I wanted to spend my free time going to meetings
and seeing old friends. But I always lacked the courage to take that step. I
was afraid of getting sick again (breathing complaints), then being alone,
with nobody to help me. I still couldn’t believe I could cure myself by
taking that decision. But after therapy persuaded me that my ingrained
“courtesy” contradicted my equally ingrained “candor,” so I dissimulate and
this dishonesty backfires, I came to understand that I really was doing
something wrong with my life.

 

“Examples of not being honest with myself:

 

When my mother wanted to watch one TV program, I would agree, even
though I wanted to watch another channel.

 

When my mother was tired and wanted to go to bet at 9:00, I would go
along, even though I would rather listen to the radio or watch TV or do
something relaxing.

 

We had the same problem in the morning on free days. I would rather sleep
late, but my mother would open the Venetian blinds. If I complained, the
whole day was lost.

 

My mother would simply open my mail, ignoring my request that she not
do that. Then she would ask what I had to hide - which wasn’t the case at
all. I couldn’t swallow that, but I always put up with it, so as to have peace
in my free time.

 



Whatever I did, she would say, ‘Do it this way, that’s not the way it’s done.”
I was never free to use my own discretion. If I wanted to go anywhere, it
was always “Don’t stay out too long, why do you want to do that,” etc.

 

Even with regard to clothing, I always adapted to my mother’s strong
suggestions. On my own, I would have bought things that were more in
style; but I always let myself be influenced.

 

I would have liked to have furnished my own room, where I would have
been left alone once I had closed the door behind me; but that ran up against
my mother’s opposition.”

 

With the help of a “positive behavioral programming” (Peseschkian, 1986),
we worked on the key conflict, courtesy/candor. In addition, the
dimensions, “I,” “thou,” “we” and “origin-we” (the model dimensions)
were addressed. Step by step, the patient recognized the etiological
conditions of her current conflict. At the stage of verbalization - when the
partner was called in - she portrayed the following developments, among
others:

 

“After a few days, during which I repeatedly got annoyed and cried, my
partner clearly told my mother that he would no longer permit her, with her
behavior, to ruin my nerves with every visit or telephone call and make me
sick again. In those circumstances, we would have to break off personal
relationships. He pointed out that he had already told her that he very much
appreciated her and would try to be helpful to her in every relationship; but
that she was probably not ready for that. Even though it was very, very hard
for me, I simply didn’t communicate with my mother for several days. To
my great astonishment and rejoicing, she then called us up and told me that



we should forget everything that had happened, that she was taking my
partner’s suggestion and that we should come over.

 

Stage 5: Broadening of goals

 

The patient now had a chance to invest the energies that had been freed up
in the relationship with her partner, whom she had known for about 15
years. “I got the courage to make a decision I had always put off: to live
with my man, whom I had known for years, and to get married.” Both now
seized the opportunity to work out their remaining problems and to expand
their repertoire of behaviors. This included the relationship to her mother
and to the man’s circle of acquaintances. Among other things, the patient
wrote the following:

 

“We have repeatedly stressed to my mother that we will not leave her alone,
and that we are always there for her. We hope she will be with us for a long
time, and want to take her along for some short outings. My offered to wash
our clothes, just to have something to do. She probably didn’t think I would
be able to handle everything, and was afraid work and household chores
would be too much for me. Then she started baking pastries for us every
weekend. We thanked her and praised their fine quality. That made her so
happy that she made Christmas pastries not only for us, but for her
grandchildren. During the visit of my husband’s relatives from Mexico,
whom we introduced to my mother, our relationship once again became
more relaxed. We took her into our milieu and noted how happy she got;
she even made a present for the guests. For us, that was a meeting of two
different lifestyles and ways of living, even of weltanschauungs. Among us,
the German emphasis on punctuality, reliability, hygiene and sense of order
in every relationship; with the Mexicans, just the opposite. What you don’t
do today, you just put off to tomorrow. Skip punctuality and, in your big
extended family, take every opportunity to throw a party. We found that



even more tolerance was required for interacting with such different
lifestyles…

 

My husband introduced me as his wife at a little party with his colleagues at
work, including his boss. I felt really good there and was able to talk to
people; I was very happy to have had that experience.

 

Finally, I would like to point out the following. After I had been led to the
fountain and learned how to drink from it myself, I have become a different
person - which has also had positive consequences for my family:

 

I can hardly recognize my mother any more; my relationship with her has
never been so free and good as it is today.

 

The relationship with my brothers and sisters, and the whole family, is
likewise much more relaxed, loving and open, and therefore better.

 

My co-workers have let me know that I have become much more
communicative; I work with them joyfully and completely without
pressure.

 

I’m feeling better and better in our apartment; it’s my own home, where I
can move around free and unfettered, and that just makes me so happy!

 



My health is considerably better. I find myself in a condition of physical
well being; that’s the result of the changes in my life and the positively
unfolding living conditions.

 

The patient’s report is dated one year after the conclusion of treatment -
which included 28 sessions. It is doubly interesting: as control and
assessment of therapeutical success - which can, in many ways, be
confirmed, and as a subjective reflection on the course of therapy from the
patient’s viewpoint. It was with the help of her partner that she took on the
“therapeutic assignment” with her mother - who was the real patient.
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Appendix: Questionnaire on Bronchial Asthma and Nervous Respiratory
Syndrome

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Can you “vent your anger” or “blow the whistle on someone”? Can you
think of any other adages related to your illness? What does this folk
wisdom say to you?

2) Who told you about your illness? When?

3) Do you engage in sports, or do you think you have to avoid them because
of your affliction?

4) Do you regularly take the prescribed medication? Do you know how the
medicine works, what you can expect from it and what are the possible side
effects?

5) Do you try to “get yourself together” because you care “what people
think”?

6) At work, can you bring yourself to admit that you feel hemmed in,
pressured or overburdened?

7) What ways of behaving (actual capacities) on the part of your colleagues,
coworkers or your boss “get on your nerves”? How do you react? Can you
speak openly about it? Or do you “swallow your pride”?



8) Do you always or frequently find yourself adapting to others in your
family or partnership, even though you would wish for greater
independence? Do you feel unjustly treated?

9) Do you feel that you are dependent on other people (parents, partner,
children, siblings)? Do you feel in need of help?

10) Is your relationship with other people characterized by “bad vibes,” or
does the air get “so thick you could cut it with a knife”? What “takes your
breath away”? Are certain people “like a breath of fresh air” for you, or
“breathtaking”?

11) Can you “show somebody the door,” or “get some fresh air”?

12) Can you recall wishes, perhaps childhood dreams, consciously or in
your memory, that you have never been able to fulfill? What keeps them
from becoming reality? What would you do and how would you live if you
didn’t have any problems?

13) For you, what is the meaning of life (incentives, goals, motivation, life
plan, the meaning of sickness and death, life after death)?

14) Do you accept your illness as a chance to develop areas that you had not
previously experienced (body/senses, profession/achievement, contact,
fantasy/future)?
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6.

SLIPPED DISK

 

The capacity to show that you can’t take something anymore; the capacity
to handle tensions and conflicts statically and dynamically and to adapt to
the given circumstances; the capacity to prefer to give way rather than to
give in.

 

Definition

 

The spinal column has multiple functions. For this reason, it suffers from
quite diverse ailments, which may be both inflammatory and degenerative:
scoliosis, astriction of movement and even stiffening, injury or disorder of
the medulla, neural pressure pain, etc., may ensue. It is remarkable that
people may be encountered who have severe back problems but no
subjective complaints, as well as patients who complain of severe back pain
even though no pathological alterations of the backbone can be identified.

 

Symptoms

 

At this stage of degeneration, through sensory inputs into the dorsal
intervertebral disc components and the dorsal longitudinal ligaments via N.
recurrens, localized pain in the area of the affected segments, for example
the lumbar region, occurs. Reflectively, through a reflex arc, myogelosis of
the segmental para-spinal musculature ensues. Frequently, such complaints,



heart pain and localized painful muscular myogelosis arise suddenly
following abrupt movements or exposure to cold or wetness. Colloquially,
such lumbar syndromes are called lumbago. There are two degrees of
severity of radicular compression due to discus hernia: protrusion and
prolapse of the nucleus polposus of an intervertebral disk. More or less
pronounced bulges of the intervertebral disk all along the vertebral canal
that are still sheathed by intact fibrous outer ring layers are called
“protrusions” in the strict sense. If the course of degeneration has also
affected the last intact fibrous layer, the latter breaks down; and the
degenerated tissue of the disk wells up out of its preformed ambient. It is at
this point that we can speak of a slipped disk. Through distension of the
dorsal longitudinal ligaments, the corresponding pain symptoms, or
lumbago, ensue.

 

Transcultural approach and epidemiology

 

The incidence of lumbar pain is approximately 11 to 18 percent of the
population. For Germany (the former West Germany), this means about 6.6
to 11 million new cases per year.

 

Lumbar syndrome is second only to acute respiratory ailments among
reasons given for sick notes at work.

 

In Germany (the former West Germany) in 1982, “dorsal pathologies” and
“intervertebral discus pathologies” were, according to the insurance
companies, the most frequent grounds for early retirement among men, and
the second most frequent for women. Similar figures were reported for the
U.S.

 



Review of the literature

 

In both English and German speaking countries, there are a great number of
publications on “psychogenic backache” (Holmes and Wolf, 1952), “low
back pain” (Leavitt, 1982; Paul, 1950; and Saul, 1941), the psychosomatics
of “pain in the small of the back” and “muscular and skeletal complaints”
(Cremerius, 1955; and Schellack, 1955) and “spinal pain” (Pongratz, 1980).
Common to all this research is that (almost) all studied only patients with
chronic lumbar pain but no physical findings. The reader was assured that
only “functional” lumbar complaints were “psychogenic.” Nevertheless,
there was no research regarding the degree to which psycho-social factors
could also be significant in degenerative afflictions of the spinal column.
One of the main advocates of a gestalt-symbolic approach is Weintraub
(1981).

 

H. Peseschkian (1987), in his doctoral dissertation, reported research on 100
patients at the Wiesbaden Orthopedic Clinic with diagnostically insured
slipped disk. Interview and investigatory schedules based on the Wiesbaden
Inventory (WIPPF) were employed as research instruments. The latter
encompassed socio-demographic, orthopedic-neurological and psychosocial
factors.

 

Males predominated, accounting for 70 percent of the sample. Mean age
was 46. No family or hereditary clustering or predisposition could be found
for either slipped disk or other back ailments. Only 4 percent of the patients
were from families with members afflicted by slipped disk. A greater
danger of heavy labor or frequency of patients with strong professional
overburdening of the backbone, which had been hypothesized, could not be
identified. Only 10 percent of the patients could be regarded as engaged in
heavy labor.

 



As for symptom triggers, only 16 percent of the patients had suffered
traumas, while 84 percent were unable to explain their complaint or relate it
to any trauma. It was shown that fully 92 percent of the patients had
experienced depressing life events, in the sense of actual conflicts; among
all patients, such life events were to be found prior to the onset, or before a
new upsurge, of the complaint. Sixty-five percent of the patients reported a
death. Further psycho-social probing found strong one-sidedness in the
patients’ lives. Almost without exception (97 percent), they had a strong
achievement orientation and highly valued their own physical wellbeing.
Interpersonal contact and involvement with religious or weltanschauung-
related questions was in short supply or repressed. Only 12 percent
admitted being concerned with such questions and topics.

 

Verbal illustrations and popular sayings

 

To break your back; to hold your head high, he couldn’t be broken, we each
have our own cross to bear, to be nailed to the cross, to be crestfallen, to be
weighed down by fate, to keep one’s balance, to have broad shoulders, to
duck, to bow and scrape, to stand upright, to be inclined, to be broken,
upright, erect, to go limp, to be pressured, to be downcast, to grovel, to have
a strong backbone.

 

STORY: “TREATMENT IN ROUNDABOUT WAYS”

 

As court physician for the ruler Nuhe-Samani, Avicenna took part in a
celebration at the court. A lady of the court brought out a large fruit bowl.
As she bowed down to hand Avicenna a piece of fruit, she was unable to
straighten up again and screamed with pain. She had been stricken by
lumbago. The ruler looked at Avicenna sternly and ordered him to help her.
Avicenna thought a moment as he panicked inwardly. He had left all his



medicines at home and would have to seek new remedies. With this in mind,
he grabbed into the woman’s blouse. She pulled back horrified then
shrieked because of the pains which were now even worse. The king was
enraged by Avicenna’s impudent behavior. But before he could say
something, Avicenna nimbly grabbed under the lady’s skirt and tried to pull
down her underwear. The girl blushed with embarrassment and defended
herself by jumping out of the way. As if by a miracle, her pains disappeared.
She straightened up easily without any pain. Satisfied, Avicenna rubbed his
hands and said, “Very good. Even she could be helped.”

 

(from Peseschkian, 1979, p. 71)

 

Self help component: The development of slipped disk pain from the
perspective of Positive Psychotherapy

 

a) Grievances and physiology

 

We learn from phylogeny that among other reasons, man became a unique
species due to his upright gate. To make possible an erect posture, human
beings, in contrast to other mammals, underwent a transformation in their
skeletal structure. The backbone or spinal column acquired a “supporting”
role. On the one hand, it had to support a head and to stand fast and rigid;
on the other, it had to be flexible, in order to make possible the movement
of the whole body. This multifarious task given the spinal column does
however, imply a characteristic fragility.

 

b) Actual conflict: Four ways of working out conflict - psychosocial stress
situation



 

If a person is unable, within the four ways of working out conflict, to gain a
“foothold,” losing his balance for one reason or another, the backbone is
particularly vulnerable - which can lead to damage and pain. Then specific
psychological strain and conflict can affect the musculature in the area of
the neck and back. Muscles contract, as do the blood vessels embedded in
the muscles - which leads to changes in the pushing and pulling on the
backbone. Pain is the consequence. When muscular tension is of long
duration, even the bones, to which the tendons are attached, are deformed -
which can result in altered movement and posture. Today, more and more
young people also suffer from back pain, which worsens due to mechanical
demands or convulsion and lessens when those afflicted lie down; neither is
the case with psychogenic back ailments.

 

c) Basic conflict: The four forms of the model dimensions - etiological
conditions

 

In questioning patients with back problems, one time and again runs up
against specific concepts that exist in the family tradition and were handed
down to the children as the rules of the game of life: “That’s just the way
the cookie crumbles” (adaptation, modesty); “Nuts to you” [N.T.: literally,
“He who wants to become a tick humps up sometimes”] (the person
protects himself from possible attack by ducking); or “Pull yourself
together,” “Chin up” (he defends himself against anxiety by stretching
himself out in overcompensation, straightening up and stiffening his
sacroiliac). Actual capacities that are especially valued in the family are
orderliness, thrift, justice, achievement, diligence, obedience and courtesy.
The important thing is to uphold the family’s reputation through “behaving
oneself.”

 

d) Actual and basic concepts: inner conflict dynamics



 

Today I am more and more persuaded that the psyche can play a great role
in back problems. It has long been known that a person who is carrying an
“unbearable burden” and is “under pressure” reacts precisely with the part
of the body that is responsible for carrying the load. Popular expressions
speak of people who are “under pressure” and “riding for a fall,” whom fate
has “weighed down,” as well as those who are “stressed out,” and of
“upright” character, of “posturing” and having a “confident bearing” and
“staying power,” who will not be “brought to their knees.”

 

Practical consequences of this self help component may be found in the
questionnaire at the end of this chapter.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy in back pain

 

Stage 1: Observation and distancing

 

Case: “What does back pain have to do with one’s mother-in-law?”

