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Introduction

We cannot rid ourselves of the doubt that perhaps this whole sep-
aration of mind and body may finally prove to be merely a device
of reason for the purpose of conscious discrimination — an intel-
lectually necessary separation of one and the same fact into two
aspects, to which we then illegitimately attribute an independent
existence.

(Jung, 1972: 619)

Not long ago, I was surprised by a phone call from the intensive care
unit of a hospital. In a voice that seemed very anxious, an ex-patient
of mine asked, “How did you guess that I would have a heart attack,
when all my clinical exams were normal? My doctor himself told me
that I was in fine shape and two months later, I have a heart attack!”

As it was not the right moment for great explanations, we talked
about what had happened and set a time for my visit to the hospital.
But I spent quite some time thinking about how I would explain to
the patient that I had not guessed what was to happen and that my
asking him to take care of his health had not been an intuitive flash.
Rather, my recommendation had been based on a theoretical model
backed by research that allowed me to predict such a happening with
a certain margin of confidence.

This example, among so many others in clinical practice and our
daily meetings, reveals clearly the obtuseness that still prevails among
a high number of professionals in the health field. Although this
patient had been complaining for quite some time about love and
“cardiac” pains, as these were not detected by the state of the art in
technology, they went by unheeded by the cardiologist. However, the
patient’s dreams, his complexes, his hasty behavior, his contained
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anger and hostile attitude towards all who did not follow his orders at
once, were visible factors of a heart risk. Not getting any feedback
from the doctor, the patient gave up analysis, finding his afflictions to
be “nothing that a vacation could not solve” (doctor’s words). The
patient had a heart attack on the beach, on his second day of vacation.

What was it that happened, he wanted to know. What happened
was the traditional split between the living, subjective body and the
body of biology, the body of anatomy and physiology classes. The
patient was a victim of the Cartesian body/spirit/psyche division. He
almost died from “this”.

Unconsciously, we perpetuate a vision wherein detailed, minute
descriptions derived from dissections or physiological studies prevail
over the perception of feelings and the subjective and symbolic
sensations of the body.

In this discrepancy between the described body and the living
body lies one of the central difficulties in arriving at a common
language between medicine and psychology. Having for so many
years been dissociated, these two fields of knowledge suffer from
mutual prejudices that hinder both. Even psychosomatics — the
youngest daughter of this wedding — suffers from the same neurosis
in trying to reduce pathologies to a cause-and-effect psychology,
using the reductionist biomedical method.

Thus, frustrated with the dearth of theoretical and method-
ological research attempting to determine a relation between psycho-
logical and physiological phenomena, in my PhD thesis in 1993
I established a theoretical field that allowed a broader, more scientific
basis in the area.

At the time, the word “psychosomatics” had already been exe-
crated by many scientists for being remindful in some way of the
psychologism of the 1970s, which resulted in the patients’ being held
responsible for their pains and sufferings. Thus, besides worrying
about their illnesses, patients were made to blame for their sadness,
not dealing adequately with their mourning, having such and such
personality traits, or for being chronic depressives. At the same time,
the efficacy of surgery and medication stood up against vague psy-
chological notions such as “death wish”, “lack of enthusiasm for
life”, among others. Psychological theories also contributed little to
the understanding of the psyche-body phenomenon, in that they
either remained at a superficial, behavioral level or reduced the phe-
nomenon psychodynamically to traumatic child causes, with few
efficient therapeutic resources.
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This problem is still reflected in the most diverse of present-day
circumstances. It is evident in the two schools of medicine and
psychology, which fight over the human being, each one sticking to
its truth and side and, worse still, thinking its side to be the totality.
This pretentious inflation, among other consequences, has resulted
in considerable scientific setbacks and a debilitating one-sidedness in
science and consciousness.

At the same time, patients, afflicted by their symptoms, divide
themselves into pieces, revealing each one of these to different pro-
fessionals, who frequently reinforce the “schizophrenization” of the
patients, when not provoking it themselves. Both doctor and patient,
as part of their cultural context, have little awareness of this process,
thinking the different directions quite correct. Moreover, it is gener-
ally the case where “organic causes” have been excluded that attention
is directed to psychology, which is responsible only for “emotionally
disturbed” patients, once again reinforcing the “schizophrenia”
prevalent within our professional circles.

The recent coining of terms such as “psychocardiology”, “psycho-
oncology”, “psychoneuroimmunology” and “psychoendocrinology”
so as to avoid “psychosomatics”, while serving to delimitate an
area of studies, also continues to reflect the dichotomy of the
body and goes against the grain of history, as increasingly the inter-
relation between various systems is revealed. It is not possible to
speak of psychocardiology without studying psychoendocrinology,
for instance.

This problem can be understood as the result of an evolution-
ary process. We are determined by the myths and beliefs of our
times; thus, understanding these is essential in bringing to light
what has determined our attitudes regarding health and disease
(Chapter 2).

Today we are seeing an enormous advance, especially in the field
of neuroscience: a promising source for understanding the relations
between the nervous system, brain and mind. Alongside this, there
is an accumulation in psychology of a vast set of experiments
which, while highly polemic, have been confirming the influence of
psychosocial variables on the origin and development of so-called
organic diseases (I say here “so-called organic” for lack of better
terminology, in that I consider all diseases, physical and mental,
psycho-organic).

However, in Chapter 5 we will see that the development of most
of the studies in this field has been purely empirical, with little or
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generally no theory to give them substance. In most of the studies
there is proof of psychic involvement both in the origin and in the
treatment of organic illnesses. The lack of depth of the theories,
together with the poor theoretical body, has created great difficulty
in the interpretation of the results, which are limited to the variables
studied.

The psychological theories in general, when applied to these areas,
have used for the most part a classical, deterministic, mechanical
methodology, no longer in keeping with the new scientific models.
Even worse, they do not allow for the understanding of phenomena
that escape the narrow lens that such methodology imposes. There is
an urgent need for the development of a coherent theoretical body,
which can more widely encompass the vastness of a theme as com-
plex as the question of the psyche-body phenomenon in illnesses.
Support for this proposal is to be found in analytical psychology, and
it is with this question in mind that this study is developed (Chapters
3and 4).!

This book is an updated edition of the original, published in
Portuguese in 1994. It was written primarily for healthcare students
and professionals, many of whom are not familiar with Jungian
terminology, aiming to develop a theoretical psychological model to
be applied in the understanding and treatment of organic diseases
within modern scientific standards.

