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Abstract

In this studywe examine autoethnographic data from three critical incichesggperiencedtby

the first author (FA) demonstrating the importance of contexinderstanding medically
unexplained symptos their incidence and underlying pattern§V¥e make the case for
ethnographieasa crucial research straimddiscerning the finer aspects of the patient or client
experience; aspects that might be missed where people are directed along protocolised
pathways of care.The article describes caes fragmented and depersonalising, leading
disembodied exchanges, as reflegtedther autoethnographic studies, particularly those that
highlight the complex relationship and controversies surrounding diaguoosertainty. We

observe that psychological therapists, given the quality of the therapeutic relationship and
sustained attentioto the person’s experience, are well placdd assistin the necessary

processesf re-contextualisation ance-embodiment.

Key words: psychosomatic pain, medically unexplained symuttvauma, patient narratives,

depersonalisation, autoethnography

Introduction

Medically unexplained symptoms account fotapnein five of all GP consultations and 30%
of these are subsequently foundhaveanassociated psychiatric disordensually depression

or anxiety (RCGP, 2014)lt is generally understood that medically unexplained and somatic



symptomscan be triggered or exacerbatdxy emotional distress, which the persoan
experience directly or indirectlyA 2010 study found upo 10% of all NHS spending was
incurredby somatising patients, and the total cost including sickness abdermsver £14

billion per annum (Berminghat al, 2010). Common examples of physical symptoms that
may arise or are exacerbated during times of emotional distress include eczema, alopecia,

fiboromyalgia, or irritable bowel syndrome.

Contemporary literature suggests a stigma associated with pain and other symptoms where
thereis a diagnostic uncertainty (e.g. Wilbers, 2015; Andeetal, 2012; Gaslet al, 2011).

This canleadto suspicion and breakdowirsthe relationships between the sufferer and health
practitioners, their carers, family members, and other interested partiessagbloyers.The

sufferer may feel that nobody understands them leading to, and perpetuating existing, feelings

of alienation.

Controversy and confusion surroutedms suchas ‘psychosomatic’ and‘psychogenic’ — with
existing evidence suggesting that these terms still imply that symptomslanethe mind’

and thus thatthere’s nothing wrong withyou’ (Ricciardi, 2014; Leone, 2011Many people
dread such a diagnosis because the implicaitmt their symptoms will no longée taken
seriously (Hintoretal, 2016; Mobini, 2015)Some strongly resist and fiercely reject the idea
of a psychological elemetd their symptoms/experience and may even believe their symptoms

indicate that somethinig seriously wrong bus being missed.

The current studig a continuation of previous research into the togithe First Author (FA),

a trained psychological therapist, having himself suffered from chronic pain for sixeren ye
This culminatedin 2014,in an autoethnographic study into chronic pain, and what appeared
to beits psychosomatic qualitiesAs in all ethnographic study, particular attention is drawn

the contextsn which events acquired meaning, andas discovered that these contexts had



significant therapeutic valudhis article will explore three critical incidents typical of the data
derived from the study ange will use theseo highlight the importancef context. In doing

sowe make the wider case for ethnogra@sa crucial research strand for advancemants

the ways psychological therapists work with somatisation and medically unexplained

symptoms (MUS).

MUS and the Counselling and Psychotherapy Profession

The substantivditerature on MUS comes from medical discours&t thereis a continued
reluctancein the counselling and psychotherapy (therapy) professioengage with this
literature, with strong antagonisms sometimes expressecbunselling and psychotherapy
(therapy) practitioners towards the medical model (Lees, 2014is, arguably, began with
the work of Carl Rogerén the early 1950s when he used the téchients’ rather than
‘patients’. The challengeto the medical model have increasadecent years responseo

the increasing influence of evidence based practice and managed care on thepnafdssi
its emphasis on medical model principles (Lees, 20Tkhis development has, for several
years, been rebuttdry some therapists: theraps/‘not a branch of medicine nan activity
ancillary to medicine. Most forms of therapy do not focus exclusively on the refief
symptoms, but emphasise creating and explorirgagéonship’ (Alliance, 2009). Attitudes,
leadingto a disinteresin medically-orientated literature, are problematic since this literature
contains many valuable insightsin contrastto such antagonisms, the article unashamedly
draws on medically-orientated literature and aitmsbreak down the conceptual barriers
separating these disciplines. Moreowsg believeit is essentiato maintain a congruence
between the approach takenthe current study, thas holistic and integrative, and the

problematising of the psyche-soma split.