 

Referred by the chief physician of an orthopedic clinic that was interested
in psychosomatic connections of back ailments, a fifty year old patient,
plagued by pain, entered my psychotherapeutic office:

 

“I have had back surgery and feel pain in the region of the postoperative
scar. It spreads over the pelvis itself and down to the splint bone. I feel



numbness in my toes, since 1986-87 in the big toe of my right foot. I find it
especially difficult to stand up and to sit and lie down, and sometimes get a
cramp in the calf of my right leg. I have problems at work; and there is
another important point, concerning my mother-in-law…”

 

The patient reacted to the positive interpretation, “You are indicating that
there is something you can’t take anymore, but you have to adapt to the
prevailing circumstances,” by nodding his head. Verbal illustrations,
particularly “I can no longer bear this cross,” “I broke my back,” and “You
always have to keep a stiff upper lip,” opened the door to fantasy. The direct
goal of therapeutic conversation was to create a certain distancing from his
illness. For this reason, I told him the story, “Treatment in roundabout
ways,” the surprising conclusion of set him to thinking about a change of
viewpoint.

 

Stage 2: Taking an inventory

 

Events in the past five years:

 

1. February 1980, the death of his father: “My father was my model. He
was a soldier in the war, with honor bred in the bone. I hated him and loved
him, but could never be like he was.”

2. 1981-82: Home building, largely do-it-yourself. Was supported
financially by his parents-in-law, with it being stipulated that if “something
happened” to one of them the other one would have the right to live the rest
of his or her life in the newly built house.

3. April 1984: Sudden death of the father-in-law; the mother-in-law is taken
in. Problems soon develop between mother-in-law, son-in-law and



daughter: “She is a domineering type. She is forever cleaning the stairs. She
locks the doors, even on a peaceful day at high noon. She pits our children
against us. She is always trying to undermine my authority. She spreads lies
in the neighborhood.”

4. November 1984: “My wife shoplifted. Since then, my mother-in-law has
been trying to blackmail us, threatening to tell everybody. From then on we
wouldn’t be able to stay here.”

5. “In February 1985, my son separated from his wife, which brought us all
a lot of grief.”

6. 1986: “My wife got sick, because of high blood pressure. I got really
scared about that!”

7. “Since July 1984, I haven’t been speaking with my mother-in-law. We eat
our noon meal together, but not a word is said. There’s nothing we can do
about the situation. Sometimes I think about getting an early retirement and
going away. Maybe I will do that, if my health improves.”

8. “Since my operation, I have been afraid I might lose my job for missing
many days of work - even though I know I’m practically irreplaceable.
Sometimes I have to handle three or four things at once - which is always a
big flop. There are also problems between administrators and employees on
my shift.”

 

Throughout the summarizing of these events, ever stronger emotional stress
and anxiety about the future ensued. The patient reacted with intense
emotional irritability - through which he was in a way dealing
psychosomatically with his unfulfilled wishes. In terms of the basic
conflict, a strong father-son relationship imposed itself on the patient, in
which there remained a deficit in emotional contents. As the only son, the
patient was supposed to be the spitting image of his father, and would have
liked to have been a “chip off the old block.” In terms of content,
expectations centered around justice, and also achievement, diligence,
orderliness, faithfulness, reliability, punctuality and courtesy. In the domain



of oedipal object orientation, they were experienced as essential
representations of his self-discovery process, decisively modeling, as they
did, his ideal self. Every departure from this image was avenged by the
father through strong sanctions and disregard for his son. For the patient, it
was a question of a postoperative condition after back surgery, with pain
and great deal of suffering, with a tendency to a depressive neural structure.

 

In the foreground were the symptoms described. As actual conflict, there
were the longstanding illness and the problem with the mother-in-law,
which was grounded in an overemphasis on “justice.”

 

Stage 3: Situational encouragement

 

The patient was queried as to how he and his wife had tried to deal with the
afore-mentioned problems to date. Because he was very concerned about
his wife as well, bringing her in provided emotional support for him. It was
the first time the two of them had had a chance to discuss their problems
together. At this stage, Jacobson’s (1938) relaxation training was employed.
In addition, the patient was given anti-depressants.

 

Stage 4: Verbalization

 

In connection with the internalized socialization norms, the exaggerated
ideal self demands from the father-son relationship had to be addressed and
investigated. Suggestions for decodification were developed, which made it
possible for the patient to perceive anew his emotional wishes and repressed
impulses, and to position himself in this regard.

 



As for the positive procedure, the ambivalence regarding
independence/dependence vis-à-vis the father was a focal theme. For the
patient, his death gave him a chance to confront these questions in the light
of topics such as the meaning of life, death, and life after death. It thus
became increasingly possible to call into question his defensive behavior, to
judge from a new point of observation his independence and dependence
attitude and gradually to find a satisfactory way to access his desires for
dependency. In addition, it was necessary to understandingly and clearly
sort out his traumatic relationship with his mother-in-law.

 

In this internal conflict, the patient had previously sought to go beyond his
acquired “courtesy concept,” dulling the sharpness of his life situation by
just “grinning and bearing it” - considering that he rarely could stand up to
his mother-in-law. For him, the attempt at blackmail represented a deep
narcissistic personal offense, which would have to be subjugated while still
inhibiting aggression. In the process, he did not sufficiently differentiate
between those things he would have to put up with - since he could not
change them - and other things he need not bear, because he could change
them. After working through a phase of negation (“Is there really any
possibility of dealing with so many problems?”), the underlying content-
related aspects were taken into account. A strong need for justice took
shape in the patient’s mind, against the backdrop of his way of expressing
himself: at one point, justice was related to his ailment; at another time, to
his job; then to his marriage; and especially to his mother-in-law.

 

Justice was the leitmotiv, around which a large number of experienced
unjust situations were grouped. It seemed as though a “justice program”
was playing out, occasionally escaping from the control of reality. The
Differentiation-Analytic Inventory made it possible to grasp the quite
different perceptions of self and others. In this stage, the actual capacity
justice was worked through with the patient and his wife (see II, Chapter 1).
He was made aware that his professional choice of police work, and his
relationships to his “police counterparts,” his colleagues and his superiors,



as well as to his mother-in-law, were shaped by his exaggerated sense of
justice. For its part, this was connected to his world view.

 

Stage 5: Broadening of goals

 

The couple came regularly and punctually to the scheduled sessions. Both
proved flexible. In the sessions, a favorable doctor-patient relationship
prevailed. After initial resistance, the wife was found to be ready to
collaborate in the family therapy process. The patient was open, insightful
and, because of his suffering, motivated to accept the need for a change.
With the help of his wife, he increasingly played a therapeutic role with
regard to his mother-in-law. He recognized that her problem had been
triggered, among other things, by the loss of her husband, and the isolation
from her milieu. The theme of death was one object of communication:

 

“I yearn to be able to believe in something absolute (a God?). But my
doubts get the best of me. In short, I have no faith… Death is the only
certainty in life. I hope (if I am allowed to hope) that it will be quick and
painless. I wouldn’t want to be a burden on other people, not even my
family. Since the soul has its seat in the brain, and does not, as had been
assumed, hover like a “pinkish red cloud” about the heart, rising after death
from the shroud, it’s hard for me to believe in life after death. Considering
that after death the biochemical reactions in the brain dissolve, it’s likely
that the soul will also be done for. So far, nobody has come back to tell us
what it’s really like.”

 

The two partners were able to deconstruct the narrowing of their field of
vision. They learned not to transfer conflict to other domains of behavior,
but rather to make new goals, perhaps as yet not experienced. After 25
sessions, the treatment was concluded. The painful condition was



subjectively and objectively greatly reduced, and this proved stable in
follow-up assessment one year later. The patient was introduced to
Psychotherapy Week at the spa in Nauheim. The couple’s remarks were
recorded on videotape.
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Appendix: Questionnaire on Slipped Disk

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you feel “bent over by your fate”? Do you consider yourself an
“intact person,” or do you feel your “back is broken”? Do any other verbal
expressions related to your ailment occur to you?

2. Who informed you about your illness? When?

3. Are you familiar with relaxation methods and interval training? Do you
practice them?

4. Do you regularly take your prescribed medicine? Do you know how the
medicines work, what you can expect from them and what side effects are
possible?

5. Are you professionally active? What do diligence and work in your life
mean to you?

6. Do you feel concerned about your broad professional future? What about
income, dismissal, retraining? What does it signify for your life if you are
no longer professionally active?

7. Do you pull back, breaking off or reducing contact?



8. Are others occasionally financially or physically burdened by your
illness? How do you deal with the feelings involved?

9. Do you often talk to your loved ones about your feelings, fears and
hopes?

10. Are there “sore points,” such as orderliness, cleanliness, punctuality,
diligence, obedience, thrift or reliability, etc., where you often relent or
“have a broad back”? Do you feel “nailed to the cross”, or do you “hold
your head high,” trying to “defend your position”?

11. In the past five years, have you experienced separation, through divorce,
moving or death?

12. How has your ailment influenced your attitude toward your own future,
and your prospects for the future? Do you nourish the hope of recovery?

13. For you, what is the meaning of life (incentives, goals, motivation, life
plan, the meaning of illness and death, life after death)?

14. Can you also accept your complaints as a chance to develop previously
underdeveloped domains (body/senses, profession/achievement, contact,
fantasy/future)?
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7.

BLOOD DISORDERS

 

The capacity to express ailments, conflicts and “insatiable needs” in one’s
own “flesh and blood”

 

Definition

 

Anemia is understood as a pathological reduction of the red blood cell
count (erthrocytes) or a diminishing of the hemoglobin. As a consequence
of a disorder of the blood building organs (bone marrow, spleen and lymph
nodes), the number of white corpuscles (leukocytes) is abnormally raised,
and one speaks of leukemia. In hemophilia, there is a reduced or sporadic
capacity for coagulation of the blood. If a clot in a blood vessel has formed
of coagulated blood, one speaks of thrombosis. Sepsis, or blood poisoning,
refers to a serious infectious disorder arising due to the sudden penetration
of pathogenic agents in the circulatory system.

 

Symptoms

 

In anemia, the patient feels weary, weak and dizzy. The skin and mucous
membranes are pale. He is short of breath, and frequently suffers from
headache. Susceptibility to infection is increased. Typical symptoms of
leukemia include general weakness and weariness, loss of appetite and
weight, pallidness, a tendency to bleed, susceptibility to infection, and



occasionally fever. In the course of the disease, anemia often ensues;
because as the white corpuscles are produced in excess, the production of
red blood cells recedes. Hemophiliacs often suffer from alterations of the
joints; because with contusion or sprain, for example, a large amount of
blood enters the joints and stays there. With thrombosis, varicose veins in
the legs and pelvis are common. Severe pain afflicts the affected vein, with
noticeable hardening of the veins. If sepsis results from a wound, a red vein
heading toward the heart indicates that the pathogenic purulence has
entered the blood stream. Simultaneously, the responsible lymphatic glands
swell up. High fever, chills, vomiting and diarrhea ensue. The pulse
accelerates (up to 140 beats per minute).

 

Transcultural approach and epidemiology

 

Pernicious anemia mainly strikes people of around thirty years of age. In
Japan and the tropical and subtropical regions, this form of anemia is
practically unknown. Every year, 40 to 50 people (of whom 650 are
children) out of a million come down with leukemia in Germany (the
former West Germany). Today, over 75 percent can be cured. According to
Venzmer (1965), the incidence rose to 1460 per million after the atom
bombs were dropped. Hemophilia afflicts almost exclusively men. In major
surgery, about 33 percent of patients over 40 suffer from thrombosis in the
deep veins of the leg.

 

Review of the literature

 

Lewis and Lewis (1975) have described psychogenic hemorrhaging. It has
been associated with avoidance of the impulse to hit somebody, for example
with the back of the hand, and was accompanied by painful swelling. The
authors also point out the phenomenon of religious stigmatization.



 

With his leukemia patients, Greene (1975) found shocking experiences such
as the death of one’s (marital) partner or one of one’s parents, or loss or
switching of jobs, in the forefront of the access of illness. Not infrequently,
the emotional shock had occurred years before and seemed to have been
resolved. To date, classical psychosomatics has practically not concerned
itself with blood disease.

 

Verbal illustrations and popular sayings

 

Blood curdling; to sweat blood; to torment somebody mercilessly [lit.: to
irritate even the blood]; bad blood; in flesh and blood; that just boils my
blood.

 

“Do you have any problems?” “No.” “Do you have any problems with your
husband?” “Never. But sometimes I feel like killing him!”

 

STORY: “THE MIRACLE OF THE RUBY”

See III, Chapter 11.

 

Self help component: The development of blood diseases from the
perspective of Positive Psychotherapy

 

The influence of the nervous system on the blood is multifarious. The
sympathetic nervous system stimulates not only rising blood pressure and



changes in the distribution of blood, but also changes the blood itself.
Under stress, the sugar and fat content in the blood is substantially
increased; hormones (e.g. adrenalin) are strengthened; the blood’s capacity
to coagulate increases, as does its preparedness for defense (i.e. the
temperature rises (“That makes my blood boil”); the white blood cell count
increases and magnesium decreases, etc. Vagotonia has the opposite
influence. When there is the substantially increased coagulation, shock
provokes dissipation of the coagulation factors - which, as a final
consequence, can again lead to renewed hemorrhaging. Given the mental
stress which is prevalent today, such reactions tend to be harmful - because
through them the danger increases of internal clotting increases. All kinds
of stress manifest themselves in that organ which is particularly sensitive
and reaction prone for the person afflicted and, under certain conditions, has
also been weakened; this organ or component can, as we have seen above,
be the blood, which responds to psychophysical pressure or strain. Why
precisely this way of working out conflicts is “chosen” depends largely on
childhood learning experience. Among parents of those suffering from a
blood disease, we often find concepts such as “It’s all so meaningless, of
course” and “You have to take what you get.” There were reactions to
conflict, through activating fantasy, but mostly in a negative direction. For
his part, a person brought up in that manner reacts with deep insecurity.
Faced with psychological strain and conflicts, he “chooses” the blood, the
symbol of life, as the organ of expression. Through it, he is able to express
his situation is an extremely vivid and dramatic manner. Those afflicted are
often people of highly intuitive sensitivity. For them, the meaning of life
can be called into question when failure, injustice or material loss is
experienced. In this regard, we inquire: Toward which domain of the actual
capacities is meaning directed? Toward punctuality, orderliness,
faithfulness, achievement, thrift, hope, faith, religion/weltanschauung, sex,
sexuality, love?

 

Practical consequences of this self help component may be found in the
questionnaire at the end of the Chapter.

 



Therapeutic component: The five stage procedure of Positive
Psychotherapy and blood disease

 

Case: “The body as a weapon”

 

“Because you have no time for me, because you were unfaithful and have
treated the children unjustly, I say no with my body (38 year old woman
with abdominal bleeding and anemia).”

 

The principle of justice weighs one act against another. It is a basic
principle of childrearing, in which individual actual capacities and acts are
in the foreground. However, by itself justice is impersonal, blind to the
uniqueness of each human being. The patient reacted to the conflict, which
she experienced as unjust, through activating fantasy. She fantasized
conflict resolution, imagined a desired success and told her partner (who
she was mad at) no, through her abdominal bleeding. Key to the treatment
were the four ways of working out conflict - principally fantasy/future. The
demands of the patient’s ideal self were called into question because of the
one-sided stress placed on the actual capacity justice (see II, Chapter 1);
courtesy (see II, Chapter 26), honesty/candor (see II, Chapter 5) and doubt
were also emphasized. Treatment occurred in 20 sessions of couple therapy,
within the framework of the five stage model; the actual capacities doubt
and certitude, behind the aggressive images, played an important role.

 

The actual capacity “doubt”

 

Definition and development: the ability to question a belief, to find
differences and to weigh contents against one another. The function of



doubt, which is tied to particular actual capacities more than to the
personality as a whole, is learned in interaction with reference persons.

 

How one asks about it: What is your doubt directed toward? Do you doubt
your own capacities? Do you sometimes have the feeling you don’t have the
right wife (or husband)? Do you have the impression that you chose the
wrong profession? Would you rather have been born at another time, in
another milieu and society? Has it occurred to you to doubt your religion
and weltanschauung? Which of your parents was usually more in doubt?