In the 10 years following the original edition, much research has
given continuity to this work, including a great deal of postgraduate
clinical psychology research. The model developed has also been
used by psychologists and doctors in hospital care, and has proved
highly promising in the investigation of cardiovascular diseases and
cancer in particular. Recently, it was also applied in the study of
patients with lupus, vitiligo, heart diseases and terminal diseases,
with excellent results.

In Chapter 6 we will examine three cases of organic illnesses in
psychotherapy, followed by other vignettes (Chapter 7). The objec-
tives are: (1) to understand the illnesses in light of the developed
analytical model and compare them to the data produced by
the research; and (2) using the analytical model and its psycho-
therapeutic techniques, to observe the changes in the patients’
organic symptoms.

We will see that the use of the analytical model in patients with
organic symptoms leads to an improvement in their general health
and at the same time heightens their level of consciousness. Even
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when there is no organic improvement due to the irreversibility of
the clinical state, it is evident that the patient, in understanding the
process and being able to attribute to it a symbolic meaning, feels
relief and a greater sense of well-being.



Chapter |

Some models and concepts
of disease and the
healing process

The emerging paradigm brings to the surface of our consciousness,
in a more detailed scientific form, what we, and our fathers and
forefathers before us, have known all along.

(Laszlo, 1993: 223)

There are many myths and models today that determine how we view
health and sickness and deal with them. They originate with the
history of humans and evolve in tandem with the evolution of human
consciousness. They are present simultaneously and paradoxically.

Humans in the information technology era appeal to the gods on
the moment of pain, in search of the meaning of their suffering.
However developed society may be, the mystery of life and death
remains. Reason and faith, scientific and religious concepts are mixed
in modern people who search for meaning, and determine their
attitude in the face of health and sickness.

Myths mold our perception of the world and of the phenomena
that we propose to study. They were created in the search for the
meaning of life, and through them we come to have a more rational
understanding of the world that surrounds us. According to the
great scientist Joseph Campbell:

Myths are the metaphors of the human beings’ spiritual potential.
They relate us to nature and with the natural world.
(Campbell, 1990: 6)

The practice of the science of healing always reflects the morals, the
ethics, the myths, and the psychological development of the culture
of which it is a part. In the following pages we shall briefly discuss
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some of these myths and models, especially those that are still with
us today.

To broaden our perspective, we can observe the development of
the understanding of the process of sickness and healing as an
example of the collective process of individuation, from the psycho-
logical point of view, as described by C.G. Jung. This allows a meta-
analysis and a more discriminating understanding of the models that
determine our clinical and research attitudes.

According to the analytical model, the ego, at birth, is immersed
in the totality of the Self without discrimination between the I
and the non-I. The pre-egoic state is a paradisiacal, unitary, non-
divided state. The appearance of consciousness comes from the
rupture of this indiscriminate totality. Slowly, certain contents of the
unconscious start to separate and form the consciousness, this pro-
cess being described by M. Fordham as “de-integration” (Fordham,
1957). What used to be a whole, One, becomes many. The original
psychic structures have to be constantly broken, divided, to be
integrated into the consciousness.

We shall see that the models collectively suffer the same process,
and at the start of this century, after many “de-integrations”, we are
arriving at a moment where a new mandala becomes complete,
closing a long circuit of “integrateds”.

The primitive model

We have observed that the original unity is found to be much more
preserved in children and in primitive people than in modern
humans. In the latter, the superimposing of conscious structures
aggregated around the ego has caused them to draw apart from their
source, from their Self.

In primitive peoples, we see humans subjugated by the power of
the forces of nature that their mind cannot understand. Humans
equated these with divine powers, thus finding a temporary answer to
their anguish in face of the unpredictable. Matter contained life, and
natural events were personalized. Humans and nature were One.

Jung used the Levy-Bruhl’s designation for this process, “partici-
pation mystique”, which “denotes a peculiar kind of connection
with object and consists in the fact that the subject cannot clearly
distinguish himself from the object”: “This identity results from an a
priori oneness of subject and object” between ego and Self (Jung,
1971: 781). We find this original unity as source of life and of
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consciousness in very different myths on creation and cosmic events.
Reality that explained life was invisible and non-material. A “spirit
of totality” integrated all the elements of existence.

If, for primitive peoples, life had to be lived in accordance with
the natural order of the spirit, it was a natural consequence that
their therapeutic procedures would have the same focus (Mauceri,
1986).

The quality of observing nature as transcendent is found in the
majority of archaic religions and led to the development of medi-
cine, where respect for the spiritual and for the search for greater
significance as regards disease and health were basic. The one who
cured was the mediator between cosmic forces and the patient, and
his value was based on the belief that he was an extension of the
relationship of the primitive with the cosmos.

The shaman was the specialist who mediated this order to the
patient. Myths were transmitted by word and materialized in totems
and in images. The shaman, as mediator, had, therefore, the function
of contacting spiritual forces. A cure was never attributed to him.
His status was earned through his ability to precipitate “ecstasy”. He
would listen to the patient’s history not in search of a symptom, but
rather to discover what the patient’s error had been. The disease was
invariably the outcome of violating a taboo or offense to the gods.
A cure lay in re-establishing the link of the human with the divine
through repentance and sacrifice.

This idea also appears in the Bible, where we might consider
Miriam, the first recorded example of punitive disease in Jewish—
Christian culture. On criticizing her brother Moses for marrying an
Ethiopian woman (dark skin), Miriam’s own skin “became sickly
and white as snow” (leprosy) and was cured only after seven days of
repentance and sacrifice (Numbers 12:1-15).

Rituals of different types, offers to placate the divine wrath, and
techniques for sacrifice were developed. One good example is found
amid the Tucano Indians in the Amazon region, where disease is
known as doré, a term derived from doréri, which signifies “that
which was sent, to order”. Disease among these Indians is inter-
preted as a product sent by a supernatural agent, as a form of
punishment to those who disobey the moral norms of the tribe. On the
other hand, doréri also means “to transform into something by
means of the imagination” and, in this sense, disease and transform-
ation are interconnected concepts. Here disease may have many causes
(different transgressions) but always a purpose: “transformation”.
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The supernatural agent who has “sent” the disease, usually in the
form of an animal, must be discovered and transformed, just as the
patient is transformed when he interacts in his imagination with this
animal, until he has subdued the animal. The function of the
shaman is to intermediate this discovery by “invoking” invisible
powers and strengthening the body by means of infusions and
beverages (Reichel-Dolmatoff, 1971).