One primary criticism leveled against medical thinkspatit failsto take into account social,
political and economic factors; thiatto say,it is reductive. Yet thereis a substantial body of
literature which includes client stories which stands between medically-orientated and
psychotherapeutic literature and tHistermediate’ literature includes contextual factors
(Fisher and Lees, 2015)ndeed this study will cite several examples of this literatitreuill

also adopt ethnographic methods which are explicitly concerned with examining conceptual

factors.

Ethnography and patient narratives

Thereis a clear cas® be made for ethnography and patient narrativése field of healthcare
research. Andersen and Risgr (2014) observed that even where qualitative regearch
undertaken, for example research into why a patient may delay seeking healthcare, the
themes that are extracted are ofteme-way’ and have the quality othin description’ (in
contrasto ‘thick description’ in Geertz, 1973) thalimit the capacityf the researcto provide
genuine and useful insight into the lived experience of the patienthe authors observed
that where themes are identified, sasithe patient not wanting bother theilGP orto appear

as a hypochondriac, or where a woman delays healthcare seeking becatdid slo¢ put
herselffirst’ thereis little or no investigation into the social and historical contexts of why a

patient might have these attitudes.

A substantial bodpf auto-ethnographic literature demonssats valueasa methodological
approach (good examples include Neville-Jan 2003 and Ettore,i2q@¥6yiding insights into

the lived experience of symptoms. Wilbers, whose (2015) autoethnography explored the
impacts and meanings of h@other’s chronic pain and treatment, made the case for patient

narrativesso that practitioners may more fully appreciate and even anticipate the patient



experience, and argued that this may have tangible implications for, say, wirettzto
prescribe medicatiorf-ollowing spinal cord injury that result@dpermanent paralysis Clifton
(2014) wrote thatnarrative storying” canhelp the patient work through the gradflosing the

use of their limbs and indeed the life that they hadreefe injury, but believed there was not
enough literature available about the processes of adaatitife-changing injuries and
illnesses that would have helped hasa patient going through Barry (2006) argued that a
problem with Randomised Controlled Trial methodologies was that they measured the easily
measurable and typically excluded subtle, but complex, inputs and oufuuteermore she
argued that these same methodologies typically excluded or only gave passing consideration
to the contextsn which pathologies appeared, citing evidence from psychoneuroimmunology
that aperson’s prognoses could be heavily determibgdheir beliefs about health and disease.
Barry noted thatthe use of anthropological forms or evidence nis/more helpfulin
providing a measure of how therapies are working on the real patignat real world, not on

the statistically averagetient.’(ibid p2655).

In this article our intentions to addto the literature on th@atient’s lived experienceoy
providing a narrative, thick description’ (Geertz, 1973) ofan experienceof medically
unexplained symptoms and the biopsychosocial contextgich they are situatedAs an
autoethnogaphic study, the investigatisnbased on lived experien@es the primary data
source.An ethnographer recordscratch notes’ asthey listen and obsergeasto aid memory
during later analysis (Suzué&tal 2005). During the formal period of researrh2014,anapp

on a phone was uséd record any impressions about experience, physical or otherwise, that
felt pertinentto the study of chronic pain and several times a week this raw data was explored
for meaning through purposeful diaryindpuring and after observation, ethnographers ask

guestions about the meaning of behaviour and events (Gerrish and Lacey,2@&L@w data



is the ‘tip of iceberg’ — the visible 10% of the berg indicatiran invisible 90% percent
submergedn the depths - and the diary considered what might be indibgttte particular
data that had been recordedery often links from present experience would be establighed
historical events, memories and dream materidlhe app took on the character of a
seismograplastheFA was ableao record eachtremor’ in real-time. The practice of recording
experiencen this way facilitated the developmentari embodied awareness which enabled
the psychosocial triggers and patterns underpinning the flare ups of his physical sytoptoms
be understood more directlya habit cultivated during the formal research period which Roth
(2012) describeas perceptual tuning’. We will consider later the implications for practice of
the findingsof this research and hoas practitionerswe can assist sufferersf medically
unexplained symptom$o develop their own embodied awareness, make sense of their

condition and manage the psychosocial impacts, for example on identity and relationships.