 

Synonyms and disturbances: inner conflict, vacillation, hesitation,
irresolution, at war with oneself, neither yea nor nay, seeking an answer.
Insecurity, anxiety, ambivalence, mood swings, impulsiveness, impatience,
uncertainty, indecisiveness, perplexity, self worth problems, negativism.

 

Behavior regulation: Doubt should not be judged purely as weakness, but
rather as an essential function of timely control of reality. Does one doubt
oneself, one’s partner, the world or individual attributes which we claim to
be no longer bearable?

 

The actual capacity “certitude”

 

Definition and development: the capacity, in a condition of doubt, to make
decisions that no longer provoke guilt feelings. A person is in a position to
clearly say yes or no, and to identify with this decision. Furthermore,
certitude implies a quality or intensity of belief. Children, too, face
situations of doubt. When they cry for food, they don’t know whether
anybody will come to feed them. When the mother always comes, they



develop a sense of certitude: “Even if my needs are not immediately met,
they will be satisfied soon.”

 

How does one ask about it: When faced with a decision, do you (does your
partner) have the feeling that what you do is right? How sure do you feel
when you have to make a decision (whether at work or in your private life)?
Which of your parents was quicker to transmit a feeling of sureness,
serenity and certitude? How did your parents behave when they had to
decide independently?

 

Synonyms and disturbances: sureness, fixed convictions, without a doubt,
absolute, definitive, conclusive, irrefutable, of course, in all events,
steadfastness. Rigidity, dogmatism, fixation, fanaticism, defensiveness,
ambivalence, guilt feelings, uncertainty, anxieties, mistrust, hopelessness,
overburdening.

 

Behavior regulation: The controller of certainty, namely doubt, is a human
capacity of reality testing. In relation to which content do you experience
certainty: loyalty, honesty, justice, religious or philosophy of life issues? To
confront one’s won certainties with those of others with regard to: contact
communication, recognizing and solving conflicts, mutual understanding
and respect, and the relativity of values.
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Appendix: Questionnaire on Blood Disorders

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you sometimes allow yourself to be tormented mercilessly [lit.: to be
irritated even in your blood]? Does your blood “boil,” or “curdle”? Can you
think of any other expressions to describe your ailment? What does this folk
wisdom say to you?

2. Who told you about your ailment?

3. What does the fact mean to you that in the presence of continuing
stimulation, the percentage of contaminants in the blood resulting from
kidney malfunction increases?

4. Which “details” (actual capacities as microtraumas) torment you
mercilessly in your profession or at work?

5. Are your profession and work of great importance to you and your
(marriage) partner?

6. Are you satisfied with your profession?

7. Do you and/or your partner think about your professional future?

8. Do professional problems influence your partnership?



9. Do your partnership and family problems influence your work?

10. Would you call yourself “warm blooded” or “cold blooded”? “High
spirited”?

11. What is your opinion about ideas like “It’s all so meaningless,” “You
take what you get,” and “So what?”

12. Basically, are you more optimistic or pessimistic? When faced with
problems, are you more likely to fantasize attempted solutions, desired
goals and hopes, or anxiety, doubt and meaninglessness?

13. What do the following questions mean to your health, your job, your
partnership and family relationships and your concept of life? “Who am I?”
“Where do I come from?” “Where am I going?”
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8.

COLITIS ULCERATIVE AND CROHN’S DISEASE

 

The capacity to react at a gut level to strain and conflict and to rid oneself
of them as one rids oneself of food

 

Definition

 

Ulcerative colitis is an acute or incipient inflammation of the large intestine,
which also affects the rectum, and sometimes also the small intestine. The
ailment runs a chronic-recidivistic course. In the medical literature, its
etiology is reported to be unknown or unexplained. Certain authors, such as
Singer, et al. (1971), Shorter, et al. (1972), and Petzold and Reindell (1980)
postulate genetic factors and other infectious, allergic, auto-immunological,
nutritional and psychosomatic factors as causal.

 

Crohn’s disease (also known as Enteritis regionalis Crohn, Ileitis terminalis
or Ileitis regionalis Crohn) is a chronic intestinal inflammation. It can afflict
the entire gastrointestinal tract, but mainly affects the lower area of the
small intestine. For the most part, the colon is afflicted segment by segment.
In the course of the disease, inflammatory alterations of the wall of the
intestine ensue, typically with buildup of abscesses and fistula.

 

Symptoms



 

The guiding symptom of ulcerative colitis is pus-filled bleeding ulcers,
which can occur up to thirty times a day, sometimes consisting only of
blood. Side effects include outbreaks of fever, nausea, vomiting, stomach
aches, abdominal and joint pains, general weakness and weight loss. With
frequent diarrhea, major loss of water and blood ensue. The illness often
begins in youth or early adulthood. After a few weeks, it can stagnate,
mostly for a transitory period, only to break out again after a few months or
years.

 

At the onset, Crohn’s disease is usually acute, with spasmodic pains located
in the right underbelly. Besides intermittent pain, chronic, usually bloodless,
diarrhea is typical, accompanied by fever, weight loss, loss of appetite and a
general feeling of weakness. Crohn’s disease tends to be chronic-
recidivistic, with complications; so most patients must be operated on,
especially because of pathological narrowing of the intestine, as well as
fistula.

 

Transcultural approach and epidemiology

 

According to Weiner, et al. (1957), ulcerative colitis disease occurs all over
the world, but its incidence seems to be increasing in the U.S.A. and in
northwest Europe.

 

Ulcerative colitis afflicts rural people less frequently than city dwellers.

 

The disease manifests itself most frequently in the third and fourth decades
of life. Men and women seem to be equally frequently afflicted.



 

Findings of recent research by Thayer and Spiro (1963) and Farmer, et al.
(1980) speak of family clustering of ulcerative colitis.

 

Comparing the frequency of the two ailments, ulcerative colitis is two to
five times as common as Crohn’s disease.

 

The spread of Ileitis terminalis is worldwide, especially in northwest
Europe and the U.S.A. (where the nonwhite population is, however, less
afflicted).

 

Review of the literature

 

Grace, et al. (1952) found evidence that the large intestine reacts
differentially to emotional stress situations. Depressive disgruntlement led
to hypo functioning of the colon, but fear of aggressive manifestations to
hyper functioning.

 

In colon disease, typical personality traits are found prior to the onset of
illness, which seem to prepare the ground for the subsequent onset of the
affliction - as Engel (1958) discovered, based on a comprehensive
international case review. Most other authors stress anal traits such as
precision, orderliness, punctuality and a sense of duty. Fain (1951) and
Jores (1981) speak of emotional illiteracy among colitis patients: they are
unable to perceive and verbalize emotions and conflicts. According to
Uexküll (1986), research by Wirsching and Stierlin (1982) and Wirsching
(1984) has shown that cohesion is particularly stressed by families that have



one or more members with Crohn’s disease or ulcerative colitis. However,
the family is quite isolated from its environment.

 

Verbal illustrations and popular sayings

 

To soil one’s pants; to be shit-scared; to have the wind up; to get a dressing-
down; to shit on something; to get something over with; to let something
slide; Montezuma’s revenge (the shytes); better an empty gut than a tired
arm.

 

STORY: “THE WHITE ELEPHANT”

 

A Near Eastern king gave his caliph a white elephant. The caliph was
overjoyed at this wonderful gift, and looked him over every day. One day he
thought how great it would be if the elephant were to learn to speak, so he
could converse with him as well. He called all the court viziers together and
asked them, “Which of you can teach an elephant to speak?” The viziers
looked at each other and shook their heads one after another, whispering to
each other that it was unheard of that an elephant could learn to speak.
Nevertheless, one young vizier presented himself before the caliph and said,
“I will teach the elephant to speak. Give me two years to do it.” The caliph
was very pleased with his response and rewarded him richly. But the others
asked him, “How can you do such a dumb thing? Everybody knows that
elephants can’t learn to speak!” “Yes, that is true,” responded the young
vizier, “but why shouldn’t I humor the caliph? I asked for two years; who
knows what may happen in that period of time! The elephant may die.
Death may pull the rug out from under the life of our exalted caliph and
carry it away, and the same may happen to me.”

 



Self help component: The development of ulcerative colitis and Crohn’s
disease from the perspective of Positive Psychotherapy

 

The intestine is quite sensitive to emotions. In a state of psycho-physical
relaxation, the intestine looks rather colorless, i.e. very little supplied with
blood; it doesn’t move much, and secretion of digestive enzymes is very
limited. With psychological tension, the blood supply abruptly increases, as
do motility and secretion. The increased motility has the effect of promoting
evacuation, leading, in extreme cases, to diarrhea.

 

Sufferers of Crohn’s disease mainly express their conflicts in the domain of
the body/senses. In this way, they seek to evade the conflict-laden domain
of contact. We often run across nervous, impatient, oversensitive and
irritable people whose ability to relax and enjoy has been blocked. In the
domain of reason/achievement, they tend to manifest compulsive, strongly
self-controlled behavior. Their professional achievements are strongly tied
to their feelings in the domain of contact. They seek only a few close
relationships, out of a desire for nearness, recognition and security; on the
other hand, they would like to be independent, because getting close seems
threatening to them. The fantasy domain is mainly ruled by social
expectations and anxieties. Attitudes toward the process of digestion and
defecation are decisively molded in early childhood. Through toilet
training, the child learns to control his bowel movements, i.e. to hold it back
and only release it at a certain point of time.

 

In psychotherapeutic interaction with ulcerative colitis patients, one
repeatedly encounters an extreme stress on the secondary actual capacities,
with limited or deficient development of the primary capacities. In the
families of people with colitis, great emphasis is usually given to
orderliness, cleanliness, punctuality, obedience, diligence, achievement,
reliability, justice and courtesy. Again and again, one runs across concepts
such as “orderliness is half of life,” “punctuality is the courtesy of kings,”



“no pain, no gain,” etc. Outside contacts, broadening of horizons and
changing places are mostly rejected, in accordance with the proverb,
“There’s no place like home.” Through an ambivalent relationship with
their parents, especially the mother - which played out conflictually in the
dimension of attachment/breakaway, primary capacities such as trust, faith,
hope, contact and sexuality are insufficiently developed; however, as they
are innate to all human beings, they are capable of being built up.

 

The association of possessions, or money, with excrement is also found in
everyday language. One says “Money doesn’t stink.” There is a gold
donkey that “shits ducats.” And one speaks of a “fusspot” to refer to a
fussy, niggardly person. But equally common are the association of
excrement with provocation of an authority figure (“shit on the boss”) and
anxiety (“scared shitless”). Infrequently expressed aggression, conveyed,
like excrement, “behind one’s back,” may be perceived in all these ways of
speaking.

 

In a psychological interpretation, the diarrhea associated with Crohn’s
disease implies that with such persons interaction with time is often
problematical. My own clinical observations support this hypothesis. We
often encounter people who, like their digestive system, don’t take enough
time to break down, differentiate and calmly absorb. Instead, they are
always in a hurry to conclude something: “Time is money.” Furthermore, to
digest also signifies the capacity to discharge substances not used by the
body. Seen from this angle, the frequent bowel movements and diarrhea in
Crohn’s disease can be seen as a symbolic attempt to free oneself of
something that seems to have no value, represents a danger and provokes
anxiety (precisely that which is “indigestible”).

 

Practical consequences of this self help component may be found in the
questionnaire at the end of this chapter.



 

Therapeutic component: The five stage procedure of Positive
Psychotherapy in ulcerative colitis and Crohn’s disease

 

Case: “I don’t know how I’m supposed to leave all that behind me!”

 

A 24 year old student, who seemed depressed and full of anxiety, was
referred to my practice by an internist. Faint and faltering, he reported the
following, among other things:

 

“The intestinal ailment, Crohn’s disease, first appeared in April 1988. I had
already noticed certain side effects, such as inflamed joints, half a year
earlier. In April 1988, it started in connection with a very important exam at
school. I had strong intestinal pains, fever and diarrhea, and lost more than
ten kilograms. I didn’t go to a doctor, because I attributed the illness to test
anxiety; I just took some medicine I got at the drugstore. Three months
later, while on vacation in America, I got sick again. The symptoms were
identical, but they were so severe that I had to cut my vacation short and
spend four weeks in the hospital in Germany, before they could do a proper
diagnosis. Three months later, the illness started up again, in a weaker form,
in connection with an exam. Four weeks ago I got sick again, but I can’t
imagine why…

 

“When I was twelve, my parents got a divorce - which really got me down.
But I was also really happy, because it was much more peaceful without my
father. I had big problems with my sister. She was always given preference.
Even today our relationship hasn’t got any better. I wouldn’t give her a red
penny if it came to that! … I don’t know how to work through all that and
leave it behind me…”



 

In order to win the patient over to psychotherapy, I seized on his words to
the effect that he didn’t know how to leave all that behind him. Considering
that everything was drab and dismal to him, I told him the story, “The white
elephant.” Afterwards, his prospects for the future were addressed. It
became clear to him that everything takes time, but the Near Eastern
proverb applies: “Every dark night has a bright ending!” This way of
speaking strongly touched the patient, recognizing, as he did, how he could
better deal with “surprises.” The problems were worked out within the
framework of a five stage therapy. At issue were test anxiety, problems with
his sister, feelings of meaninglessness and breakaway at home. The
negative representations of self and objects revolved, in terms of contents,
around the actual capacities justice (see II, Chapter 1), vis-à-vis his sister,
and courtesy (see II, Chapter 14) - which were intensively worked through.
After 25 sessions, the treatment was concluded. It had given the patient a
possibility to see his problems in a broader context, thus successfully
relativizing them.
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Appendix: Questionnaire on Colitis Ulcerative and Crohn’s Disease

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you sometimes get so scared you “shit in your pants”? Do you let
things “run their course”? Can you think of any other expressions? What
does this folk wisdom say to you?

2. Who told you about your ailment?

3. Do you regularly take the prescribed medication? Do you know how the
medicine works, what you can expect from it and what are the possible side
effects?

4. Do you eat in such a way that the food replenishes the intestinal ecology,
sustains the intestinal flora and stimulates the immune reaction of the
intestine?

5. Do you take your time about chewing? For you, is meal time an
opportunity for contact?

6. In contact with colleagues, coworkers and superiors, to you take the time
to listen, calmly absorb what they have to say and “digest” it before
“analyzing” it?

7. Are there colleagues whom you can’t “stomach”?



8. Are professional problems “hard for you to digest”? Are they like “a
stone in your belly”? What is the nature of these problems? What actual
capacities (microtraumas) are they related to?

9. What influence does your ailment have on your partner, his or her family
and other interpersonal contacts? What influence do your partner and your
family have on your illness?

10. Are you satisfied with your partner relationship?

11. Do you often “go sour” on your partnership (sour stomach)?

12. Do you feel exploited?

13. Do you avoid arguments out of fear of the possible disadvantages on the
way (courtesy) or do you try, in a suitable manner, to say what you mean?

14. In the past five years, have you experienced separation, through divorce,
moving or death? Do you feel anxiety about losing other reference persons?

15. For you, what is the meaning of life (incentives, goals, motivation, life
plan, the meaning of illness and death, life after death)?

16. Can you also accept your complaints as a chance to develop previously
underdeveloped domains (body/senses, profession/achievement, contact,
fantasy/future)?

17. Which of these questions or topics has particularly addressed your
concerns?
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9.

DIABETES MELLITUS

 

The capacity to provide one’s own needed warmth

 

Definition

 

Diabetes mellitus is a metabolic illness based on insulin deficiency. The ailment is characterized by an increased
concentration of sugar in the blood and the occurrence of sugar in the urine. As a pathological mechanism of
diabetic disturbances of the metabolism, in insulin-dependent type I diabetes (IDDM), reduction of pancreatic B
cells stands out.