Thus, as the primitive medicine man also had knowledge of the
medicinal properties of herbs, of music, and of verbal therapy
(words were of great power in a non-literate culture), he provided
two basic necessities of humans: a spiritual search and health.

All the civilizations that succeeded primitive society lent continuity
to this train of thought. The Hindu, Egyptian, Chinese, Babylonian,
Chaldean, Persian and ancient Greek civilizations built cosmogenic
myths and had astronomy and “cure” as basic “science”. In all these
cultures, we can perceive the interconnection between empirical
ability and spiritual belief (Solié, 1976).

The medicine man—doctor—priest fulfilled the physical and spiritual
needs of the patient in such a way as to conserve the harmony
between psyche and nature. To a certain extent, the shaman was
a forerunner of the use of the techniques of trance, psychodrama,
dream analysis, suggestion, and imagination. However, while the
shaman remembers the values of his culture with his patient, through
collective myths, the modern psychotherapist seeks the patient’s
personal myth in his unconscious past.

Perhaps one of the great differences between primitive and mod-
ern humans is precisely this excessive “personalism”. In an era of
rationalism and technical knowledge, humans can dissociate from
religious values and those of nature. The religious need became dis-
sociated from the culture. Modern humans began to believe that
through science and technology they might prevail over nature and
that, therefore, the need for the spiritual, for significance, would be
less relevant. And this has been one of the myths of our era,
inherited from Greek medicine — the most important and perhaps
the most developed science among the Greek people.

The Greek model

The Greek physicians were the first to separate the spiritual category
from the material, and to develop a scientific approach such as we
use today: observation, analysis, deduction, and synthesis.
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Separating the study of beings and of the qualities of spiritual life
was a prerequisite in order for Greek philosophers to understand
natural phenomena. However, the idea of a controlling principle in
the cosmos remained indispensable as a first reality in cosmology.

The concept of Nous, director intelligence, was considered the
creative force that differentiated the material world through its ordi-
nating activity. Nous was not on a par with a personal creator, God;
it was closer to the idea of God, the Creator. To the Greek doctors,
the world and the cosmos were recognizable and order prevailed in
the multiplicity of things and in the unity of mutable diversity.

Use of music and the words of a spell were in common use in
processes of cure. All acknowledged the curing power (“magic”) of
the words and used them to expel “daimons”, the malevolent spirits
of disease. Internal harmony might be obtained by music, diet,
understanding dreams, and meditation that led to stability of the
union between psyche and soma.

Plato, one of the most important figures of eastern thought in the
mid-fourth century AD, recognized the primary role of medicine
among the Greeks, and often alluded to the methods of the doctors
in his Dialogs. If, in Phaedo, he stated that medicine should be an
object of total man, and that a cure must direct the soul, in Charmides
Socrates makes these ideas even more clear in his discussion with
Critias:

as you ought not to attempt to cure the eyes without the head, or
the head without the body, so neither ought you to attempt to
cure the body without the soul; and this, he said, is the reason
why the cure of many diseases is unknown to the physicians of
Hellas, because they are ignorant of the whole, which ought to
be studied also; for the part can never be well unless the whole is
well . .. And therefore if the head and body are to be well, you
must begin by curing the soul; that is the first thing. And the
cure, my dear youth, has to be effected by the use of certain
charms, and these charms are fair words; and by them temper-
ance is implanted in the soul, and where temperance is, there
health is speedily imparted, not only to the head, but to the
whole body . . . Let no one persuade you to cure the head, until
he has first given you his soul to be cured by the charm. For this,
he said, is the great error of our day in the treatment of the
human body, that physicians separate the soul from the body.
(Plato, 380 BCE)



Models of disease and the healing process |1

The importance that Plato attributed to the noetic value of words
and to the receptivity of the same by the patient is clear. In another
text, his insights as to the notion of a placebo are marked. We might
say that traditional psychotherapy associates to Plato through the
emphasis that he gave to words in the process of a cure.

In the same period, over 200 temples of incubation dedicated to
the god Aesculapius spread throughout Greece, Italy, and Turkey.
Without a doubt, these were the forerunners of modern holistic
treatment. A global vision of humanity predominated at these cen-
ters, and treatment was carried out by means of special baths,
theater, medicinal herbs, sleep, and interpretation of dreams, all in
a beautiful, pleasing environment (Solié, 1976).

Hippocrates of Cos, in the fifth century BCE, was from a family
of several generations of physicians and members of the Circle of
Aesculapius, and is today regarded as the father of medicine. With
his observations and deductions, Hippocrates gave rise to modern
medicine; words had a lower status in therapeutic methods. The
rational attitude and therapy oriented by causality, with new methods
for observation and treatment, took the place of the value of words.

Hippocrates regarded the brain as a receptor of phlegm, a redun-
dant mixture liberated to relieve the body of extra heat. The heart was
regarded as the seat of the soul. To Hippocrates, “anger contracted
the heart, raised the heat, and carried the fluids to the head; whereas a
peaceful mind, euthymia, expanded the heart” (Simms, 1980).

If we take these observations not in the concrete, physiological
sense, but in a symbolic sense, we will see how correct they are. These
are the expressions of feelings and of sensation from the point of
view of the subject who experiences cardiac alterations. However,
depreciation of the verbal mode limited the possibility of correct
guidance between psyche and soma — the basis of psychosomatics.

Greek science was the start, therefore, of types of methods that
were to become standard procedures in the medicine and psychology
of our era. There was one great difference, however: the greater pur-
pose was the search for knowledge of nature, and not the desire to
dominate or change it.

Many centuries separate us from this position. For development, it
was necessary that humans divide knowledge into compartments,
separating religion, philosophy, and science. This tendency grew
more pronounced through the eras until in the sixteenth century,
with René Descartes, it became explicit, when he made a clear
distinction between mind (spirit) and matter.
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The Cartesian model

The Cartesian model emphasizes that matter is reality separated
from the activity of the mind, although eventually, it would be
associated to it on a divine plane. The body might be compared to a
machine that would function equally well for good or evil, with or
without the psyche:

I take the body to be no other than a statue or machine made of
clay, which God created.
(Descartes, 1971: 120)

Although Descartes did not doubt that the origins of the spirit and
of matter were in a single sphere (the divine), his methods were later
interpreted as proposals to render matter and the spirit irreconcilable
principles.