The following sections describe three critical incidents from KEAés autoethnographic
research regarding chronic paiiach incidenis describedn the form of thick description
which includes the psycho-social context of the experiertés thenfollowed by a brief
reflectionto link the experienc¢o the extant literatureln the first incident, thé&A’s lived
experience of his pregnawife’s ultrasound scan and his symptoms unexpectedly flaring up
‘sets the scene’ in terms of establishing contextual reference pamtthe present dayThe
second incidens a historic event a traumatic bereavement experieatthe age of eighteen
seemdo have been the origin of his chronic symptori$e final incidentan anxiety attack
on a bus, captures the experience of depersonalisatinfout of bodyexperience’ that will
help usto demonstrate the dynamics of disassociaiisinks to ‘conservation withdrawal’
mechanisms that perform a comparable functethe fight or flightreflex. Each narrative

stresesthe physical elements of the experience, and indeed grounds experigrecghysical



frameof reference.Our purposes to challenge the dualistic concegftmental distress vis-a-
vis physical distress that still prevails in conventional medicine (Edwetrds 2010) and
which is now infiltrating the therapy professi@s a result of the influence of government-
sponsored therapy the formof the IAPT scheme.One problem with this scheme that
complex and multi-faceted problems are preseragedeing treatableby psychological
therapists who do not haam understanding of the broader context (see Lees,)2®1&cing
somatic experiencat the centre of the narrativeappropriaten a discussion of psychological
phenomena todayn view of the recognitionjn recent years, of the somatic aspects of
psychological problemsThis idea has been around for a Idimge (Steiner, 1920) but has,
more recently, been acknowledgley a considerable number of scientific researchers who
have identified the relationship between trauma and the autonomic nervous system (Quilmann,
2013), thebody’s systemsn general (allostatic load) (McEwen, 200@he endocrine system
(Meany, 2001) and the immune system (Ramo-Fernaneeal, 2015). Whilst an
autoethnographic case studynique, the study ainte have relevance beyond a single case
by resonating with the experiences of others who present with medically unexplained
symptoms, and the experiences of the practitioners wht tnelp them. As Roth (2012)
observed, the purpose of first-person resemrthcritically investigate phenomemasuch a
way as to articulate experiencéen terms of ‘concrete universals’ (ibid, p17). A central
perspective of the study, whiare will returnto later,is considering the practical consequences
that stem from @erson’s lived experience of having a body vis-a-vis being a bddythis
accountwe will take the latter view and chart a personal journey, underigptiee FA of re-

embodimentn thought and emotion.



Data: critical incidents

Critical incident one: an unexpected surge of myofascial pain

A June dayin 2014. | am sitting in the driver’s seat withmy feet operating the pedaisy
hands on the steering wheel, shifting the gears where nece3seryoads are busy outside
the frame of the vehicle though | managesynchronise our motion with the rest of the traffic
smoothly. I’'m gripping the wheel httle tighter than necessanyy shoulders &ttle hunched.

My wife is satin the passenger seat, her seatbelt positisnesto avoid her'bump’ — not
noticeable yeto those whalon’t know - and yet cushioned within a spherical layer of amniotic
fluid, and anchoredy life giving cords, are two tinijttle embryos, less than 10amlength
each. The prevailing idea that takes foimmy mindis of havingto drive safely, | increase
our distance from the other vehicles, protecting our precious cargo from the thregt of a
sudden jerksr collisions. I'm 32 and yet feel quite naivasthough Idon’t really know what

I’m doing,asthough | were assuming the responsibility of a far better man than myself, a man
far more‘together’ than | feel. Parking up and emerging from the car our physical mode shifts
now— | lift up my chest and shoulders, and although nerves would prnopalongata much
faster pace, | consciously matety wife’s footsteps, because thgsmy role at this moment.

As we enter the General Infirmary and travertsdong, utilitarian corridorsye feel anxios.