 

Etiologically, nowadays mostly genetic factors (Balint, 1970), viral infections (Berger, et al., 1984) and auto-
immune mechanisms (Bleuler, 1954) are discussed. Brogesn and Lenmark (1982) were able to show that stability
or instability in the course of juvenile diabetes is essentially determined by psychosocial factors.

 

Symptoms

 

In less severe cases or at the beginning of the affliction, diabetes can remain practically asymptomatic; it is
sometimes treated only when another ailment is discovered. In addition to elevated blood sugar levels and sugar in
the urine, the following symptoms are to be found: thirst, excessive dieresis, weight loss in spite of increased food
consumption, a tendency to skin disease (eczema, itching and furunculosis), frequent poor healing of wounds, and
disturbances of potency and menstruation. In the further course of the illness, chronic infections of the urinary tract
and peripheral circulatory disturbances may ensue, as a consequence of prior arteriosclerotic blood vessel
alterations. Coma, a sudden metabolic breakdown with loss of consciousness, is one of the first complications.

 

Transcultural approach and epidemiology

 

In the past 25 years, the number of diabetics has doubled.

 

Prevalence increases with age; almost 10 percent of people aged 70 or over are diabetic.

 

Women are more frequent victims than men.

 



Juvenile diabetes mellitus, which afflicts about 10-15 percent of all diabetics, mostly occurs before the third
decade of life.

 

The substantially more frequent adult-onset diabetes, in which hereditary factors seem to play a greater role,
mostly begins only after 40. It is closely tied to adiposity. Approximately 80-90 percent of these patients are
overweight.

 

Strikingly frequent cases of diabetes are found among American soldiers overseas. They have been traced to the
specific pathogenetic significance of feelings of sadness and loneliness. These soldiers were rarely subjected to
battle fatigue.

 

According to the research to date, diabetes mellitus is most frequent in Finland. In the past 30 years, the number of
patients has doubled there, mostly due to environmental factors. Children with diabetes mellitus suffer not only
from bodily impairments; they also often suffer from psychological and social problems. Akerblom (1989), who is
at the children’s hospital at the Finnish University of Helsinki, estimates that environmental influences are
implicated in about 60 percent of new cases of diabetes.

 

Review of the literature

 

Our findings in relation to the significance of life events coincide with those of the other research. Hinkle and Wolf
(1952) had already showed, through detailed case studies, that in the life histories of diabetics, reactions to daily
life events confirm that they play an important role in the inception and course of the disease, as well as the
complications arising out of it. In the meanwhile, the connections between emotional arousal and endocrinal
reactions, first discovered by Cannon (1953), were further studied within the field of stress research. The
hypothesis that they could be significant in the etiology and pathogenesis of diabetes mellitus goes back to Dunbar,
et al. (1936). Cannon (1929) and Cobb (1974) found a great number of studies showing that emotional stress, fear
and anxiety, threats to security and persistent conflicts in the interpersonal domain lead, via sympatheticotonic
stimulation, to increased effusion of catecholamines and, consequently, to increased blood sugar levels and sugar
in the urine. In a psychoanalytic conception, as Alexander (1971) points out, it is to be seen as a key
psychodynamic factor, “an acquisition of food in connection with an existing basic conflict,” which finds
expression in aggressive oral incorporative drives. Exaggerated infantile needs to be cared for and fed, at the root
of which may be an inherited physiological insufficiency, cannot be satisfied by one’s environment. Above and
beyond the symptomatic aspect, the patient is unconsciously seeking satisfaction of his desires.

 

Verbal illustrations and popular sayings

 

To have a sweet tooth, to hunger for love, to love sweets, a sweet consolation, a queasy feeling about love, diabetes
verus, if you don’t love you go sour, whoever can’t enjoy becomes unenjoyable.

 

STORY: “THE GOLDEN TENT SPIKES”

 



A dervish, whose joy was self-denial and whose hope was paradise, once met a prince, whose wealth exceeded
everything the dervish had ever seen. The nobleman’s tent, pitched outside the city for recreation, was made of
precious fabrics; and even the spikes that held it up were of solid gold. The dervish, who was used to preaching
asceticism, attacked the prince with a flood of words about the futility of earthly wealth, the vanity of the golden
tent spikes and the fruitlessness of human endeavor. How eternal and majestic, on the other hand, were the holy
places. Resignation, he said, was the greatest happiness. The prince listened seriously with great thought. He took
the dervish’s hand and said, “For me, your words are like the fire of the midday son and the clarity of the evening
breeze. Friend, come with me, accompany me on the way to the holy places.” Without looking back, without taking
money or a servant, the prince set out on the way. Astonished, the dervish hurried along behind him: “Lord,” he
cried, “tell me, are you really serious about making a pilgrimage to the holy places? If you are, wait for me so I
can go get my pilgrim’s cloak.” Smiling kindly, the prince answered, “I left behind my wealth, my horses, my gold,
my tent, my servants, and everything I owned. Do you have to go back just because of your cloak?” “Lord,”
replied the dervish with surprise, “please explain to me - how you could leave behind all your treasures and even
go without your princely cloak?” The prince spoke slowly but with a steady voice: “We sank the golden tent spikes
into the earth, but not into our heart.”

 

(from Peseschkian, 1982, p. 146)”

 

Self help component: The development of diabetes mellitus from the perspective of Positive Psychotherapy

 

a) Complaints and physiology

 

There is glucose in the blood of every healthy human being, but no more than 1.1 gram of sugar in 1 liter of blood.
The normal percentage blood sugar level is approximately 70-120 mg/dL. When it is over 120 mg/dL, we have
diabetes mellitus. Only when glucose exceeds 180 mg/dL are the person’s kidneys unable to return this amount of
sugar to the body, and it is expelled via the urine. When the pancreas does not produce enough insulin, there is an
increased concentration of sugar in the blood, and finally also in the urine. Insulin secretion is also guided by the
parasympathetic nervous system and hormonal stimuli. Adrenalin and noradrenalin inhibit insulin secretion, while
glucagon secretion increases. Through this vegetative-hormonal reaction cycle, the entire human organism is
brought to peak condition, ready for both fight and flight. Blood sugar levels rise. The importance of this
phenomenon may well be that with higher blood sugar, the increased energy needs for possible battle or flight are
provided for.

 

b) Actual conflict: the four ways of working out conflict - psychosocial stress situation

 

Body: Diabetes patients still their chronic “hunger for love” in a tried and true manner, by eating - especially
sweets. Through the significant limitations imposed by diabetes, anxiety and a feeling of helplessness often ensue.
Some patients react to the loss of autonomy with resignation and indifference. Others repress or simply deny their
illness. Some protest by excessive eating and drinking of alcoholic beverages.

 

Profession/achievement: In the domain of reason/achievement, diabetics stand out for their discipline and
precision. However, resolution, ambition and striving are mostly lacking.

 



Contact: In the domain of contact, there are often negative experiences. Rarely is the marriage partner able to
correspond to a diabetic spouse’s exaggerated desire for dependency and indulgence. In spite of his or her
disappointment, the diabetic rarely separates from the partner, precisely because of the desire for attachment.

 

Fantasy/future: Finally, addiction can be an attempt to escape from one’s “bitter” routine and, at least in fantasy, in
delusions of omnipotence and grandeur, to become and be that which reality denies one. As patients often feel
discriminated against by fate (“Why me and not the others?”), concluding that their illness is highly unfair, they
not infrequently lose their faith in God. Among diabetics, the actual capacities justice, doubt, reliability,
faithfulness and attachment are especially pronounced. Love, faith, hope and also achievement need some work.

 

c) Basic conflict: The four forms of the model dimensions - early etiological conditions

 

Given the constitutional foundations for diabetes mellitus, the disease develops via particular attitudes and ways of
behavior on the part of the family of origin. Domestic nutritional traditions and concepts, such as “Eating and
drinking hold body and soul together,” “nothing can beat fine food,” etc. strongly influence the significance that a
person later attributes to eating.

 

In childhood, diabetics often feel that they are either left in the lurch or overprotected and pampered by their
parents and other reference persons. Childish wishes for security, warmth, time and patience are only
unsatisfactorily or one-sidedly satisfied. Children learn to compensate for emotional withdrawal by eating - which
the parents sometimes even demand.

 

In the family, there are often unstable relationships, with a great deal of agitation and little peace. The parents lack
the ability to adequately deal with their conflicts. Sibling relationships are often also difficult, in that the healthy
brothers and sisters deny the sick child any special position. To be sure, contact with other people is cultivated -
but here, treats are one-sidedly in the foreground. There is regularly a paucity of concern with other domains in
such families.

 

Fantasy, too, is mainly invested in the bodily domain and in nutrition. The greatly increased hunger and thirst, in
addition to regular insulin injections and observance of dietary regulations, seem to demand all of one’s strength.
Everything revolves around the body and the senses.

 

d) Actual and basic concepts: inner conflict dynamic

 

Let us now try to clarify the psychological situation in which the diabetic finds himself. Children soon learn the
significance of sweets. Candy is given as a reward; sweets mean consolation; finally, sweetness is love. You call a
person “sweet” when you find him handsome and nice. You “sweeten somebody up” to trick him: you do give him
sugar (or love), but not in such a way that he can get to it. If you give him “a carrot and a stick,” he is both
indulged and punished.

 



Practical consequences of this self help component may be found in the questionnaire at the end of this chapter.

 

Therapeutic component: The five stage procedure of Positive Psychotherapy and diabetes mellitus

 

Stage 1: Observation and distancing

 

Case: “A good example of cost containment in health care”

 

Case history and getting started with therapy

 

A 41 year old patient came into my office with insulin dependent type I diabetes mellitus, diabetic poly-neuropathy
and incipient diabetic nephropathy (secondary symptoms: attacks of sweating, vomiting, weight loss, depression,
inner unrest, suicidal thoughts). He seemed very downcast and full of anxiety, and spoke slowly and haltingly.

 

Since 1976, the patient had been alternating between inpatient and outpatient care, but had been in permanent
inpatient care for the 3 ½ years prior to the beginning of psychotherapy. The treatment, based purely on
medication, had failed to produce any stabilization of the indicators of disease. According to the patient’s figures,
treatment to date had cost approximately 3 million marks.

 

The jointly developed positive interpretation that his diabetes was the expression of his capacity to give himself the
warmth that was lacking in his life surprised the patient and quickened his curiosity. In the course of further
conversation, the patient took over the interpretation and accepted the path that had been traced out.

 

Somatic Data at the Start of Psychotherapy

Onset of diabetes: First blood sugar reading: First in-hospital attempt to adjust medication: Mean blood sugar readin



 

Stage 2: Taking an inventory

 

The course of the therapy - The following events played a key role in the development of the symptoms:

 

a) Life events: onset of symptoms in May 1976.

 

1. Professional occurrences: in January 1976, the patient left his job and became self-employed. The new demands
led to emotional overburdening.

2. Partnership problems: developed beginning in July 1976, when the patient’s time was more and more absorbed
by his work and he had less time for his wife. The wife was not professionally active and there were no children.
Subjectively, the wife experienced the lack of time as a dearth of affection.

3. February 1977: Together, the couple built a house, which entailed considerable financial burdens and time
commitments.

4. March 1979: For the first time, the patient learned of his wife’s infidelity - which he experienced as a violation
of trust. For him, trust was the essential element of his marriage.

5. January 1981: The patient’s father, with whom he had an ambivalent relationship, died unexpectedly.

6. April 1982: The alternating out-patient and in-patient attempts to adjust the medication for his diabetes mellitus
led to emotional and temporal overburdening, especially because of the persistence of his compulsive tendencies
regarding achievement and punctuality.

7. 1985: That year, because of his permanent hospital internment, the firm went bankrupt. Debts totaled 2 million
marks. The patient became a pauper.

8. June 1985: The wife sued for divorce while the patient was still in the clinic - which provoked deep feelings of
insecurity and powerlessness in the patient.

 

b) Microtraumas: The above-named cumulative-working factors had a traumatic effect on the patient. Exacerbated
by the professional overburdening, the unstable pathological tendencies, social isolation and fear of the future
provoked an abnormal sadness reaction. The patient reacted with strong emotional irritability; in part, he
processed his wishes psychosomatically. This collection of injurious events (“Chinese water torture”) led to his
individual personality domains being sensitized to conflict. The continual prodding of these sensitive zones (e.g.
achievement, punctuality, trust, faithfulness, reliability, conscientiousness; Figure 1) led to tension attacks, which
developed a momentum of their own. Through these everyday concepts, which generally were continually repeated,
the patient learned to understand his behavior in content terms. In the dynamic interplay of his concepts, the
language of “organization” (Croen and De Loos, 1973) of his illness was decoded.

 



Figure 1: Profile form. Socialization norms as microtraumas. At the beginning of therapy, January 1986 (solid
line) and at the end of therapy (dotted line). From Peseschkian and Deidenbach, 1988.

 

c) Basic conflict: The actual conflict situation and the conceptual value attached to it depend on the patient’s life
history. He comes from a parental home in which there was an emotionally poor parent-child relationship, strongly
oriented toward secondary socialization norms. The father was very domineering and achievement oriented; the
patient experienced his parents’ marriage as broken. Between 9 and 13 years of age, the patient had attempted
suicide - which was pooh-poohed by his parents. At 13 he left home and had to stand on his own two feet.

 

He worked his way up in extremely difficult circumstances, graduated from high school, went to the university and
found a job. Interpersonal contact, attention to his own body and health, as well as questions about the significance
of what he was doing, were neglected or disdained as a waste of time. In this connection, the patient familiarized
himself with the dynamics of his complex socialization process - which also clarified his emotionality.

 

Stage 3: Situational encouragement

 

Course of therapy: based on the inventory that had been compiled, the patient perceived concrete alternatives and
possibilities for greater comprehensivenes in the deficient domains (contact, future) - which were also recognized
as potential needs and incorporated into his behavioral repertoire. In this connection, he learned to apply
Jacobson’s (1938) progressive muscle relaxation, as a passive form of relaxation, and interval training
(Peseschkian, 2000), as an active form. In the process, he showed relatively great suggestibility. He was insightful
and flexible and positive toward psychotherapy, considering that he had become more aware of the significance of
his illness and its connection with his development to date. First, aspects that had contributed to his professional
situation prior to the outbreak of his illness were recognized. The perception that in this way his evolution was not
disqualified was the key to a comprehensive review of his erstwhile pessimistic perspective on the future.

 

Medication: antidepressants such as Saroten, 25 mg, one capsule evenings.

 



Stage 4: Verbalization

 

Course of therapy: Step by step (courtesy/candor), the patient learned to stand up for the wishes he had denied and
to imagine demands that his old achievement concept had previously not allowed. At times, fear of loss and
temporary attempts at retrocession did occur - which made clear to the patient his own inner processes.

 

Among other things, the patient reported the following: “I attribute the difficulties in my marriage mostly to the
fact that professionally I was very much in demand and didn’t have much time for my wife…” At this point, the
patient’s current partner was brought into the therapy. Her participation was characterized by all due reserve, and
she provided good support to the continuing course of therapy until he separated from her after a crisis in
September 1986 (Discussion and Figure 2).

 

Figure 2: Blood sugar values January 1986 - February 1987

 

At the core of Stage 4 was the story, “The Golden Tent Spikes,” and the actual capacity “diligence/achievement.”

 

The actual capacity “diligence/achievement”

 

Definition and development: The capability and readiness to persist for a long time in a mode of behavior which
is, for the most part, arduous and tiring, in order to attain a determined goal. Diligence and achievement are
criteria of social success that are honored through prestige and admiration. In child development, play offers an
initiation to diligence and achievement. At school, serious demands for diligence are made. It entails renunciation



of other, perhaps easier, kinds of drive satisfaction. The more one can experience one’s occupation with a task as
rewarding, the easier it will be to be diligent.

 

How one asks about it: Which of you more highly values diligence and achievement? Do you have, or have you
had, professional problems? Are you dissatisfied with your job or the people you work with? Do you occupy
yourself more with your work or your family? Do you feel well when you occasionally have nothing to do? Are you
satisfied with your children’s scholastic or professional success? How did they choose their professions? Which of
your own parents laid greater weight on diligence and achievement?