In a revision of the Cartesian method, Brown (1990) analyzes that
the reason for our having made Descartes the villain creator of dual-
istic thought is the difficulty, even today, of dealing with the com-
plexity of these phenomena. In truth, when we read his Discourse on
Method more carefully, we will see that Descartes describes mind and
body as intimately related, interdependent. In Meditation VI, “Of
the Existence of Material Things and of the Real Distinction
between Soul and the Body of Man”, he argues that the soul is not
merely “lodged” in the body “as a pilot in a vehicle”, but rather that
“he is very intimately connected to it ... in such a way that both
make up a whole” (Descartes, 1988: 63). In Passions of the Soul,
Descartes describes a series of states of mind as proceeding from or
the consequence of alterations in the body. Both to Wilson (1980)
and to Brown (1990), the true Descartes described not a rupture of
mind from the body, but rather interaction that exposed the deep
somatic bases of the affective and perceptive states. Far from denying
mind-body interaction, Descartes supported it when he specified
one place in particular where mine and body interacted — the pineal
gland — although he saw the body, like a machine, as functioning
without the direct intervention of the soul. Experiencing a feeling
would be the outcome, and not the cause, of material, somatic
action. Moreover:

Although I may have a body to which I am closely bound, how-
ever, since on one hand I have a clear distinct idea of myself, in
the measure that [ am but a thinking and extensive thing, and
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that, on the other, I have a distinct idea of the body, in the
measure that it is but an extensive item and that it does not
think, it is certain that I, that is my soul whereby I am what I am,
is entire and truly distinct from my body and that it may be or
exist without same.

(Descartes, 1988: 66)

Probably owing to the complexity both of his thought and of the
phenomenon in itself, the majority of the contemporaries and clin-
ical successors of Descartes understood his profound philosophy but
little. Descartes was to a certain extent stigmatized as a “creator” of
mind-body dualism, both in the positive sense, to promote scientific
thought, and in the negative sense, more prevalent in the present day,
to hinder a fuller understanding of humans.

The end of the eighteenth century lent greater emphasis to reason,
while “God” had something to do with words. Rationalism, the con-
dition of accepting the knowledge verified by means of the intellect,
became the first principle.

There was also an increasing tendency to separate religion from
science, mysticism and beliefs from “objective” knowledge. From the
psychological point of view we might say that, in the search for
consensual knowledge, the collective consciousness at this time
would have achieved greater separation of the ego in relation to
unconscious contents.

With the separation of religious faith from reason and science, one
more stage in the collective de-integration process would have been
attained.

The romantic model

If in the field of science a new model was gaining strength and
power, medical practice, even in the first half of the nineteenth
century, followed a romantic model where state of health was attrib-
uted to the interaction of different factors. The principal source of
therapeutic knowledge was the clinical observation of patients, as we
may observe in countless reports of the times.

Also referred to as romantic medicine, this model contested pure
rationalism with the rediscovery of the irrationality of the psyche.
Human beings were thought of as a unitary, global field rather than
an aggregate of particles (Gusdorf, 1984).

Disease was defined as a non-natural imbalance caused by the
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interaction of biological, moral, psychological, and spiritual factors.
And, as such factors were very personal, physicians rarely prescribed
specific treatment for one disease. On the contrary, according to the
romantic model, they emphasized the idiosyncrasies of the patients
in laying out plans for treatment (Rosenkrantz, 1985). Even when
suffering was located in one specific organ, it was observed that the
organism reacted as a whole, in the form of resonance or compensa-
tion. All bodily disease, it was believed, might express itself in dis-
orders at the level of consciousness, in the same way as psychological
diseases would belong to an organic field. Symptoms would be
linked by a relationship of correspondence and of reversibility that
would be beyond mechanistic interpretation.

There is, therefore, a paradigm of a unitary, organic, and mental
field, with recognition of mutuality pertaining to clinical signs: “The
diseases of the soul may be written on the body from a material
aspect and, reciprocally, bodily disorders may have corollaries within
mental space” (Gusdorf, 1984: 259). A man who was ill was regarded
in his relationship with himself, with others, and with the world,
integrating art, science, and religion.

It was at this time that psychiatry became definitely incorporated
into medicine and, as we shall see later, this period also saw the advent
of the term “psychosomatic”. Philosophers such as Schelling and
Carus were to influence the development of the theory of C.G. Jung,
mainly as to the concepts of the collective unconscious and the Self.
For example, Schelling’s concept of the archetype as primordial por-
trayal of the organism within a functional rational unity matches the
pathology of totality in therapy concerned not with applying to each
symptom an appropriate medication, but rather with interpreting
symptoms as symbols of a simultaneous situation for which we should
utilize a global remedy (Gusdorf, 1984). These are ideas that, with
better elaboration, were to become one of the bases of analytic theory.

At this time, therefore, the treatment for a specific disease varied
in accordance with the circumstances of the patient. Regimes were
prescribed that included medication, diets, modified behavior, and
changes in residence, and implied deep knowledge of the patient.
Within this model, the doctor—patient relationship had a central role,
and sensitivity to psychological factors was very important. A review
of the literature of the nineteenth century shows that hundreds of
articles described the psychological components of somatic disease
(Warner, 1986). W. Osler, an eminent nineteenth-century English
doctor, stated that:
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In the medicine of the future, interdependence of mind and
of body is to be more fully recognized and the form whereby
one may influence the other is hardly possible to imagine at the
present time.

(Lipowski, 1984: 160)

The biomedical model

Reductionism, determinism and universalism

The end of the nineteenth century, however, saw the onset of much
criticism of the romantic model, above all because it was predomin-
antly empirical and did not allow any generalization. Within this
model, knowledge obtained with one patient could be applied to
another only in a very limited fashion, for it depended basically on
clinical observation.

Little by little, the biomedical model, based above all on experi-
mental physiology, became more influential (Myers and Benson,
1992). Disease came to be defined as a deviation from the normal,
and no longer holistically as non-natural imbalance. A focus on
interaction between psychological, biological, environmental and
personal factors was replaced by emphasis on biological abnormal-
ity. Clinical observation was gradually superseded by the experi-
mental approach that came to be regarded as the main source of
scientific knowledge.