It has been four weeks now sireelast‘heard’ from our twins-in all that period where they
are not being scanned, where their heartbeats are not being measured, anythihgweould
happened, they coulzke strugglingin there, or worse, angle wouldn’t have any idea aboiit

We take our seats the waiting room with other mothers, the occasional awkward looking

dad, and restless older childrehplacemy hands self-consciously any thighs andaswe



exchange words | feellatle exposed, because the othgrshe room can hear whate are
saying The radiologist calls us — a Malaysian nurse with a warm smile and a confident
professionalism about her. The rowark, the jellyis cold onmy wife’s tummy,we are all
very polite and make nervous joke$he ultrasound images come into focus on the screen
above the bedsa figure appearing out of a blizzar@lhe nurse announcésvin one” butwe
have already seen hirrhis head, his nose, his arms, his legs, anlitthesheart visibly beatig
away. My eyes fill with tears and | looto my wife whois the same.The nurse takes many
measures of owon’s physiology, those crucial indexes of his health and developridan

she introduces u® “twin two” and there she appears, wriggling and kicking, testing out her
muscles- our daughterso alive andsoreal. We emerge from the dark room grinning and |
feel alittle guilty, not knowing what kind of a day the other familie$he waiting room were
having. As we make our way back through and out of the hospital ouripatferent now-

the clock has been reset and everytlgfge. | feel a familiar pain begito creep acrossyy
face, startingtthe base ainy jaw bone- a raw feeling, a burning and a sore tightnésswe
excitedly exchange reflections on what learned today | feel the pain increasing and wonder
why of all times the pain would be surging nowhe tipping point must have beeny
experience of the scanwasit thetwins’ clean bill of health, the relief that | must have felt;
wasit perhaps the heralding of a different phase of anxiéiyy’re healthysonow | have the
luxury of worrying abouimy responsibilitiesasfather and provideaml| really big enough and

strong enough for this task?
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The next critical incident articulates the original psychosocial comewthich the

MUS first emerged.

Critical incident two: a trauma after a sudden death

A Friday eveningn June,in the year 2000.I’'m eighteen years old, and | have just come
through the door of our terraced hours&Vest Yorkshire.The grownups are awaythey’ve

gone on a road tripThe house suggests silentliye jobs | was meand be doing; plants that
need watering, a pile of washibg the sink. The A-level exams are sitillprocess but | seem
notto be taking these very seriouslyodayI’ve been workingn a factory, packing boxesl
couldn’t pass up on the chane¢ some ext cash. | feel excitedas the weekends just
beginning. Soon people start arriving, and the whole tone of the house chatigesolume
increases, the music brings own atmosphere, joints are being rolled and smoked, the smoke
infuses throughouthe living room and the kitchen. | have only recently discovered ecstasy,
and | take two now swallowing the chalky, bitter tasting pills downonego with a swig of
water, feeling slightly nauseatedthe process. Therga knock on the door andjb straight

for it, but | see before | get there that thisra policeman on the outsidépanic and call out

‘it’s thepolice” and quickly everyone scarpeaeshide anything incriminatingl feel a wave of
panic come oveme-— that naughty boy feeling of butterflies when you kn@w’re in a lot of
trouble. However the policemais not interesteth the drugs. How exactlyhebroke the news

is now something of a hola my memory but | learn that there has been a road acciderd.
members of our family are dead and anotberitically ill in hospital. What | do remember

is feeling like 1am losing my balance; staggering back into the living room, crying without
restraint. Then | head back through the front door and cry some moria ¢l road. The

policeman, evendantell, is finding this assignment extremely difficult adeksn’t quite know

11



whatto say or do.The next few hours are a blamphone calls mad® the hospital for news
andto others who might be abte help. | remember the familiar physical sensations of the
ecstasy startingp take effect- a warm tinglingn my extremities and a lightness that passes
throughoutmy body, pleasurén every inhale and exhaleAnd | feel guilty for having this

completely inappropriate physicakperience amidst this disaster scene.

The morning after the physical experienisaypical of any‘come down’ from an
ecstasy tripas| experienced them slight nausea; slight headache; heavy eyes; concentration
that slips and slips almost like a fever; and crucially a sore jalae sore jaws a typical
experience amongst ecstasy usedsiring the high, one typically grinds their teeth and tenses
their jaw muscles for hours on entllsually the soreness dissipates over the day oram,; |
the only oneasfarasl know whose jaw pain became chronic after a period of ecstasyhse.
jaw painis a permanent feature my life — some days are harder than others but the intensity
of the pain seents depend very much on whiatcurrently happeningny present environment

and experience.