 

Symptoms and disturbances: to be active, to engage in, to produce, to be active, to exploit time, to bend over
backwards to do something, you didn’t invent work, not lift a finger. Escape into work, over ambitiousness,
compulsion to achieve, stress, over demanding, civilization weariness, dog eat dog, covetousness, aggressiveness,
anxiety, laziness, escape into loneliness, stomach ailments, sleep disturbances, headaches, alcoholism and drug
dependency.

 

Behavior regulation: A human being needs more than information, in the sense of lifelong education. He also
needs emotional underpinning, in order to become the master of that lifelong education. Learn to distinguish
between schooling and lifelong education. If you get irritated at work, it pays to differentiate: are you actually
upset with your professional activities or with the annoying byproducts (your supervisors’ unfairness, rivalry
among coworkers, etc.)? If “achievement” becomes the bone of contention, it is not necessarily the goal to restrict
achievement, but rather to further other domains, such as contact or the relationship to oneself.

 

At this stage, above and beyond the actual capacity diligence/achievement, we addressed and worked on the
actualized conflicts revolving around the psychosocial norms of thrift, time and faithfulness, which were seen as
key factors in the remediation of the neurotic attribution of meaning.

 

Stage 5: Broadening of goals

 

Course of therapy: The patient, who, at the start of psychotherapy, had been exclusively achievement oriented, and
who had felt constrained to see professional activity as the main source of his feelings of self worth and to perform
with precision and unfailing reliability, had faced illness, divorce and indigence, with continual frustration. At the
outset of psychotherapy, he had written the following, among other things: “The meaning of life - I see none. I
sometimes wish I had never been born. I have often wished for death, but I’m afraid to lie in a coffin. In my
imagination, I see cremation as pretty awful. Like the devil in hell.”

 

Stage 5 prepared the breakaway from psychotherapy. At the same time, it encouraged the patient to plan his future
in such a way as to be able to improve and maintain his health, achievement and partner relationship. The story,
“The Golden Tent Spikes,” was particularly effective for the patient; he felt his life concept had incorporated new
aspects. On the one hand, he resumed his professional activities, building his business up again and, after one year,
obtaining gross revenues equal to the target he had set prior to the onset of his illness. On the other hand, he no
longer felt the need to relate all his feelings of self worth to professional achievement. He expanded his private
contacts. Therapy continued for a quarter of a year. In 1988, he married with a new outlook. In response to the
question about meaning, which, in stage 5, was addressed in connection with the themes of faith, religion and
church, he wrote the following, among other things: “I have been thinking for a long time about the question of the



meaning of life. I don’t have a clear cut answer yet. Ever since the death of my father, I have become aware of
death and its finality. I run up against it again and again in my fear of death. Sometimes, when things are going
really well for me, I could imagine myself dying.”

 

Discussion - epicrisis

 

Corresponding to the changes in the psychological area were alterations in the somatic findings. Already after one
month, the positive interpretation, which the patient accepted, and the accompanying psychotherapy, brought
noticeable relief (February 1986). In the course of 14 months of therapy, there was, for the first time in years, a
noticeable decline in peak readings and, in the closing phase, a clear narrowing of the variance of blood sugar
readings (Figure 2), as well as a significant reduction of insulin units (Figure 3).

 

The patient was increasingly in a position to rise above his illness and once again actively plan his life. He
observed that his blood sugar readings repeatedly changed when he failed to attend to certain domains of the
holistic concept. One example he mentioned was of quantitatively or qualitatively exaggerated involvement in his
work, at the cost of other domains or conflicts that presented themselves, and with which he was unable to make
any headway, for example the separation from his new girlfriend (in September 1986, see Figure 2) - whom he had
considered to be his wife after his divorce.

 

The attitudinal changes are clearly seen in Figure 1.

 

Figure 3: Insulin units per day

 

In the case at hand, it is clear that psychosocial factors plan a decisive role, both in the genesis of the ailment (life
events, microtraumas, basic conflict) and in the course of the illness. These factors firmed up in the medical
interview, with the Differentiation-Analytic Inventory (DAI) (Peseschkian, 2000, p. 60) and the WIPPF
(Peseschkian and Deidenbach, 1988) (see Figure 1).

 

Three years ago, the patient got married. He has rebuilt his business and is free of complaints. At the Bad Nauheim
Psychotherapy Week in 1988, and at different medical associations (Wiesbaden, Frankfurt, Munich and Berlin), he



personally reported on the course of the therapy.
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Appendix: Questionnaire on Diabetes Mellitus

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. In your relationships, are you “out of whack”? Do you have the feeling
that you have to give yourself the “warmth that is lacking in your own
life”? Can you think of any other expressions related to your illness?

2. Who told you about your ailment? When?

3. Are you afraid you might forget yourself for fear of not going along
(courtesy), when - as is common in our society - frustrations are
compensated for by eating and drinking?

4. When you get bored, do you indulge yourself by eating? Do you react to
tension with hunger?

5. Do you regularly take the prescribed medication? Do you know how the
medicine works, what you can expect from it and what are the possible side
effects?

6. Are you satisfied with your profession? At work, are decisiveness,
ambition and aspirations for expansion highly valued?

7. Can you express wishes and demands frankly (candor) and in an
appropriate manner (courtesy)?



8. Do you suffer from feelings of loneliness? Do you “freeze up” when you
are around your partner or other people? Do you interpret your partner’s
lack of time, disorderliness, unpunctuality, discourtesy, etc., as a lack of
affection?

9. Do you show others warmth and love?

10. In your relationships, do you get “a carrot and a stick”? Do you
alternate between being coddled and getting frustrated?

11. Would you like to be “fed” by your partner?

12. Do you accept any personal responsibility for your diabetes?

13. Do you expect that your life style can become more flexible?

14. Do you often have the feeling that your physical and mental
(professional and private) security is threatened?

15. Do you experience your illness as a great injustice (“Why me?”)?

16. What is the meaning of life for you (drive, goals, motivation, life plan,
significance of illness and death, life after death)?

17. Do you accept your illness also as a chance to develop previously not
experienced domains (body/senses, profession/achievement, contact,
fantasy/future)?
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10.

RESPIRATORY ILLNESS AND NASAL CONGESTION

 

The capacity to deal with everyday “trivia” through the upper air passages,
thus obtaining momentary rest; the capacity to show that one is “sick and
tired” of something.

 

Definition

 

A cold is understood to be an acute infection of the upper air passages,
which mainly occurs in the colder seasons of the year. Coldness itself is not,
however, the cause of sickness; it merely facilitates transmission of the
infection.

 

Symptoms

 

Characteristics include runny nose (rhinitis), a catarrh of the nasal mucous
membrane which, among other things, can lead to sinusitis or attack the
middle ear. Rhinitis can also occur without pathogens, for example from
chemical irritation, allergic reactions to certain substances (hay fever) or
nervous impulses.

 

Transcultural aspects and epidemiology



 

Psychosocial factors play a decisive role in the course of the illness and the
healing process. Statistics and sick leave data show the relationship between
psychological influences and the genesis and course of respiratory
infections.

 

Between 25 and 40 percent of the patients in general practice are seeking
treatment for respiratory ailments. Incidence is greatest between the
twentieth and thirtieth years of life. Neurotics suffer from infections of the
upper air passages two to three times as frequently as the population at
large, and their suffering lasts longer.

 

Review of the literature

 

Lewis and Lewis (1975) were among the first authors to point out that a
person’s susceptibility to cold viruses depends on his emotional condition.
According to Studt (1986), personality structure determines the specific
symptoms and the course of a respiratory infection. According to Herrmann
and Heymann (1986), the immune system is directly or indirectly involved
in the genesis of most disease patterns. Frankenhaeuser, et al. (1978) argue
that doing nothing can also result in stress and increased production of
catecholamines and cortisol. Udelmann (1982) argues that coughing, in a
metaphoric sense, aims at the satisfaction of unbearable emotions, tensions
and conflicts that are tied up with anger, aggression or anxiety. To
comprehend its significance, a positive emotional diagnosis is said to be
needed. For Jankovic (1989), the immune system is a “multi-system,” from
which the endocrine and nervous systems may not be separated; thus it
cannot be studied in isolation.

 



Verbal illustrations and popular sayings

 

To be irritated; to stink to high heaven; not let out a peep; to be speechless;
to be thick skinned; to stick your nose into everything. The doctor asks the
patient: “How’s it going?” “Not no good. I had to sneeze three times. What
do you have to say about that?” The doctor: “Gesundheit! (Bless You!)”

 

STORY: “ABOUT THE COURAGE TO RISK A TEST”

 

The king put his court to a test for an important post. Powerful and wise
men stood around him in great numbers. “You wise men,” said the king, “I
have a problem, and I want to see who of you is in a position to solve it.”
He led the men to a huge door, bigger than anyone had ever seen. The king
explained, “Here you see the biggest and heaviest door in my kingdom.
Who among you can open it?” Some of the courtiers just shook their heads.
Others, who were counted among the wise men, looked at the door more
closely, but admitted they couldn’t do it. When the wise men had said this,
the rest of the court agreed that this problem was too hard to solve. Only
one vizier went up to the door. He checked it with his eyes and fingers, tried
many ways to move it, and finally pulled on it with a hefty tug. And the door
opened. It had just been left ajar, not completely shut, and nothing more had
been needed but the willingness to realize it and the courage to act boldly.
The king spoke, “You will get the position at the court, for you don’t rely
just on what you see or hear; you put your own powers into action and risk
a test.” (from Peseschkian, 1982, p. 3).”

 



Figure 1: “About the courage to risk a test”

 

Self help component: The development of colds from the perspective of
Positive Psychotherapy

 

Olfactory stimuli act directly on the limbic system, the brain structure built
upon the brainstem which is responsible for our sensations. Human beings
are able to orient themselves by their sense of smell (“one has a nose for
something,” or “one is able to smell things out”), in order to be able to
protect themselves, because “where there’s smoke, there’s fire.”
Furthermore, stimulation of the olfactory cells through the “good” smell of
food can strengthen salivation. Finally, the nose and larynx also have a
function in communication, that of voice formation. With nasal congestion,
one can hardly smell or taste anything. The patient is hoarse and is



sometimes unable to “let out a single peep.” As an expression of a positive
concept, these patho-physiological occurrences are seen as extremely
meaningful. They should not be resisted, but rather comprehended. If
somebody has a cold, people instinctively pull back from him. Speaking
becomes more difficult, so communication will have to be temporarily
modified (it will have to be “nonverbal” or the person will no longer be
“addressable”). The patient has a good relationship to his own body. In his
family, bodily needs are highly considered. In illness, he found the affection
and warmth he longed for (“Dress warmly!”). In the family tradition,
achievement, in the sense of diligence and conscientiousness, played a
major role; entrepreneurship and accountability were even more highly
valued. The child reacted to what he experienced as parental conflict with
susceptibility to sickness; he “sacrificed” himself in the hope that he might
see the parents reunited. Patients who are not strongly engaged outwardly
(professionally and socially) had been able to observe in their parents that
every cooling off was strongly ritualized: they wanted to be “left in peace,”
not to be spoken to, were in “a rotten mood” and intensively “cultivated”
their colds. It was very important to make a good impression through one’s
appearance. With striking frequency, there was a discrepancy between the
observance of social and religious rules demanded by the parents and their
own example. In my experience, a person with nasal congestion gets “sore”
and would like to distance himself from this unpleasant situation.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy and colds

 

Case: “What do ‘trifles,’ as microtraumas, have to do with colds”?

 

A 34 year old female patient, who seemed very withdrawing, related the
following in the first interview, among other things:

 



“Ever since my son was born, in 1983, I have had frequent colds. Right
after childbirth, coughing and coughing fits, sometimes very strong, both
dry and wet. Chest and throat covered with mucus, then nothing for days.
After two months, went to an ear, nose and throat specialist. Constantly
blowing my nose (at certain times). Before, that wasn’t necessary.
Suspicion of allergy. At college, the pressure of deadlines, at the same time
as heartbreak over my situation with my partner and constant headaches.
Major heart ailments after lots of agitation, before playing tennis at home.
Likewise at the gym. Stopped doing both. Heart specialist: heart adaptation
weakness and angina pectoris (prince’s metal). Two years of medication,
helped only temporarily.”

 

The function of chronic colds, month-long coughing and coronary ailments
was discussed with the patient. Her colds were said to show that her nose
was stuffed full of the “trivia” of everyday life, and that she had taken this
mental tension to heart. Her spontaneous reaction showed how much that
had hit home: “How am I to deal with all this stuff that comes at me? I just
can’t take it anymore…” The story, “About the courage to risk a test”
reflected her passive attitude, but also the chance she now had. In eight
points, the patient enumerated her stress factors: her 1980 divorce, her new
partnership in 1982, the birth of her son, a move, and the death of her father
and stepfather, among others. From the record of her illness, a close
connection between professional overburdening and frustration with her
partnership, on the one hand, and the colds, on the other, became clear. It
was a case of a time bound set of symptoms with depressive-reactive moods
which had developed, rooted in factors with a cumulative effect. She was
informed of the microtraumatic significance of these events and their effects
on the hormonal, immunological and autonomous nervous systems. Thus,
she was made aware that her colds and heart ailments were the locus of
manifestation of her professional, conjugal and future problems. “I had not
visualized my future in such a natural way. For years, with the exception of
a few moments, my life has been one big catastrophe, in terms of
partnership, friendship, everyday harmony and balance. I like my role as
housewife and mother, and it brings me joy when everybody is satisfied,
healthy and happy and I have played some part in that … Except for a few



days in the almost seven years that we have been together, I may say that if
my husband and I could only see eye to eye, I would generally be pretty
satisfied and happy. I try to get my happiness from what I do have (a
healthy and lovely child, a garden…).”

 

At this point, the psychotherapy was supported by relaxation methods and
medication to brighten up the depressive side effects. At the core of the
transfer situation, in terms of content, were the actual capacities faithfulness
(see II, Chapter 35) and time/pressure of time (see II, Chapter 33). These
were addressed within the scope of partner therapy. Among other things,
her husband expressed the following.

 

“Before, I was always healthy. My mother was always sick, and I found that
unpleasant. Recently (since about 1982), I noticed that the climate (e.g.
profuse sweating in the humid summer) and a certain sensitivity to the
weather (headaches, etc.) were taking their toll. For 18 months I have often
felt dizzy, and I’m afraid I’ll lose my balance. For about a month now it has
gotten a little better. Until I was 25 I was pretty laid back. Then I got
married and we had two kids that I have to care for. That marriage was
similar to this one. We got divorced after I went to another firm. The
(apparent) motive was girlfriends, but that wasn’t the real reason; rather, it
was my lack of understanding. I met my current wife and was impressed by
her warmth. She got pregnant. I didn’t like that one bit, because it forced
me to decide. I decided against my former marriage and for my current wife
- at first, half-heartedly, but later with greater clarity. She never understood
that. She thinks I love my first wife, but that’s not true. Actually, I expected
more understanding. With the increase of my own readiness, that of my
wife declined. After the divorce, I married her, even though it was clear we
were already having difficulties. Also, I had hoped that through this
marriage certain difficulties would recede into the background. That didn’t
happen - or if it did, it went hand in hand with a growing indifference…”

 



The two deaths led the patient to discuss this domain - which up until that
point had been taboo for her. After ten two-hour sessions, she was
physically so stabilized that the colds and heart ailments had for the most
part gotten better.
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Appendix: Questionnaire on Respiratory Illness and Nasal Congestion

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Is there anybody you “can’t stand” (the smell of)? Are you “fed up” with
someone or something? Can you think of any other sayings related to your
ailment? What does this folk wisdom say to you?

2. Do you regularly practice sports? Do you know about interval training?

3. Do you regularly take your prescribed medicine? Do you know how the
medication works, what you can expect of it and what the possible side
effects are?