Emphasis on body systems as a whole was replaced by a tendency
to reduce systems to smaller parts, with each subsystem considered
separately. At the same time, the focus was transferred from the
individual to universal aspects of pathology. Finally, materialism
took the place of a former trend that had considered moral, social
and psychological (non-material) factors in dealing with the patient.

Thus, a change from the romantic model to the reductionist model
was inevitable. Formulating disease as a separate entity marked by a
deviation from fixed physiological norms required that the body be
thought about as a set of related, though relatively independent,
systems.

The search for specific etiology directed this trend even further
towards reductionism, because it sought the discovery of one single
specific cause of disease, rather than leading the patient to the res-
toration of balance. In addition, reductionism was indispensable to
experimentation in a laboratory that demanded that a system be
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controlled by one or a few variables. This afforded conclusions on
the contribution that each part made towards the whole, for here the
functions of the total organism could be extrapolated and understood
by an analysis of its lesser parts.

The trend towards universalism — emphasis on those aspects of
disease that were universal — was also inevitable. With the acceptance
of a biomedical model, the norms for countless physiological
(temperature, arterial pressure, etc.) and psychological (sensations,
thoughts, emotions) parameters were described. Reference to the
patient as an individual was set aside because it was believed that
these norms were essentially universal and, thus, deviation from
them would be regarded as a disease. Measures, tests and diagnoses
could be done without considering social, moral, and psychological
characteristics of the patient. In this way, the practice of focusing on
specific qualities of the patient was discouraged. Psychic and social
factors were regarded as “epiphenomenon” with no impact on the
body and, therefore, were left out of the clinical treatment.

The biomedical model also incorporated strong materialism. Non-
material factors were not susceptible to being easily measured in the
laboratories and were thus neglected (Myers and Benson, 1992). If
the “ideas” did not have “material” power, they would not be taken
into account, because they would not have any effect on the body
(Foss and Rothenberg, 1987).

The study of the semiology of disease, i.e. the science of the signs
of a disease is from this period. The signs were no longer seen as the
symbols of a disease, but rather as external manifestations of a dis-
ease. Descriptions of color, smell, sound, consistency, temperature,
physical dimensions, etc. led to greater objectification reinforced by
the development of technology. Here, mind and behavior were
observed as quasi-physical entities, divided into sensations, ideas,
feelings, for they had a place of representation in the brain and were
measurable (Fabrega, 1990).

In addition, each disease began to be seen as having different pat-
terns of development. At first, it was thought that these standards
were made up of anatomical and physiological lesions. Only later, in
differentiating “internal” from “external” signs, were “psychological
lesions” thought of, as in neurosis or hallucinatory phenomena. The
elaboration of a concept of hallucination and neurosis as phenomena
that were “internal” and psychological in origin contributed to
the distinction between that which is “purely” psychological and
that which is “purely” physiological, and to the development of
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psychopathology (Fabrega, 1990). This distinction between abnormal
states of body and mind would later lead to the concept of
psychosomatics.

The semiologic approach to the study of diseases, both physical
and mental, was also used in the phenomena referred to today as
psychosomatic, such as a state of chronic fatigue. For example,
exhaustion of unknown organic cause was and still is regarded by
many clinicians as a sign of depression and, therefore, not as “real
exhaustion”. The complaint of organic disease without a biological
basis is even today regarded as false by traditional medicine. It
is left to one side or reduced to a phenomenon that is “purely”
psychological and, consequently, of “less worth”.

In conclusion, as we enter the twenty-first century with a frag-
mented vision of humanity, the emphasis on studying disease is on
compartmentalization, objectivity, the concrete, and standardiza-
tion. The determining myth is that which tells us that humans may
dissect, manipulate and dominate nature. These factors have shaped
our concept of disease and of the mind—body relationship, also laying
a basis for the concept of psychosomatics.

The psychosomatic concept

Both in the field of medicine and in that of psychology, there is
considerable misunderstanding as to the concept of the psyche-body
relationship with disease. Concepts such as hysteria, conversion
mechanisms, somatization, and psychosomatization have been used
with the same significance in different articles. In dealing with em-
pirical research the problem is aggravated, as we shall see. Many
authors seem not to be concerned with definitions or theories, and
conduct an empirical study without defining the concept employed.
Even when the term “psychosomatic” is used, there is no consensus
as to its meaning.

Historically, it seems that the first time this term was used was in
1808 by a German psychiatrist, Heinroth, in attempting to explain
the origin of insomnia. Later, it was adopted (but rarely) by German
and English doctors (Lipowski, 1984). According to Heinroth:

As a general rule, the origin of insomnia is psychosomatic, but
it is possible that each phase of life may, in itself, supply the
complete reason for insomnia.

(Margetts, 1950: 403)
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Later, in 1828, Heinroth introduced the term “somato-psychic”.
While the latter was applied to diseases where the organic factor
affected the emotional, “psychosomatic” indicated the power of
“amorous passion over tuberculosis” (Haynal and Pasini, 1983).

It is considered today that Deutsch in 1922 was the first author to
introduce the term “psychosomatic medicine”, although it was
Dunbar (1935) that provided the principal base for the formation of
this area with systematic observations and the application of scien-
tific methodology. Although Dunbar herself did not consider the
term adequate because it did not express the fact that mind and body
are aspects of a fundamental unit, in the absence of a better option
gained currency in the public and scientific domains. Dunbar, who
was influenced by Jung and Deutsch, founded the American Psycho-
somatic Society and its journal in 1939 (Editors, Psychosomatic
Medicine, 1939).