The common factom these two otherwise disparate critical incidents the physical
experience of pairit is beyond reasonable doubt that the bsdgmembering anoh a sense
reliving something of that time, but whatit actually remembering? Rothschild suggests that
we look beyond (or beneath) the narrative memory of that traurtieué; thatis to say,we
look to implicit memories (Rothschild, 2000). Implicit memories are those that are not rooted
in one particulariine or situation- most of us know howo hold and use a pen without needing
to recall the particular timeis childhood whernwe learned these skillsWe remember the
physical procedure angle do this remembering without thoughitform a mental picture of
Pavlov’s dogs, salivating upon the sound of the kadlRothschild makes the case that post-
traumatic stress symptoms are examples of classic conditieniivegentirely healthy wan

whichwe make associations between particular stimuli and concomitant events/consequences,

12



typically so thatwe have a preconscious measfsdetecting and avoiding situations that are
dangerous or frightening, or of being drawm situations that may hold the promise of
something good. Implicit elements of traumatic experience may be identified: these would
not be uniqueo that situation but would be elements will have encountered before and
indeed have encountered sindéhat night,aswith any ecstasy trip, concentration drifteld.
would not holdin place; | felt groundless, not alletake hold of a situation that seented

slip throughmy fingers. | remembeed feeling hollow— almost literally out of not eating, but
also of being dittle fragile and exposed, the way you might fiéefou were coming down
with a cold but you were stifit work or had busineds doin town. The tidal wave of events
seemedto sweepme up violently and withoutmy consent leadindo the experience of
becoming a passenger atodthe fact thagn ability to surf upon or otherwise navigate these
currents of life was found wanting; beyomy capability and level of skill.Continuing the
seafaring metaphom such situations the vessel may appear steady and under control, but |
ammerely bailing out the water. Seen through this lens the jawigaotso much a symbol
pointing backio that particulatime and situation, but rathanindexto a complicated web of
associations certain physical modes that | shift throughmany diverse times and situations.

It becane whatFreud might have called‘aoundary idea’ (Freud 1954, p154) a symbol that
canenter consciousness and indeed praxatibnsciousnesst is associated with the trauma
but crucially along a chain of associatioa®ne step removedits function beingo protect

us from a conscious reliving of the traumatic experien@esto the question of whit was

that jaw pain became that symbol, Freud would perhaps have regaadgdite appropriate:

‘If the traumatic event formed an outlet for itselh motor manifestationt will be this that

becomes the boundary idea and the first symbol of the represseda/’ (ibid p.154).
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In the traumatic situation | was powerless, there was irgly | could actually do, but
channeling all that excess tenstorthe jaw was something that | was inadvertently doing, and

this pattern appeats have become locked in.

Reflection: themes of alienatiorin the patient experience

Writing about hemmother’s experiences living with chronic pain, Wilbers observed that when
the physiciarcandiscern no tangiblecause’ of the pain, and where theieeno objective way

of quantifying the pain, that sufferers of chronic peémfeel their symptoms are not being
taken seriously, theyan’t surelybe as badasthey are making out (2015)Vilbers reflects

that when therés ‘diagnostic uncertainty’ about the cause of the pain, there can be a stigma
associated with the person and their complaints that would not be present had they been
suffering with a legitimate diagnosis suakcancer. In such circumstances physiciacen
become suspicious about@son’s motivations, suspecting secondary gains siseperson’s
desire for disability benefit payments or opioid base pain killers (ibldje danger of this
growing suspicion between doctor and patisrthis canleadto the relationship becoming
strained or even hostile and thus the collapse of any capacity for empathy thavembgdma
possible (Elwood, 2012). When Ann Nevilles’s doctor decided that her own pain was
‘psychogenic’ she felt this was tantamoutat him washing his hands of the situatieif the

pain was'all in thehead’ then somehowt wasn’t real (Neville-Jan, 2003). Subsequently she
feared admittingo doctors she was taking antidepressamtsase this only validated their
dismissal of her physical complaintddoweverin her autoethnography Neville-Jan neatly
dispatched with the false dichoty between mental and physical aetiologyit psychogenic

or real? The answess it’s pain.” (ibid). Neville-Jan reported feeling the pressuoe