4. Do you feel “stressed out” at work? By what? By which “trivia”
(microtraumas)?

5. Do you feel justified in pulling back in the face of stressful situations
because you are “fed up”?

6. Do you succeed in keeping others away from you by sneezing?

7. Do you avoid contact with people by coughing? Are you an active or
passive smoker?

8. Through your colds, do people instinctively “keep their distance” in a
way that is not possible otherwise?



9. Do your tonsils get so sore that you “can’t swallow any more”?

10. Are you “speechless” or “not available for conversation” when you
have a cold? What does that protect you from? In that manner, whom or
what are you able to avoid (whether consciously or unconsciously)?

11. Do you want to “be left in peace,” but don’t dare say that in so many
words?

12. Through your colds, to you obtain the affection that you otherwise
would not receive? From whom? How?

13. When you are disappointed, do you pull back into your shell (instead of
saying, “disappointment is better than deception!”)?

14. Would you really rather “pull the covers up over your head,” in order
not to hear and see anything more?

15. What are your plans for the coming five days, five weeks, five months?

16. For you, what is the meaning of life (incentives, goals, motivation, life
plan, the meaning of sickness and death, life after death)?

17. Can you accept your illness as a chance to develop previously neglected
domains (body/senses, profession/achievement, contact, fantasy/future)?
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11.

GALL BLADDER AILMENTS AND GALLSTONE BUILDUP

 

The capacity, in the presence of conspicuous outward peacefulness,
indulgence and generosity, to inwardly “spew venom and bile”.

 

Definition

 

One must distinguish among dyskinesia, acute and chronic inflammation of
the gall bladder and bile duct (cholecystitis, cholangitis), and buildup of
stones in the gall bladder.

 

Symptoms

 

Different phases of a pathological development can follow one another,
occur simultaneously or be conditional upon one another. Acute gall
bladder inflammation manifests itself in pain in the upper right abdomen,
nausea, vomiting and fever. The chronic form of the disease is reflected in
heartburn and digestive disorders, especially when fatty foods are
consumed, as well as in pain. When a stone gets stuck in the gall bladder or
bile duct, colic, with very strong cramps and pain in the upper right
abdomen, irradiating out to the right shoulder and the back, along with
nausea and vomiting, can ensue.

 



Transcultural approach and epidemiology

 

Gall bladder disorders and gallstones are found among 15 to 18 percent of
all patients, and seem to be on the increase. The illness afflicts women more
frequently then men. In the orient and Japan, the percentage is only 3.5%.
Among people of color, the illness is rarely observed. It is said to be as yet
unknown on Java.

 

Review of the literature

 

Wittkower (1978) has shown that the emotions influence the secretion of
bile. According to Beck (1979), patients with gall bladder ailments are often
on welfare. Karasu (1979) was one of the first to examine the influence of
psychotherapeutic intervention; Svedlund (1983) followed in his tracks.
Also, Hislop (1980) reported lasting success among sixty patients with
functional abdominal grievances. Wise, et al. (1982) did group and behavior
therapy, as did Johannsen (1984), who added elements of counseling.

 

Verbal illustrations and popular sayings

 

To be pissed off; it galls me; to get him out of my hair; stumbling block;
you can bet your life on it; it’s bugging me; anger begets anger.

 

STORY: “THE MIRACLE OF THE RUBY”

 



In a coffeehouse, a sheikh told how the caliph had forbidden singing. A
dervish heard that, and from sadness his heart of hearts practically
coagulated, and an overwhelming illness took possession of him. An
experienced hakim was called to treat his sickness. He felt his pulse and
investigated him following the rules of his art; but he was unable to
reconcile the ailment with what he had read in his big book of medicine,
even with his long years of experience. The dervish breathed his last, and
the hakim, thirsty for knowledge, cut open the corpse. There he found, in the
precise spot where the dervish had complained of the most pain, a large
clot, as red as a ruby. As the hakim was in financial distress, he sold the
stone. It was passed from hand to hand, until it finally came into the
possession of the caliph, who had it set in a ring. One day, as the caliph was
wearing the ring, he began to sing. At that instant, his garment turned
blood red, without his body having received any wound. With astonishment,
he saw his ruby was seething like hot oil, which was poured over his
garment. Shocked at this miracle, he sought to discover the secret of the
ruby. One by one, he called the previous owners of the stone before him,
until coming to the hakim, who was able to explain the secret.

 

(after Mowlana, a Persian poet)

 

Self help component: The development of gallbladder complaints and
gallstone pain from the perspective of Positive Psychotherapy

 

The functioning of the gallbladder can be actuated or disturbed by chemical
or hormonal stimuli or psychological factors. As these functions are also
directed by the higher brain centers, sickness of this organ can, through
neural channels, be negatively influenced, or even evoked, by psychological
strain and conflicts. It is noteworthy that among patients suffering from
gallbladder ailments, the domain, understanding/achievement is, with great
regularity, excessively stressed. Even so, in the professional area, personal
progress and success is pursued rather less than serving and helping other



people. They see the meaning of life as doing their duty, relinquishing their
own desires in order to be there completely for other people. The
relationship to their own body and senses is deficient. Expansive and
aggressive drives must be suppressed. Anger, annoyance, envy and
disappointments are often not consciously experienced as such. When they
are perceived, however (“it’s not so bad,” “it’s no big deal”), those afflicted
don’t dare externalize them, but rather direct them against themselves -
which helps explain the etiology of the symptoms. Traditionalism is usually
very marked among such people. They respect and incorporate handed
down values, customs and norms. In their families, the motto, “Let man be
noble, helpful and good,” is often adopted. Actual capacities that stand out
in connection with gallbladder and gallstone pain are a compulsive concern
with orderliness and justice. These patients are diligent and achievement
oriented, and run the risk of overexertion due to the limited satisfaction
resulting from their own activities. Conflicts arise mostly in the domain of
candor/courtesy, with exaggerated diffidence and deference of their own
wishes, and inhibition of aggression. They are unaware that the many
“trifles” of everyday life that one finds annoying (orderliness, punctuality,
courtesy, etc.) add up, leading to colic and grievances. The significance of
pain is that it gives those afflicted a chance to distance themselves from
conflicts and re-examine their own viewpoints.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy in gall bladder ailments and gallstone pain

 

Case: “What does biliary colic have to do with infidelity?”

 

“My ailments manifest themselves in biliary colic, vomiting, diarrhea,
insomnia and to some degree, when my husband is home, aggressiveness. I
dream relatively little; at least, I usually don’t know whether or not I have
dreamed. When I do dream, it’s mostly that my husband is flirting or has a
relationship with some other woman.”



 

My hint in the first interview that she had not only the capacity to be
“galled” by her husband, but also to direct her anger inward, to her own
body, got the patient’s attention. The story, “The miracle of the ruby,” which
I told her, functioned as a mediator. She felt able to go from symptom to
conflict and, with regard to what had “really pissed her off,” to relate the
following:

 

“I had my first biliary colic in February 1979. A precursor was a
relationship my husband had with a girl, right after our son was born in
August 1978. The first I heard of it was in February 1979, when it came to a
stop. After that he practically always gave me a break, until there was some
kind of a party, where my husband started up again, flirting with other
women. Then I almost always got biliary colic. It all got pretty bad in
August-September 1981. At that time my husband had a relationship with a
35 year old married woman. I was pregnant; and for that reason, and
because my husband no longer wanted a second child, I got an abortion…”

 

The decisive actual conflict situation was characterized by an accumulative
effect: chronologically, the onset of the symptoms coincided with the death
of her mother, for which the patient unconsciously felt herself to be at fault
- especially because her mother had always warned, “Stop it, or my bile will
overflow.” Her husband’s infidelity, together with her mother’s death and
her leaving the church, unleashed guilt feelings.

 

The patient learned to differentiate between conflict domains (problems
with faithfulness and time) and positive aspects of the partner relationship
(her husband’s diligence, generosity and gregariousness).

 



At stage 4, emphasis was placed on the treatment of the negative self and
object representations, which were tied to the conflict contents courtesy (see
II, Chapter 35), and principally trust/confidence/mistrust.

 

“Just like my father, I distrust all strangers. It takes me a long time to start a
conversation, if the other person doesn’t go first. It does get better once I
get a hold on myself. I rely on people who claim to understand my
situation. If anybody betrays my trust, I react aggressively. My husband
talks to everybody, and tells everything even to people he has never met.”

 

The actual capacity “trust/confidence”

 

Definition and development:

 

trust: the ability to trust in someone and feel secure in his or her presence.

 

Confidence: the ability to rely on people and expect determined
accomplishments and qualities.

 

Confidence first appears within the sphere of the primary capacities and the
capacity to love, encompassing the whole person, and sometimes the whole
world, in a relationship of trust. In addition, confidence orients individual
experiences with regard to the actual capacities, i.e. through confidence.

 



How one asks about it: Do you trust in yourself and your partner? Has your
trust been betrayed (situations)? Have you betrayed other people’s trust
(situations)? Can you confide in strangers, or are you wary? Which
capacities and possibilities do you rely on your partner for (faithfulness,
candor, diligence/achievement, reliability, punctuality)? Do you rely on
yourself (your partner) to be able to change certain ways of behaving (e.g.
punctuality in coming home, etc.)? Which of your parents did you trust
more? With which did you feel more secure as a child? Did they rely on you
to act on your own, or was your every step controlled?

 

Symptoms and disturbances: confident, inspires confidence, worthy of being
confided in, trusting, I wouldn’t put it past him, put your hand in the fire for
someone, as certain as death and taxes, bona fide. Breech of confidence,
mistrust, blind confidence, betrayal, jealousy, hate, envy, rejection,
exaggerated expectations, expectation of failure, inferiority complex,
resignation, anxieties, depression.

 

Behavior regulation: “Trust in God but tie your camel.” “Instead of
mistrust, more precision and candor.” To which qualities, persons and
groups do trust, confidence or mistrust apply? How did the mistrust come
about, through betrayal or imitation?

 

In the course of the 28 sessions, the patient was enabled to see her
partnership-related problems in a broader context, through incorporation of
the actual capacities trust and hope. Working on the microtraumas, she was
able to intensively confront the problem of infidelity. Later, she was capable
of perceiving meaning in her grievances, better organizing her life plan, and
thus becoming more sensitive to the microtraumas in her partnership and
her milieu.
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Appendix: Questionnaire on Gall Bladder Ailments and Gallstone Buildup

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you sometimes “spew venom and bile”? Do you get really “pissed
off,” but bite your tongue anyway? With which behaviors in your
environment does your “bile overflow”? Would you like to “get him (or
her) out of your hair”? What do these sayings mean to you?

2. Who told you about your ailment? When?

3. In what situations do your gallbladder ailments manifest themselves?

4. Do you regularly take the prescribed medication? Do you know how the
medicine works, what you can expect from it and what are the possible side
effects?

5. What “trivia” do you get upset over at work? How do you deal with that?
Vis-à-vis whom (boss, colleagues, coworkers)?

6. At work, do you strive for personal advancement and success? Do you
put a lot of emphasis on punctuality, precision, conscientiousness,
reliability? Do you want to be “more than 100%”? Do you place excessive
demands on yourself through exaggerated claims on your own time? Do
you feel unfairly treated?



7. Do you consider yourself to be an optimist (characteristic: enthusiasm),
an irritable person (short fuse), an apathetic person (indifferent), a
melancholic person (bored, sad)? What influence does your frame of mind
have on your body? By which microtraumas are you aroused or preserved?

8. Do you suppress aggressive feelings? Can you permit yourself feelings of
rage, irritation, envy and disappointment? How do you deal with them?
Which “microtraumas” call forth such feelings?

9. From shyness, do you put your own feelings on the back burner? Do you
frequently and frankly express your own opinion, in an appropriate manner?

10. Do you have a “childhood dream” that you would like to have come
true? Are there ways and means for that to happen? What would you do if
you had no more problems of a health-related, professional or private
nature?

11. What is the meaning of life for you (drive, goals, motivation, life plan,
significance of illness and death, life after death)?

12. Do you accept your illness also as a chance to develop previously not
experienced domains (body/senses, profession/achievement, contact,
fantasy/future)?
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12.

JAUNDICE

 

The capacity to visually call attention to the drabness and joylessness of
one’s existence through the body; the capacity to compete even with the
daylight through vivid colors.

 

Definition

 

Jaundice, or icterus, does not refer to any independent disease, but rather to
a complex of symptoms that can result from different liver and gallbladder
ailments.

 

Symptoms

 

The ailment is characterized by the yellow color of the skin, the mucous
membranes and the sclera (the whites of the eyes), resulting from extremely
high concentrations of bilirubin in the blood. With icteric jaundice, the stool
ranges from bright to white; with liver jaundice, it gets bright and the urine
dark; itching and slower pulse ensue. In the latter form of jaundice, the
urine is reddish brown.

 

Transcultural approach and epidemiology



 

Approximately 85 percent of all clinically manifest viral hepatitis heals
with no aftereffects. Of the remaining 15 percent, the images produced of
about 1 percent show fatal acute necrosis of the liver; and ca. 10 percent
suffer relapse within a year. The rest develop chronic hepatitis, with
subsequent evolution to cirrhosis of the liver.

 

Non-A, Non-B hepatitis can be transmitted parenterally (mostly post-
transattachment hepatitis in the U.S.A.) or non-parenterally (epidemic in
India and the Middle East). More and more, it is occurring among
determined risk groups (patients with multiple transattachments, drug
addicts, nerve transplants, etc.).

 

Review of the literature

 

Von Weizsäcker (1947), in anamnesis of his icterus patients, found, with
striking frequency, envy and jealousy (the latter being considered an erotic
variation of envy). According to Herrmann and Heymann (1986), patients
with difficult life situations to deal with suffer more frequently from
infectious diseases. The degree of alteration of the immune system seems to
correspond to the degree of stress provoked by the life situations.

 

Verbal illustrations and popular sayings

 

A louse is crawling over my liver; green with envy; to get pissed off;
choose sides.

 



STORY: “LATE REVENGE”

 

A man was punished by his fellow-villagers by being thrown into a dry
cistern. The townspeople who had been treated unjustly by him now took
justice into their own hands. They stood at the rim of the ditch and
unleashed a shower of spit upon the man. Others threw mud from the street.
Suddenly the man was hit by a stone. In amazement, he looked up and asked
the stone-thrower, “I know all the other people. Who are you, who you think
you can throw stones at me?” The man up on the edge of the ditch replied,
“I’m the man you treated badly twenty years ago.” The sinner then asked,
“Where were you all that time?” “The whole time,” the man answered, “I
carried the stone in my heart. Now that I found you in such a wretched
condition, I took the stone in my hand.” (from Peseschkian, 1986, p. 152)

 

Self help component: The development of jaundice from the perspective of
Positive Psychotherapy

 

The liver is subject to hormonal and nervous influences. Particularly the
effects of adrenalin, which is produced in the adrenal medulla, are well
known: it reactivates the sugar stored in the liver in the form of glycogen.
The increased secretion of adrenalin results from stimulation of the
sympathetic nervous system. The effects on the liver of repeated annoyance
are expressed in the German saying, “A louse is crawling over my liver.”
Organs have the ability to express their functions, subject to emotions and
conflicts. The psychological component of this may be expressed as a
craving. Yellow is a color with high luminous power, with “signal effect”:
pay attention! For us, yellow is the color of envy. With all due caution, one
may describe a person suffering from jaundice as a person who “craves”
more “color” in his life; and who takes the first step by “showing his true
colors.” He manifests himself through his emotions, his irritability and his
envy, thus showing that in at least some of the areas of his life, something is
missing. When we turn our attention to these patients’ upbringing, we often



observe that as a child, they were definitely loved by parents and siblings,
and that the family did take time for them, while in the relationship between
the parents, they often experienced tension and conflict. The often
prevailing motto was “Trust is good, but control is better!” Likewise,
through the parents’ deficient relationship to their surroundings, anxiety
(“Foresight is better than hindsight!”) developed. A person suffering from
jaundice externalizes his conflicts in the domains of body, contact and
fantasy. With him, the actual capacities justice, faithfulness and doubt are
overly stressed. Capable of development are confidence, hope, contact,
diligence and achievement.