Shortly before writing her book, Dunbar visited Deutsch in Vienna
and Jung in Zurich (Kornfeld, 1990). Jung was at this time involved
with studies to test psychophysiological reactions resulting from
activation of the complexes, and also with the study of typology and
physical manifestations. He states:

The distinction between mind and body is an artificial dichotomy,
an act of discrimination based far more on the peculiarity of intel-
lectual cognition than on the nature of things. In fact, so intimate
is the intermingling of bodily and psyche traits that not only can
we draw far-reaching inferences as to the constitution of the
psyche from the constitution of the body, but we can infer from
psychic peculiarities the corresponding bodily characteristics.
(Jung, 1971: 916)

On her return from the United States, Dunbar continued the studies
that became a stimulus to founding of the Society, which is still
probably one of the largest and strongest in this area. In the editorial
of the first issue of Psychosomatic Medicine (1939) we have the fol-
lowing definition, which remains uncontested and has guided the
work of this group:

Its objective is to study the interrelation of the psychological and

physiological aspects of normal and abnormal function of the

body and integrate the somatic therapy in psychotherapy.
(Editors, 1939: 3-5)
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The publication of Dunbar’s book, followed by the founding of this
Society and of the journal, are regarded as marking the emergence
of the field of psychosomatics as an organized field of scientific
research, and gave rise to a movement intended to transform clinical
attendance. However, as we have seen, in defining the field of psycho-
somatic medicine the editors of this journal positioned it as the
interrelationship between psychological and physiological aspects of
the functions of the “body”. This is a biased affirmation and yet,
at the same time, proposes the application of an organic approach
in psychotherapy. In another passage in this article, the editors
emphasize mind-body dualism in proposing that this field be separ-
ate from psychiatry and, we might add, from psychology, all of
which exacerbated the mind-body dissociation (Lipowski, 1984). At
this time, researchers from other areas developed similar studies
demonstrating the mind—body relationship, according to the scientific
parameters of the time.

In the 1930s, studies in psychophysiology developed by Pavlov
and Cannon became an integral component of psychosomatics in
focusing on the mechanisms that related the psychological variables
to bodily functions. However, in applying classical experimental
methodology, they also reinforced the dualistic view.

The Gestalt psychology of Kohler, Koffka, and Wertheimer in the
1920s and 1930s arose as a reaction to this experimental and labora-
tory psychology, with the thesis that the body could not be under-
stood from the study of its isolated parts, but only as an irreducible
totality with laws of its own (Heidbreder, 1964). According to Kohler,
the function of each element would depend on the structure of the
whole and on the laws that rule it (Kohler, 1947). As we shall see, this
idea was taken up once more in the present-day holistic model.

Another important contribution to the area was that of Selye
(1956) with his discovery of the syndrome of general adaptation,
today more commonly known as stress syndrome. Selye defined
stress as “the sum of all the non specific effects of the factors (nor-
mal activity, disease producers, drugs, etc.), which can act upon the
body” (Selye, 1956: 42). “Stress is a condition, a state and although
as such it is imponderable, that it manifests itself by measurable
changes in the organs of the body” (Selye, 1956: 43). “Stress is usu-
ally the outcome of a struggle for self-preservation (the homeostasis)
of parts within a whole” (Selye, 1956: 253).

Although his approach and research clearly follow a reductionist
and organicist model, they lead to deeper reflection. Selye affirms
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that there is an element of adaptation in every disease. According to
him, there is a group of diseases that he describes as diseases of
adaptation, which would be defensive and adaptive reactions of
the body, a blend of defense and submission. Some diseases would
be caused by an excess of defense, others by an excess of bodily
reactions of submission.

The basic implication of his ideas for psychosomatics is the dis-
covery of how much and in what way the body is transformed under
stress. According to Selye (1956), by “dissecting our difficulties
[we may] clearly distinguish between the part acted by the stressor
and . . . our adaptive measures of defense and surrender”. Although
he affirms that “man’s ultimate aim is to express himself as fully as
possible, according to his own rights” (Selye, 1956: 253), he lacked
a more global theory about humanity that would allow him to bind
his physiological findings to his philosophical concepts.

At the other extreme, Freud (1891/1954) studied the influence of
emotion on the body with reference mainly to the role of etiology
in the development of symptoms. His concepts of repression and
conversion furnished the instruments that might be applied to the
hypothesis of psychosomatic relationships.

To Freud (1895/1966), the hysterical symptoms appeared when the
affect associated with an idea entered into conflict with the ego and
was consequently repressed and discharged in somatic symptoms
and innervations. Freud used the term “conversion” to refer to pro-
cesses where excitement was transformed into hysterical symptoms,
and “somatic compliance” to signify organic susceptibility prior or
simultaneous to the trauma that would serve as a “bed” to hysterical
conversion. However, he confined these hypotheses to hysteria and
did not extend them to organic disease.

In presenting a formal theory of the unconscious within the
scientific frame of reference of his times, Freud suggested that the
psyche had a specific measurable topography and activities. Freudian
thought also led to an explanation of the development and dynamics
of culture. His theories of instincts, repression, guilt, and sublim-
ation formed the basis for a theory on social life and on society. To
him, instincts were primary forces in human life and the function of
an individual would be to attain a balance between these forces and
the external world, owing to the demands of the superego and of the
principle of reality. The individual would, therefore, repress his
instinctive life and his desires so that there might be integration on
the social level, which, in turn, generates anxiety and mental disease.
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Any emotional transaction would be a psychological dealing, not a
question of liberty or moral freedom. Freud could not admit that
these essential transactions would come from the spiritual man, not
in a struggle against himself, but in search of significance. While
Freud discovered the unconscious, he overestimated his power and
limited its expression.

According to this focus, therapy allows the psyche to attain indi-
vidual accommodation with one’s condition of life, lending one
greater energy, but without giving one the reason to employ it. In
believing that the origin of religious thought was the expression
of psychic dependence, linked to the need to diminish fear of the
unknown, Freud intended to liberate humans from repressive fear
dictated by religious institutions, believing that they could thus
accept the finality of death and the absence of a spiritual force with
equanimity. This was one of the points that led to the historical
rupture with his disciple Jung.

Owing to the fertile development of psychoanalysis in this period,
most of the scholars of psychosomatics up to the end of the 1940s
based their studies on this approach. The most significant example is
the development of the School of Chicago under the direction of
Franz Alexander and Thomas French.

Alexander was strongly influenced by psychoanalysis, by Gestalt
psychology and by advances in neurology and endocrinology.
Although he considered that somatic and psychological phenomena
occurred in the same organism, and were merely two aspects of the
same process, he did not escape in practice from a dualistic vision:

Psychosomatic research deals with processes in which certain
links in the causal chain at the present stage of our knowledge
lend themselves more promptly to study by psychological rather
than physiological methods, in that a detailed investigation of
the emotions as brain processes are not sufficiently advanced.
Even when the physiological base of the psychological phenom-
ena is better known, we can probably not do without the
psychological study.