14



deliberately look unwell for her consultations; she dslthough the doctor would be looking
at her and thinking that she looked too gdodbe sufferingas muchas she said. The FAs
experience of chronic pais that althought is never debilitatingit is a permanent fixture of
his experienceit always make# presence known, and yiet the medical consultations he
appeardo be fit, well and functioning; thriving everlnder the care of a dental surgeon, he
was once asketb rate his pain on a scale oft® 10 where 0 was no paat all and 10 was
worst pain everHe struggled with placing his experience on a one-dimensional scaleitwhen
seemedo take on meaning, value and quantitythe context ofn ecology of references and
associations. He felt the pressur¢o talk up his pain ando gaveit a ‘7’. Months later,
following a treatment of botox injections that was intenttedaralyse his jaw muscles and
thus afford them a redte was askedo give his pain another ratingHis best answeat that
time was a‘5’ that the surgeon then citad evidence that the botox injections had made a
positive difference although he sat there knowing that the injections had not made any
difference and mumbled somethitaythe effect that he must have overstated the ipaine
first place. Suchis the challenge of communicatiag intensely subjective experienicesuch

a fashion such as it can be ascribed an economic value.

Although the various practitioners were courteous, kind even, he has felt like a piece of
fleshto be worked onasa mechanic would work on a broken down machimbe FA has
been prescribed a change of diet, jaw exercises, pain killers, anti-depressants, a mduth gua
to wearin the nighttime, and the aforementioned botox injections for the jragependently
he has tried osteopathy, has bought magnesiuntoaild into the site of the jaw tension, and
has had two long term periods of counsellingowever all those diverse treatments were
experience@ssomany fragments - they threw the kitchen sk and nothing helped. This

left him feeling frustratedat a loss of faith that anything nogan make any difference with
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corresponding feelingsf self-blame and failuregn experience reportealy other sufferers of
chronic pain (ag1 Doran, 2014). The imageof a patient who has no voice, no capatuty
articulate his wn illness ands only playing a passive role within his own caréside from

a basic exchangef information between patient and practitioner, the conversation between
them can typically be little more than a social convention whilst the practitioner does their
work. This localisms understandable to treat a cancewxe needto kill or otherwise take out

the cancerous cell) fix a hearing impairment a hearing asdfitted. However the physical
site may be more appropriately considessthe epicentre of the pathology, and from htse
effects ripple out through the whole body.
As Kierans observeth the narratives of people with chronic kidney failurgieadaches,
nausea, pain, excesses of bodily hair, weight gain,sarah are also markers of manifold
bodily sensations and imagery that become sulbpecbnstant interpretation and meaning-
making.” (2005 p348).l1t may even be that the physical site of the pathology may asthie
material symbol of a more complex pathologo,in this study, asdiscussed, the jaw pais
alsoan index for mental states that include the slipping of attention, the inalailiget a
foothold, or the feelingf being out obne’s depth. To work at the physical site of pain alone
would seem a rather primitive attitudeif the smoke alarnms soundingwe would not

necessarily tryo repair the alarm itself but search for the source of the smoke.

We hypothesise that such examples of unacknowledged pain, dismissathéitie
point of view and therapeutic pressuceconformto the practitioner’s point of view are
pervasivein the therapy professioas well as the medical profession.The failureto
acknowledge thelient’s point of viewis well-documented.Fonagy and Bateman (2006),
speaking specifically about borderline personality disorder, ascribe the phenotadhen
therapist’s failure to understand mentalisation and seedlient’s mind as separate from the

therapist’s mind. Driven by clinical theory, relational or otherwise, the therapist fails to
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appreciate the state of mind of the cliefhis may resulin pseudo mentalisingy which the
client triesto please the therapisty conformingto his/her point of viewasin the above
examples oit may leado anger (ibid, p.2) or just failintp return to sessions.Lees (2016b)
givesan example of failingo address the physical pain of a client suffering fRamkinson’s
disease because of a preoccupation with relationality and knag necessary for the therapist,
oncehe had realized thigp comment on the distance betweendhent’s and thetherapist’s

point of view.