 

Theoretical component: The five stage procedure of Positive Psychotherapy
and jaundice

 

Case: “The body as nothing”

 

“I first had jaundice as a child, when we had to leave Silesia… I’m so
absorbed by everyday life, by achievement demands at work, by problems
in my marriage, by activities at the association and obligations that I am
hardly aware that I have a body” (a 34 year old patient with jaundice,
marital problems, her husband’s infidelity, excessive demands at work, and
problems with fairness.

 

The patient, a small, thin, very cheerful woman with dark eyes, had for
years overtaxed her body, ignoring it and not experiencing it. Through
disturbances (jaundice), pain and discomfort, her body was crying for
attention. Not experiencing her body was equivalent to a blocked capacity
to perceive her own feelings, express her needs and discuss conflicts. In a
positive interpretation, the body had now “shown its true colors.” Within
the framework of five stage therapy, in content terms, the actual capacities



faithfulness (see II, Chapter 35), justice (see II, Chapter 1), courtesy (see II,
Chapter 26), courtesy/candor (see II, Chapter 5) and contact (see II, Chapter
15) - which reflected her narcissistic tendencies, were particularly worked
on. After 17 sessions, treatment was concluded.
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Appendix: Questionnaire on Jaundice

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Do you have “a louse running all over your liver”? Are you “yellow with
envy”? Do you get “pissed off”? Do you sometimes “show your true
colors”? Can you think of any sayings related to your ailment? What does
this folk wisdom say to you?

2. Who told you about your ailment?

3. Which “trifles” (actual capacities as microtraumas) “torment you
mercilessly” in your profession or at work?

4. Do you and your (marital) partner consider your profession and work
highly significant?

5. Are you satisfied with your profession? Does your profession (your job)
influence your illness?

6. Do you strive for personal advancement and success in your profession?
Do you put a lot of emphasis on punctuality, precision, conscientiousness,
reliability?

7. Do you want to be “more than 100%”? Do you place excessive demands
on yourself through exaggerated claims on your own time?



8. Do you feel unfairly treated?

9. Have professional problems influenced your (marital) partnership?

10. Do partnership- and family-related problems influence your profession
or your work?

11. How do you feel about the following concepts: “It’s all so meaningless,”
“You have to take what you get,” “So what”?

12. In general, are you an optimist or a pessimist? When there are problems,
do you usually fantasize attempted solutions, desired goals and hopes, or
anxiety, doubt and meaninglessness?

13. Do you suppress aggressive feelings? Can you permit yourself feelings
of rage, irritation, envy and disappointment? How do you deal with them?
Which “microtraumas” call forth such feelings?

14. For you, what is the significance to your health, profession, partnership
and family relationships and life concept of the following questions: Who
am I? Where do I come from? Where am I going?
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13.

GERIATRIC PROBLEMS

 

The capacity to exhaust one’s life experience and pass it on

 

Definition

 

Following the WHO definition, people over 61 shall be referred to as older
people.

 

Symptoms

 

Ageing is connected not only with external factors such as the quantity and
quality of nourishment and medical care, but also with factors related to the
soul, which are relative, and therefore malleable.

 

Transcultural approach and epidemiology

 

The question “whether ageing leads to psychological disturbances” (Fischer,
1983) is answered differently in each culture. A glance at the statistics
published by the United Nations shows that the situation in Europe essentially
differs from that in other countries and continents (Table 1).



 

Table 1: Percentage of older people (Jork, 1988)

 

Continent 1975 2025

Europe 17.4 24.7

North America 14.6 22.3

Soviet Union 13.4 20.1

Oceania 11.1 17.8

East Asia 8.2 19.6

South Asia 5.0 10.9

Latin America 6.3 10.8

Africa 4.9 6.6



 

In the Near East, families have a nexus that can hardly be found any more in
the industrialized countries. There we find families to which belong not only
parents and children, but also grandparents, great grandparents, aunts and
uncles and cousins of different degrees of relationship. This gemeinschaft
(community) is a group of people who feel closely bound together because
they are relatives, even when separated by great distances. The remark, “The
next state over, there lives a cousin of mine, but I haven’t seen him for twenty
years” is, for example, hardly conceivable in the Near East. The extended
family constitutes a web of relationships which, on the one hand, demands
considerateness, integration and readiness for contact, but on the other gives
security, emotional warmth and protection. It thus performs tasks which, in
industrialized countries with modern social legislation, are supposed to be
performed via the establishment of social services.

 

This comparison makes clear the strengths and weaknesses of both models. In
one, we find a stress on autonomy, which is to some degree oriented to
optimizing the achievement capability of the individual. For example, the
difficulties involved in caring for the aged (Cahn, 1975) are resolved by
institutions created for that purpose. In return, the individual accepts the fact
that in his old age he himself will be taken care of by such institutions.
Considering that already over 33 percent of all Germans (the then West
Germany) find themselves getting old, it is clear that decisions need to be
made regarding health care (from Peseschkian, 1989).

 

Review of the literature

 

According to Kemper (1989), Sigmund Freud (1942) didn’t see much chance
for analytical psychotherapy with old people. “The patient’s age plays a role in
the choice of psychoanalytical treatment, in that in people near or over fifty
there is often a lack of plasticity of mental processes - which is assumed in
therapy (old people are no longer accessible); in addition, the material that is



to be worked through and the period of treatment may have to be
unforeseeably extended. The lower age limit can only be set on a case by case
basis; young people, even before puberty, are often very good to influence.”
Heigl (1978), too, sees diminishing chances of success with advancing age.
We have found, however, that psychotherapy with older people can be very
fruitful when all four domains are taken into account. In an empirical study of
259 people (Peseschkian, 1987), comprehensive statistical material was
gathered in 1983-1985. Table 2 shows a small excerpt with reference to the
age group. It shows, for example, that among people aged 65 or older very
much or much value is placed on orderliness, cleanliness and punctuality; in
contrast, the need for contact ranges from moderate to scarcely noticeable.
One may not, however, speak of a mistrustful or resigned attitude in this
group: confidence and hope are in the upper middle range (“much” and
“moderately”).

 

Table 2: Actual capacities: breakdown from a sample survey (n = 53) among
people aged 65 to 80

 

Values Very much Much Moderately Hardly at all Not at all

Orderliness 19 21 10 3 0

Cleanliness 14 30 5 0 0

Punctuality 15 30 7 0 1

Courtesy 4 27 20 2 0

Candor 2 19 30 2 0

Diligence/Achievement 1 23 28 1 0

Reliability 17 31 5 0 0

Thrift 5 30 17 1 0

Obedience 8 24 15 4 2



Justice 16 34 3 0 0

Faithfulness 16 30 7 0 0

Patience 1 23 21 9 0

Time 0 18 31 4 0

Contact 0 10 26 16 1

Trust 0 12 36 5 0

Hope 6 28 21 6 0

Sexuality 6 26 18 2 1

Religion 7 5 30 19 2



 

Verbal illustrations and popular sayings

 

Roses that bloom last are the most beautiful; you’re only as old as you feel;
age is no protection from foolishness; cares make one old before one’s time;
one should not send an old man out to buy a donkey, nor ask a young man to
seek a wife (Persian proverb); one should honor the old, teach the young, ask
the wise and put up with clowns (German proverb).

 

STORY: “THE SECRET OF THE SEED”

 

A seed offers itself for the tree which grows from it. Seen externally, the seed is
lost, but the same seed that is sacrificed is embodied in the tree, its branches,
blossoms, and fruits. If the continued existence of that seed had not been
sacrificed for the tree, no branches, blossoms, or fruits could have developed.
(from Peseschkian, 1982, p. 103)

 

Self help component: geriatric problems from the perspective of Positive
Psychotherapy

 

In our part of the world (differently, for example, from certain eastern
cultures), ageing is seen as rather negative. The slackening of physical
activity, illness, metabolic changes, retirement from professional activities,
social isolation and hopelessness influence one’s feelings about life - which,
for its part, feed back to affect the body-I feeling. When one has been
separated from one’s partner by divorce or death over a period of perhaps
decades, one seeks a reason for living that will keep one busy and confirm
one. With striking regularity, people find this in two domains: first in their
own body, the age-related or pathological alterations in which are the stuff not



only of brooding over the years, but also of countless consultations with
different physicians. The complaints then become a pretext for putting an end
to the contact and jobs that one needs.

 

The second focal point may be called “the problem of justice.” After one has
sacrificed oneself for the children for so many years, one is no longer needed,
and indeed seems to be superfluous. We have observed that among many older
people in the Federal Republic of Germany have been near the midpoint on
the domains of achievement and body since youth, while contact and fantasy
(questions of meaning) are less well developed. From this angle, generation
problems are easier to understand. Also in the arguments for and against
inclusion of older people in the family, the actual capacities play a decisive
role in adult life histories and subjective values.

 

The practitioner who is confronted every day with such attitudes, ways of
behaving and grievances, needs orientation in this situation to make it possible
to avoid the characteristic dead ends in the labyrinth of old or ageing people’s
experience and to find a way out. The model of Positive Psychotherapy
provides such orientation and a commitment to help the practitioner to
configure his interventions therapeutically, i.e. in such a way as to find a
solution. In practical terms, we ask what meaning a symptom has for an old
person and his group, thus encompassing the “positive” significance as well.
What positive aspects does this age have? What does it mean to me that I am
getting older, etc.?

 

Practical consequences of this self help component may be found in the
questionnaire at the end of this chapter.

 

Therapeutic component: The five stage procedure of Positive Psychotherapy
and geriatric problems



 

Case: “Age does always make one white-haired, but not always wise”

 

A 67 year old engineer came for psychotherapy because of depression and
suicide attempts. His wife was brought into the treatment. She seemed shy,
orderly, clean and “peace-loving.” A typical area of conflict is exemplified in
the following excerpt.

 

Husband: “In September 1982, we sold our house in N. Little by little, we
wanted to seclude ourselves, so we bought an apartment in W. At the same
time, I withdrew from activity in a gastronomic firm that I ran with two
partners. Simultaneously, I resigned from my honorary posts in different
organizations (city council, tourist bureau, other associations). Since 1987 I
have been preparing a successor to take over my other business, near O.; the
contractual regulations involve many difficulties and uncertainties.

 

In this phase, I have been thinking and worrying more and more about how
everything will continue. Is my retirement also financially guaranteed, will
health problems maybe trip me up, or does a lingering illness perhaps await
me?

 

Wife: “Since my husband has stopped going to work, he has become
unbearable. At home, he always wants to do something, make handicraft
objects and repair things. If I tell him I don’t want something or would prefer
it a different way, he gets unbelievably angry and screams that he’s the expert,
that he knows better and that I should shut up. Just because for forty years he
was one of the best in his company, he now wants to be the tyrant of the
household” (from Peseschkian, 1989).

 



The interpretation that both had the capacity to exploit their life experience
and pass it on led to the following remark: “If my husband doesn’t collaborate,
that’s one thing we hadn’t reckoned with!” When the wife, after spending her
first three hours discussing her behavior with regard to courtesy/candor, had
begun to change, the predominant actual capacities courtesy (see II, Chapter
26), candor (see II, Chapter 5) and obedience (see II, Chapter 21) stood side
by side on equal footing for her. It remained for her to work on further ego
maturation and, for both of them, to work out conflicts mainly related to these
actual capacities. The five stage treatment extended over eighteen sessions.
The questionnaire made it possible for both patients to acknowledge capacities
and opportunities and, correspondingly, to accomplish additional goals.
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Appendix: Questionnaire on Geriatric Problems

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses: The capacity to stay healthy

 

In positive reinterpretation, we see our job as making it possible for the
patient to develop other attitudes toward his or her ailments; thus, we appeal
to your flexibility. Particularly, transcultural comparisons related to each of
the problems facing older people can pave the way to a change in point of
view or subjective valuing.

 

In the foreground is the body-I-feeling. How does one perceive one’s own
body? How does one experience the different sensory impressions and
information from one’s surroundings?

 

1. For you, are physical hygiene, clothing and hairstyle important?

2. Do you stay in shape through gymnastics, hiking, swimming or other
sports?

3. Do you often take a deep breath?

4. Can you lay back and relax through Autogenics training, yoga or other
exercises?



5. Do you pay attention to how and what you eat?

6. Does eating give you an opportunity to cultivate contacts or to bond?

7. Do you stick to your diet?

8. Do you have a certain rhythm of sleep (time to go to bed and to get up)?

9. How is your digestion?

10. Do you value bodily contact and tenderness? With whom do you have
that kind of contact?

11. Do you still have sexual contact, or have you no longer any opportunity
or inclination for that?

12. What do you do for pain? Do you take medicine? Do you relax? Do you
behave more actively or more passively?

 

Achievement: The capacity to stay active

 

This includes how achievement norms are manifested and incorporated into
the self concept. Thinking and understanding make it possible to solve
problems in a systematic and purposeful manner and to optimize
achievement.

 

1. How do you spend your free time?

2. Do you have a hobby?

3. Do you still feel able to perform a “useful” activity?



4. Do you feel like beginning something new (e.g. learning a language or
doing handicrafts such as pottery or batik, or e-mailing)?

5. With your experience, could you help others with their scholastic or
professional problems, counseling them or lending your support?

6. Can you “organize” something (for example, a trip, an exposition or a
slide show)?

 

Contact: The capacity to make and cultivate relationships

 

Important here are relationships with oneself, one’s (marriage) partner, the
family; relations with other people, groups, social strata and foreign culture
areas; and relationships with animals, plants and things. Social behavior is
co-determined by individual learning experience and by what is handed
down (tradition). Our possibilities for establishing contact, as well as the
socially learned selection criteria by which we are guided, are, for example:
One expects from one’s partner courtesy, candor, justice, orderliness and
occupation with determined areas of interest, etc., and seeks out a partner
who, one way or another, meets these criteria.

 

1. Which “actual capacities” do you especially value in people with whom
you have, or would like to structure, contact: orderliness, cleanliness,
punctuality, courtesy, candor, diligence, reliability, thrift, obedience, justice,
faithfulness, patience, time, contact, confidence, hope, tenderness, sexuality
and religion?

2. Which of these actual capacities are “sore points” for you, which make
contact more difficult or hinder it?

3. Where have you “learned” these attitudes? Who transmitted them to you?

4. How are your contacts with your relatives?



5. Can you renew old contacts by taking the initiative?

6. Can you do things together with other lonely people, undertaking
something or reviving it (a club for common hobbies)?

7. Through suggested contact, can you do something for other people (e.g.
homework with children of professionally active parents, babysitting…)?

8. Do you participate in social activities, citizenship initiatives, a church
group, a party, etc.?

 

Future/fantasy: The capacity to depict the future

 

Intuition and fantasy reach beyond the immediate reality and can
incorporate everything that we call the significance of an activity, the
meaning of life, desire, futurism or utopia. Weltanschauungs and religions
are suggestive of the capacity of intuition/fantasy and the needs derived
therefrom; they also portray the relationship to a distant future.

 

1. What do you mostly occupy yourself with in fantasy: your body, your
(former) profession, contact possibilities, philosophical and
weltanschauung-related questions?

2. Do you have plans for your present and future that you are able to tackle?

3. Do you, actively or passively, concern yourself with music, painting,
plastic arts, literature? Who is your favorite author?

4. What role does religion play in your life?

5. What is the meaning of your life? The meaning of health and sickness?

6. Do you confront the issue of death?



7. For you, is there life after death?

8. Do you do anything for your environment (air, earth, plants, animals), or
can you get engaged with your surroundings?

9. Do you concern yourself with political questions?

10. For you, is world peace an achievable goal? What can you do to that
end?

11. What do you think about the issue of the oneness of mankind? Is that a
goal for you? How can it be accomplished?

12. Do you accept your ailments as a chance to develop previously
undiscovered domains (body/senses, achievement, contact, fantasy/future)?