(Alexander, 1923/1989: 47)

Alexander worked with the hypothesis of specificity of the disease
according to which “the physiological responses to emotional, normal
and morbid stimuli, vary in accordance with the nature of the emo-
tional state that unleashes them” (Alexander, 1923/1989: 55). There
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would be a specificity (organic) in the manner whereby a psycho-
logical motivating force might express itself (Alexander, 1923/1989:
57). Thus, each disease would correspond to an emotional picture or
to a type of personality. Alexander described seven diseases later
known as psychosomatic, but he considered that “every disease is
psychosomatic since the emotional factors influence all of the pro-
cesses of the body, by means of nervous and humoral routes”
(Alexander, 1923/1989: 44).

Although the concept follows a linear, causal, and reductivistic
model, Alexander made extremely significant descriptions and clini-
cal analyses, particularly if they are interpreted in the light of a
broader theory.

Within the psychoanalytical line, another outstanding contribu-
tion is that of the Psychosomatic School of Paris through Marty,
M’Uzan and David (1963). Here, the central idea is that psycho-
somatic patients differ from others by the poverty of their symbolic
world. They dream little and their dreams are “realistic”. There is
little psychic elaboration and their thought is of the operatory type,
imprisoned in concrete and in pragmatic orientation. A psycho-
somatic patient would have little connection with his unconscious
mind. In the face of any stress on the part of the patient, through
incapacity to symbolize he would react with somatic disease. These
authors state that organic diseases, unlike neuroses and psychoses,
lack any sense and have no symbolic significance, with psychic and
organic disease being incompatible.

Sifneos and Nehemiah developed a similar idea regarding the con-
cept of alexithymia in 1970.' To them psychosomatic patients would
be alexithymic, i.e. incapable of defining and expressing feelings, and
having difficulty in recognizing feelings (Sifneos and Nehemiah,
1970).

In spite of the heuristic worth of this concept, it has had limited
acceptance, as it goes against most of the clinical observations of
professionals:

In practice, however, we see psychosomatic manifestations
develop into hysterical, obsessive and psychotic persons. We can
see psychosomatic symptoms being incorporated to significant
associative chains in neurotics or articulated to deliria in psy-
chotic persons, although we also observe the existence of patients
classically somatizing, as per Marty.

(Santos and Otelo 1992: 110)
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The problem in psychoanalytical conceptualism in psychosomatics is
to work with a symbol only on the verbal, abstract plane. In con-
sidering that somatization does not have a symbolic significance, and
is but a signal of a dysfunction, the French School loses a direct
route for work with the unconscious and gives rise to a technical
difficulty. Thus, Marty (1990) proposes to psychoanalysts a thera-
peutic non-psychoanalytical form of work, such as using relaxation
techniques for somatizing patients.

Although the psychoanalyst McDougall (1986, 1989) refers to
these alexithymic patients as normopaths, i.e. those that use false non-
affective normality in order to adapt, she considers that many organic
patients are not within the framework of this approach and, as we
shall see, she makes some valuable observations.

We shall see, therefore, that many ideas were developed without a
coherent framework that would group them and that would afford
coherence between theory and therapeutic practice.

According to Mello et al. (1992), psychosomatics has evolved in
three phases:

(a) initial or psychoanalytical, with a predominance of studies on
the unconscious genesis of diseases, on the theories of regression,
and on secondary benefits in falling ill, among others

(b) intermediary or behaviorist, characterized by stimulus to research
inmen and animals, in an attempt to frame the findings in the light
of exact sciences and lending great stimulus to studies on stress

(¢) actual or multidisciplinary in which the importance of the social
and of psychosomatic vision as an activity essentially of inter-
action emerges with interconnections among several health
professionals (Mello et al., 1992: 19).

We could add that in the third phase, where we are now, there is not
a coherent theory. The model that we still use follows the classical
biomedical model.

In the words of Castiel:

The trail to be followed in search of a proposal that is more
consistent for constitution of a paradigm that produces more
effective psychosomatic interventions must include theoretical
developments, in such a way as to reverse the ideology of a
scientific medicine man that has permeated medicine and that
originates in the positivist tradition of the XIX century. In this
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way, medical thought is impregnated with the curative model . . .
We thus resort to interventions that have had an important degree
of effectiveness, but that now, besides producing considerable
iatrogenic effects, are not so effective.

(Castiel, 1991: 272)

We may observe, therefore, that the concept of psychosomatization,
although it represents a new de-integration in the collective con-
sciousness, is still immersed in the biomedical model, which may be
summarized as follows: the body is a machine that must be analyzed
and reduced to its smallest parts. Psyche and body have a causalistic
and deterministic relationship and it is possible to differentiate them
objectively. Health is defined as absence of disease, which, in turn, is
defined as poor function of the biological and/or psychological
mechanisms.

Since the 1980s this model has begun to lose strength and has,
in some sectors, been replaced by the so-called holistic model. This,
as we shall see, partly encompasses the romantic model, has a
parallel in the development of contemporary science and includes a
vision of an ecological and all-inclusive world whereby the universe
is seen as a live interconnected system.

As Campbell says:

New myths have arisen from the idea that man came from the
earth and was not thrown here from somewhere . .. man is the
earth, is the conscience, the eyes and the voice of the earth . ..
All of the planet is one single organism.

(Campbell, 1990: 25)

Up to the present time, no conceptual or institutional theoretical
frame of reference has been established that may situate the problem
of health and disease within a new paradigm. We must, therefore,
gradually formulate a new theoretical approach and develop methods
of research and treatment accordingly.

The holistic model

Indeterminability, relativism and pluralism

“Holistic” is a word that comes from the Greek holos (whole).
According to Weil, it was first used in science in 1926 by Smuts in the
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book Holism and Evolution to designate the concept that the universe
is in constant formation. A vital force is responsible for the forma-
tion of complexes on different levels: ideological, biological, and
psychological (Weil, 1990).

To Smuts, totality is a fundamental characteristic of the universe;
product of a propulsion to synthesize that comes from nature.
“Holism creates itself and its final structures are more holistic than
its initial structures” (Ferguson, 1980: 156). Therefore, totalities are
dynamic, evolutionary and creative. They cannot be understood by
dissection into parts. They cannot be predicted by observation of
their components. Many years passed before the term “holism”
could be incorporated in different areas of knowledge.

Progress in molecular medicine, in neurobiology, in genetics, and
in the application of quantum theory in biology has broadened our
manner of seeing the mind-body relationship and has led to new
reflections on health and on disease. Modern scientific thought, in
physics and chemistry as in biology and psychology, has led us to a
vision of the world that is, to a certain extent, close to that of more
traditional and “natural” cultures. Thus, new trends have begun to
posit a holistic principle or psychic force greater than any neuro-
biological event, and the molecular descriptions of psychic life have
begun to reveal mind-body interdependence as a significant unit.