The next critical incident gives a thick description ofiaés experience of depersonalisation
which seemso indicate a dysfunctional relationship between the conscious, decision making
parts and other body parts more typicatiythe autonomic domain.Subsequent reflection
indicates that dissociative symptoms seas@nother psychosomatic responsehe original

traumatic episode.

Critical incident three: depersonalisation attack on the bus whilst reading a newsyper

A bright May afternoonn 2013. I'm standingat a bus stojn the centreof town with one or
two others looking down the road waiting for our bosppear.I’ve just beerto a meeting
andam smartly dressed, | had made a lot of notes and have a lot oftadeigest but rather
than digesting them nowam allowing my thoughts justo wander, and thiss more out of
tiredness than any healthy decisiotbo much fometo process right nowAs the bus arrives
| takemy usual window seat and retrieve the newspaper fngrhag. My physical experience

is of being firmly plantedn my seat,my body shiftingasthe bus turnsny arms are raised
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beforeme and the texture of the newspaper between my thumb and fiisgersgh. My
attention tunesn to the content of the newspaper and | read thraugarticle aslong asit

holds my interest— in the Middle East Israeli jets have entered Syrian airsfratarget a
weapons facility, anth Germany a 93 year old former Auschwitz guard has been arrested on
chargesof murder. | ‘forget’ thatI’m sat onmy seat on the bus, or about the pressure the
window makes againshy arm and shouldeaswe go around a corner, and particularly about
the feel of the papein my hands -my awarenesss centered around the content of the
individual articles anany reactiondo them; the judgements | mak&here’s nothing strange
about this— neurobiologist Bernard Baars referrem the spotlight of selective attention
(Blackmore, 1996); thah consciousness remain only the necessary elerasiilsminated

by the spotlight, with other elements falling back into the shadows, and because the physical
elements slip out of conscious awarengédsecomes a disembodied experienc&/hat is
strangds what happens nextsuddenlyasthough a tipping point has been reached, | lzawve
awareness that | can no longksl’ the paper betweany fingers. It is asthoughmy holding

the paper has become a conscious idea béferesensation ofne holding it returnsto
awarenessMy experience of this described besgtt first asan ‘out of bodyexperience’ — are
thosemy arms holding the paper? | become very afraidfadl sudden and shake the paper and
slightly jumpin my seatsoasto remind myself that yes these ang limbs, yes bBmembodied.

| amrelievedto observe that no-one else on the bus séeinave noticeany wobble, and the

fear quickly passes.

Reflection: towards explanations of dissociation and depersonalisation
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To gain a sensef whatit felt like try sitting with your hands still on your lap, but then
whilst your arms physically remain where they are imagine that they raise and opsn up
thoughto hold a newspapeiThereis the impression that the arms are theretliprt’s nothing
of substance about thenthey appeaasphantom limbs.n his own autoethnographic account
A Leg to StandOn, Sacks givesin account of his recovery after a serious climbing accident
detached the quadriceps musicléhis left leg. Although the operatioto repair the damage
was a success) the days following the operation Sacks experienced a complete disassociation
from his leg— it no longer felt like his leg, completely paralysed, a dead weight, and wrote

aboutit seemingo existin another dimension, witlis own kind of reality

‘The more | gazed at that cylinder of chalk, the more alien and incomprehehsipfeeared

to me. | could no longer fe@lwas ‘mine’, as part of me.

(Sacks, 1984 p72)

In Sacks” accountt is asthough hianind’s remembering of what his leg ougbtbe like, how

it oughtto feel, did not chime with how the leg presented itself, thus triggering for him
terrifying anxieties about the nature of existence itself. Indeed when Sacks did eventually
recover sensation and movement, and wastablalk again he had described his experience
asa spiritual drama and a journeythe underworld and back (ibid)Vhilst Sacks’ experience
was sustained and the more terrifying for that, the momentary expernénpbysical
derealisation had a similar nature. But this begs the questorwhy, if the sensation of the
paperin between the fingers slipping oof consciousnesss an entirely natural event,
something that would happéo any of us, how thert became a frightening disassociation
event. Returningto the experience of chronic paimthe light of thiswe take the view that
the experiences display a phobia of numbness and pardlysigsthough numb limbs, such