 

The four domains correspond to a rider who, with achievement motivation
(achievement), strives toward a goal (fantasy). For that, he needs a good,
well groomed steed (body) and, in case he is thrown, helpers to support him
as he remounts (contact). This implies that therapy cannot concern itself
with only one domain, for example the rider; rather, it must take into
account all the domains involved.
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14.

HAIR LOSS

 

The capacity to little by little convey a new image of oneself to others; the
capacity to part with something that belongs to one and to express one’s
feelings visibly.

 

Definition

 

Considering that our hair continually grows and renews itself, a certain
degree of hair loss (about 30-50 hairs per day) is perfectly normal. If,
however, no new hairs grow afterwards and bald spots appear, there is a
final reconstitution of hair roots or a pathological disturbance, which often
temporarily affects hair growth.

 

Symptoms

 

Transitory hair loss can, according to the traditional conception in
medicine, be brought on by mechanical, chemical, infectious or hormonal
factors. When hair suddenly falls off the head in round places as big as a
coin, we speak of circular hair loss or Alopecia areata. Just as suddenly as
the hair loss began, new hair can grow back.

 



Transcultural approach and epidemiology

 

Lasting hair loss of unknown causes is most frequent among women,
mainly around the fortieth year of life. Typical balding, in the other hand,
occurs practically only among men, mostly at an advanced age.

 

Approximately 50 percent of all men in Europe get a “receding hairline” or
baldness. Among primitive peoples, hairlessness is rare. In certain tribes,
such as the Masai in Kenya, women totally shave their heads for aesthetic
reasons, while the men let their hair grow long. The “Mohawk” should also
be mentioned.

 

In many far eastern cultures, hair loss is unknown.

 

Review of the literature

 

According to Lewis and Lewis (1975), circular hair loss is almost always
preceded by “sudden nervous shock” provoked by death or separation from
loved ones, automobile accidents and financial loss. Mehlmann and
Griesemer (1975), as well as Lewis and Lewis (1975), have studied
children’s hair loss and found that feelings about being abandoned seem
especially to react with shortness of hair. According to observations by
Bosse (1986), psychosomatic circumstances offer an opportunity for the
psychosomatic onslaught of Alopecia areata: “A critical examination of the
quite contradictory literature (Puchalski and Szlendak, 1983; Whitlock,
1980) does not, however, permit us to take a definitive stance in this
regard.”

 



Popular sayings and verbal illustrations

 

To pull somebody to pieces (excoriate; lit.: not leave one good hair on him);
to tear one’s hair; someone’s hair stands on end; to eat somebody out of
house and home (lit.: to eat the hair off his head); to devour somebody’s
live flesh (lit.: … even down to his skin and hair); it makes one’s hair
bristle; to emerge unscathed (lit.: unshorn); to come off badly (lit.: to get a
bad haircut); long hair, short of understanding.

 

STORY: “SIGNS OF THE ANGEL OF DEATH”

 

A man had struck up a friendship with his angel of death. One day he
remarked, “You are the all-time champion of success. Wherever you go, you
always reach your goal. I have just one request to make: let me know well
in advance before you come to take me away.” The angel of death agreed to
do so. One day he went up to his friend and said, “Tomorrow I am coming
to get you.” “You can’t be serious,” replied the man. You promised to let me
know well in advance.” To this, the angel of death replied, “I gave you lots
of time, but you didn’t understand. When your father died, you didn’t know
what to make of it. When your mother died, you failed to heed the message.
When I came to fetch your brother-in-law, your neighbor and your friend,
one after another, you shut your eyes… Come with me tomorrow!” When
the angel came to get his friend the next day and guided him to heaven, he
introduced him to the throngs of the deceased, who called loudly, “why
didn’t you warn us ahead of time? We would have been able to take care of
so many things!” “Now you see,” sighed the angel of death, “how people
ignore my signs!”

 

Self help component: The development of hair loss from the perspective of
Positive Psychotherapy



 

In view of the fact that each hair is, at its root, also endowed with nerves,
hair can also be considered a sensory organ which is inclined to react to
diverse nervous influences. So it is understandable that both bodily ailments
and psychological disturbances can influence the characteristics, growth
and coloring of the hair.

 

Considering the significance that the hair can have for an individual’s self
worth, it is understandable what it must mean to a person to lose his or her
hair (in German, the same expression also means “to come off badly”), and
what it means when a person reacts with precisely these symptoms to
distress or conflict. At work, the person is diligent and often successful.
There, reliability, precision, punctuality and orderliness come in handy.
From the perspective of our positive concept, patients with hair loss are
people who have the capability to part with something of their own, to let
go and, in a visible manner, to express their feelings. The relationship to the
I, to one’s own body and to the senses needs strengthening, along with
capacities in the area of contact and a positive attitude toward the future.

 

In the prior history of people with hair loss, we often find a close
relationship with the parent of the same sex, impregnated with the child’s
search for closeness, patience, time and recognition. Among patients who
have experienced such relationships, we discover that they react with hair
loss to the loss of the reference person. An important criterion of hairstyle
was “what will people think?” The parents’ relationship to one another, as
perceived by the patient, was rather impersonal and objective: the
secondary capacities played a major role. Extra-family contact was
generally avoided. Sociability was seen as a waste of time. In families in
which reason and achievement are highly valued, inasmuch as attitudes
toward the body, and thus also toward the hair, are held in low regard,
correspondingly little time was spent on hair care (“time is money”).
Questions about the meaning and philosophy of life, etc. were rejected as
useless.



 

Hair used to be shaved off to dishonor and punish people; this persisted for
a long time in some German codes of law. Slavs were not permitted to wear
their hair long. German peoples also considered shaven hair to be a sign of
subordination. Hair was sacrificed; the penitent would have their hair
bleakly shorn (as monks do still today); those in mourning would tear their
hair or neglect it, in order to express their pain. Even today the figure of
speech is heard, that one has come out of something “unscathed,” or one is
so peeved that one “tears one’s hair out.” If one puts somebody down or
criticizes him, they say in German that one “doesn’t leave him with a single
good hair.” Among women, long hair has long been considered a sign of
femininity and sexual attractiveness.

 

Practical consequences of this self help component may be found in the
questionnaire at the end of the Chapter.

 

Therapeutic component: The five stage procedure of Positive
Psychotherapy and hair loss

 

Case “I have been totally uprooted”

 

In a photo shop, a man with an exuberant head of hair asked me if I
recognized him.” When he saw me hesitate, he said, “I am …, who came to
see you with a big gap in my hair. Now this is how I look.” In the first
interview, I had positively interpreted his erstwhile hair loss: “Through the
big gap in your hair, you have given visual expression to your feelings. You
have obviously had to part with a great deal of your own property. You must
have had a lot to deal with.” I wasn’t completely through with the positive
interpretation when the patient began to describe the events of his life:



 

1. In early February 1983, after returning from a ski resort, my wife noticed
a big gap in my hair.

2. At about the same time, we discovered that my father-in-law, who had
long been suffering from kidney and respiratory ailments, had been taken to
the hospital while we were on vacation.

3. Later it was found that he had malignant bone cancer; he died in late
March 1983. During his illness, my circle of hair loss kept getting bigger.

4. Also, my aunt, my father’s brother’s wife, died, after a short illness, in
March 1983.

5. I would also like to mention that my uncle, my father’s brother, was in
the hospital from May thru September 1982 and was close to death. During
that time, our relationship was greatly improved and deepened through our
long discussions of his life history (professional problems, the repeated
failure of his search for sexual contact, experiences such as travel, etc.,
which, he said, my aunt did not share, preferring as she did to always stay
home and save, save, save…).

6. At the same time, it became clear to me that he had actually loved my
mother throughout his whole lifetime, and during that period had, for that
reason, migrated to the U.S.A. for 18 years; his wife had always been very
good to him, the best housewife and mother, but that she wanted no sexual
contact, but he couldn’t begrudge her that.

7. Finally, he told me that, on a visit in the early years, he had “seduced”
my mother, but on no account should I ever tell anyone…

8. At that time, I could scarcely concentrate on my job. A lot to put to
rest…

9. In addition, I had to worry about two new co-workers. Because most of
the time I “wasn’t totally tuned in,” I was generally rather curt with them.
To be sure, I did have a bad conscience about that.



10. Before I decided to divorce my first wife, I had a lot of problems. I am
satisfied in my current marriage, but the financial obligations incurred in
my first marriage keep us busy…

11. Politically, I was very active; I wanted to change people’s consciousness
and relationships. I thought human beings should actively influence history,
not rush like lemmings to their doom, with the threat of annihilation by
nuclear weapons and destruction of natural resources. Whoever is engaged
in groups, associations, labor unions and parties, etc., contributes to the
alteration of structures and their own selves - to each his own. In the
process, I had to endure many disappointments.

 

Psychological constellation and the onset of the symptoms

 

The symptoms described above developed simultaneously with these
events, as an expression of an “uprooting.” The deaths had led the patient to
blame himself (“If I only hadn’t …”) and, as a result of the feeling of
having been betrayed, to have problems with his overall feeling of self
worth. As is often the case, this reaction was derived from a basic conflict:
the patient had been raised to abide by norms of achievement, reliability
and thrift. His mother had always expected him to do things right. He had
even been presented to his siblings as a model. Out of this situation, there
developed a pronounced superego with a strong ideal self - which, in view
of the actual conflict situation, implied a strong involvement of feelings of
self worth. Also significant were the strong mother-son ties. After the loss
of his stepfather (1983), these ties were further renewed. The abnormal
mourning reaction was cumulatively strengthened by the change of jobs
(1983), which was tied up with financial burdens (thrift). This was at the
root of the development of existential problems and marital difficulties,
which, together, the patient was unable to adequately handle by himself. For
him, the deaths were of a traumatic nature. In a mood of helplessness and
hopelessness, he experienced a re-somatization of affect in the development
of the symptoms described above. At hand were vegetative-functional
disturbances of undoubted psychosomatic etiology, grounded in an



abnormal mourning reaction of a cumulative nature and the secondary
conflicts derived therefrom (professional problems). A tendency for a
depressive neurotic structure was found. No organic causes of the existing
hair loss could be determined.

 

Against the background of his bereavement, I told the patient the story,
“Signs of the Angel of Death.”

 

Patient: “At the time, I was Lutheran; but I left the church several years ago
and consider myself a ‘materialist.’ To be completely honest, I have never
worried much abut the question of what happens after death, especially with
regard to myself. Actually, it’s about time to do that.”

 

He gradually began to identify with the hero of the story, to see a
connection between the “signs” and his current problems and to regard
them as “positive aspects” of his bereavement. He was no longer fixated
just on his hair loss; rather, he now saw it in a broader context. He was thus
in a position to perceive his resources. He began to include the four ways of
working out conflict in his life repertoire. Jacobson training (Jacobson,
1938) provided support, and anti-depressive medication was prescribed. His
wife was brought in. The key question asked was, how did you experience
your husband’s loss of hair? She was very cooperative, and provided
support for the therapy.

 

In the course of therapy, the patient remarked, “I am becoming more and
more aware that also in major events, many little things play a role.” In
terms of contents, we went into the four ways of working out conflicts and
the actual capacity diligence/achievement (see II, Chapter 9), thrift (see II,
Chapter 25), justice (see II, Chapter 1), reliability (see II, Chapter 23), time



(see II, Chapter 33), contact (see II, Chapter 15), and hope and faith (see II,
Chapter 36). Below, we go only into the theme of hope.

 

The actual capacity “hope”

 

Definition and development: The capacity to look beyond the present
moment to develop one’s own capacities and those of one’s partner and
group. In this sense, we hope that tomorrow, next year or at some
undetermined time, something will happen that will make individual actions
or our whole life seem meaningful. The positive concept of hope is
optimism; the negative, pessimism. In its development, hope depends on
experiences and occurrences that a person has had, as well as the
opportunities offered him by his environment. Hope, as a relationship to the
future, is controlled through positive experiences and disappointments,
concretely related to particular actual capacities.

 

How does one ask about it: Which of you is more optimistic? What plans do
you have for your private and professional lives? How do you (does your
partner) react to disappointment (situations)? In which domains are you
particularly sensitive to disappointment (situations)? Do you cherish the
hope that everything will turn out for the best for yourself or your partner
(grounds)? Which of your parents was more optimistic or pessimistic? How
was that expressed?

 

Synonyms and disturbances: To hope, to count on something, to promise
oneself something, auspicious, to expect, to give one’s word, to cling to
straws, to see the world through rose colored glasses, dismal predictions,
meaningless, forlorn, unreachable, insoluble, impossible; hopelessness,
dissatisfaction, pessimism, resignation, escape into fantasy, passive waiting



behavior, naïve optimism, angst, fear of death, blocked ability to deal with
things, suicidal intentions.

 

Behavior regulation: “For every dark night there’s a bright morning.”
Instead of “I can’t do it, you know,” “I can’t do it yet.” Differentiate
between what one can change and what one must learn to bear (birth,
death, the past). Do I just wait for my hopes to be realized, or do I do
something about it? Even the blackest despair has its causes, mostly in
one’s experience with particular actual capacities. Motto: What are the real
roots of despair? Despite every hope and the most precise planning, there is
a remainder that cannot be calculated. Motto: I rejoice in the hoped for
future, but I also rejoice at the unexpected.

 

Abnormal sadness reactions can be worked through within the field of
depth psychology-oriented psychotherapy. A restructuring of the
personality only came to be considered when it became indispensable for
working out the actual conflict situation and relieving the symptoms.

 

Despite the patient’s tendency toward a depressive neurotic structure, his
flexibility and capacity for development proved positive. In the course of
seventeen sessions over a six month period, both his hair loss and his
depressed moods were completely improved. He was then in a position to
consider questions concerning the meaning of life and his own political
interests, above and beyond his current grievances; both were appropriately
interrelated and “injustices” suitably dealt with. Among other things, he
remarked, “Since I have concerned myself with the question of the meaning
of life, I have been better able to understand my hair loss. This has given
me hope.”
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Appendix: Questionnaire on Hair Loss

 

Name: ……………………………..   No. …………………

Date: …………………………….

 

Body/Senses - Profession/Achievement - Contact - Fantasy/Future

 

1. Are there people who, in your opinion, “don’t leave one single good hair
left on you,” as they say in German (who pull you to pieces)? Does your
“hair stand on end” or does the (seeming) nonsense that others talk or even
wreak “make your hair bristle” (“long hair, short of understanding”)? Does
that make your hair turn grey? Do other verbal illustrations to describe your
ailment also come to mind? What do such popular sayings mean to you?

2. Is your attitude toward your body more of acceptance or rejection?

3. Who told you about your illness? When? Are you taking any medicine
for it?

4. Have you considered the possibility that your hair loss might be a side
effect of another disturbance?

5. What have you done so far to stop the hair loss? Does hair loss bother
you esthetically? Do you use medication and other means of healing?

6. Do you “come off badly” at work, or do you emerge from it unscathed
(“unshorn”)?

7. Do you feel that you are increasingly overstrained or agitated? What
impact do your professional problems and your (marital) partnership have?



How do marital or partnership-related and family problems affect your
profession or your work?

8. In your family or (marriage) partnership, do you sometimes feel like
“pulling your hair out”? About what?

9. Do your relationships with other people sometimes “make your flesh
creep”?

10. In the past five years, have you experienced separation due to divorce, a
move or a death?

11. Have you felt “uprooted” by the events of recent years?

12. For you, what is the meaning of life (striving, goals, motivation, life
plan, the meaning of sickness and death)?

13. Do you regard your ailments as also providing a chance to develop
previously little experienced domains (the body, the senses,
profession/achievement, contact, fantasy/future)?
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