Quantum physics has taught us that matter and energy are two
different aspects of the same reality, and that their physical charac-
teristics may be observed only as statistical probability. This inde-
terminability is, in fact, a function of the matter—energy relationship
with the mind of an experimenter. Therefore, quantum theory ques-
tions the principles of causality and determinism, leading to deep
changes both in human and in biological sciences, just as in the
theory of evolution and in psychology. Within this paradigm, vital
force (like gravitational force, among others) cannot be known
reductively. We can measure their effects, but in essence they are
non-demonstrable.

If the molecular level is useful for the study of physiological events,
it is on the quantum level that matter and psyche meet. Modern sci-
ence thus suggests the problematical nature of knowledge and leaves
to one side the idea of a consensual, normative, objective world.

Here, the idea of normal and universal is questioned. Martins and
Bicudo state that:

Just as the position or momentum of a particle, the motivations
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and attitudes of an individual are not objects that present char-
acteristics that can be objectively measured; rather, such charac-
teristics are related to the place, moment, manner, and to why
they were measured.

(Martins and Bicudo, 1989: 69)

Laszlo (1993), one of the most prominent scientists of our era, in his
quest for a unified theory affirms that science is on the threshold of
another “revolution” that promises to be even vaster than the
Copernican revolution, and it can only unfold across the disciplines
as a more holistic, systemic approach, as a cosmological revolution,
in the sense in which cosmology has always been the science of the
whole of reality.

In the field of psychosomatics we find some publications that
attempt to integrate these concepts within a new definition:

Psychosomatic is a term that refers to the inseparability and
interdependence of the psychological and biological aspects of
humanity. This connotation may be referred to as holistic, in
that it implies a vision of human beings as a totality, a mind—
body complex immersed in a social environment.

(Lipowski, 1984: 167)

According to Capra (1982), a holistic approach in health and in cure
is in harmony with many more traditional points of view, and is also
consistent with modern scientific theories.

In medicine and in psychology the term “psychosomatic” has
been used, as we have seen, to refer to a disease without a diagnosis
that is clearly organic. The modern use of the term has become
modified. It derives from the knowledge of a fundamental inter-
dependence between mind and body in all of the stages of sickness
and health. It would be reductionism to consider that there are dis-
eases caused only by psychological or organic factors. There are
always many variables involved in the observation of any phenom-
enon. Thus, we should regard all diseases as psychosomatic, in so
far as they involve continuous interrelation between body and mind
in their origin, development, and cure.

LeShan (1992), an eminent psychologist and researcher in this
area, has described the three principles that support modern psycho-
somatic medicine. The first states that an individual exists on many
levels or domains, all of equal importance. To divide them into body,
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mind and spirit has been most common in the Western tradition;
however, other levels may also be used. Second, each person may be
seen as unique and treated as such. And third, the patient must be
encouraged to benefit from his/her autonomy in the process of cure.

According to these three principles, we may help to develop an
environment where the abilities of individuals to cure themselves will
more probably surface to assist an allopathic medical program.
From another point of view, we may say that these principles tend to
produce a superior level of activity in the processes and structures
that we refer to as “the immunological system”, for example. Here it
is important to remember that any system is an offshoot (i.e. “de-
integrated”) that is somewhat arbitrary, and that does not have, as
such, an absolute truth. With other offshoots, other laws have been
discovered; systems that are very different from those with which we
are accustomed would probably have been developed in different
circumstances. The medicine—psychology division is one of these
“de-integrated” systems that will certainly be outdated at some time
in the future.

In conclusion, a new synthesis is necessary. A new de-integration
begins to emerge from the collective unconscious, forming a new
model. Our evolution depends on the level of our consciousness and
on our capacity to bring forth the information that is already in the
unconscious.

The holistic model, in resuming former concepts, practices,
methods, and techniques, tries to integrate them in the modern
world. However, we can observe, even among the authors that use a
new approach, the absence of a conceptual model. The diverse
researchers and clinicians in the area, including LeShan, have not
defined the theoretical paradigm that underpins them. Techniques
are applied and tested, in general with good results, but in a form
that is eminently empirical.

On the other hand, on brief reflection, we can see that this new
attitude and the new approach are described completely in analytical
psychology. The principles of the holistic model, as described above,
are found in the theory and in the psychotherapy method proposed
by Jung, even if the latter has not contributed directly to the former.

Therefore, our proposal is to use the analytic model to develop
a theory applicable to the phenomenon of disease and health, in its
interrelation with the psyche-body phenomenon.



Chapter 2

The analytical model

Our brains deal exclusively with special-case experiences. Only our
minds are able to discover the generalized principles operating
without exception in each and every special-experience case which
if detected and mastered will give knowledgeable advantage in all
instances.

(Fuller, 1963: 1)

The psychophysical experiments

Although references to the body/mind issue are rare in analytical
psychology, by 1906 Jung had already laid the foundation for con-
sidering this phenomenon by developing the word association test.

Initially used to diagnose neuroses and psychoses through the
complexes that surfaced during the experiment, and to shorten the
time of “psychoanalysis”, this experiment proved to be an area for
basic observation of human psychophysiology. Jung was speaking of
the these tests’ results when he said:

Physical and psychic symptoms are nothing more than symbolic
manifestations of pathogenic complexes.
(Jung, 1973: 727)

Through these experiments of association, Jung observed that a
complex works as an automaton and replaces the constellatory power
of the egoic complex.

In this way, a new morbid personality is gradually created,
the inclinations, judgments, and resolutions of which move only
in the direction of the will to be ill. This second personality
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devours what is left of the normal ego and forces it into the role
of a secondary (oppressed) complex.
(Jung, 1973: 861)

The ego [is] defined herein as nothing but a complex of imaginings
held together and fixed by the coenesthetic impressions.
(Jung, 1973: 1352)

There is a similarity between the ego and the secondary com-
plexes, for the emotional tone of these is also based on coenes-
thetic impressions, in the knowledge that either one or the other
may be temporarily repressed or split up.

(Jung, 1973: 1352)

Countless cases and studies reported by Jung clearly established the
function of a neurotic symptom as the best expression of conflict
lived 