as you might encounter had you been sleepm@gn awkward positionin the night, have
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become a symbol of deathin additionto flight or fight strategies the human being may
alternatively deploy a‘conservation-withdrawal’ mechanism,in which parasympathetic
nervous systeradivity predominates over sympathetic activity and aienmobile, passive
and unresponsive (Schoenberg, 200/ may imagine scenarias which neither flight nor
fight is possible- where theres no escape andso instead one freezes, plays dead, with a
potential evolutionary returii the aggressor then loses interest and movedHoweveras
Levine (1997) observes, this immobilisatmanpotentiallybetraumatic- the impulse towards

a surgdan sympathetic activity through the fight or flight mechanismot discharged. When
we gointo freeze modé is asthoughwe apply the brakes whilste are still accelerating thus
creating & forceful turbulencan the body resembling tarnado’ (ibid p27). The internake-
cycling of affect can easily be imaginedthe case of a person appearing outwardly composed
and instead channeling all that excess of affect into jaw tenBxymeriences of disassociation
seemto appeaiin times of heightened anxiety and stre#isis like an overflow mechanism,

like the overflowin a sink.We cancope with and digest the stresses and anxieties of every day
upto a threshold level, but beyond this point psychosomatic symptoms are activiaieds

though they have become receptacles for excesses of affect.

Having a body vis-a-vis being a body

Wherewe experience our selves dualistically the body performs physical functionsasuch
digesting food, circulating blood and oxygen, and providing locomotion when the mind wills
it so, but the minds the source of ideas, of decision making and memory; the isisill
synonymous with the spirit that depends on the bodysmgt the samasthe body.As such

we experience ourselvess having a bodyln contrast embodied consciousness notices how
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the stomach churns anxiety and fear, how the cheeks flush with blood whenfeel
embarrassed, how eyes can fill with tears of sadness or joy, and how glaring teeth or tense
muscles may indicate a sense thatisnender attack We then experience ourselvasbeing

a body.

It is easeto appreciate the experience of being a body when somatic symptoms quieten.
We canthen identify with layer®f bone and muscle, bile and blood and circulatory organs
and tissues, the brain and the central nervous system and the nervous fibers branthing out
all extremities, and the bulbs of sensory organs through winctelate with other bodies.
However thisis easily overwhelmedly the more common concept tha¢ have a body, and
indeed thatit hasto be disciplined (Frank, 2010)eriods of tirednessy of being on a low
ebb, or of a lot of feelingw digest and work through, are unwelcome distractions wieen
have much worko do. Rather than heeding these calls for a chamgeythm or positionywe
optto push on through; the agenda setting part of the mind overrides these apparently unwanted
and unproductive physical aspects.often tendgo bein precisely those moments whee
opt to push on through that the pain surges, a pattern obseywetter sufferers of chronic

pain (see Doran, 2014).

We take the view that thegourney that has been describiedthis article, charts a
tentative personal migration from a state of having a body - from the mind/body dualism
implicit in that idea - towardan internalised sensibility of being a body, i.e. thatare our
body. Practically this means responditmthe ebbs and flows of being a body, resisting the
urgeto ‘push onthrough’, and embracing the spectrum of emotions that colour our perceptions
rather than attemptingp rise abovelo a more‘objective’ position. Contemporary literature
advocates a more collaborative approtcthe treatment of psychosomatic conditions, with a
deeper quality of communication between the patient and practitioners, and indeed between

the practitioners themselves (@sEdwardset al 2010, Druss & Walker 2011, and Burton
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2014). The division of laboum conventional medicineanhave the effect of excluding the
emotional colouring of experience from the sphere of legitimate medical data, and likewise
that psychotherapyin the pursuit of free association and metaphor, litsesiooringsin
biology and ecology; from where psyche owes her origlie FA has found thaasheis able

to reeembody thought and emotion, that depersonalisation attacks are less frightening, and
indeed less commoriThe acceptance and recognition of vulnerabilities - sucim éise case

of this investigation, a phobia of numbness and paralyaiso had the effect that realtime
experiences of depersonalisation the symptoms couldubed down’ or would dissipate
altogether. In this case progress with the jaw pain was less tangible and understanding the
triggers and patterns of the pasmmuch clearer.Nevertheless the symptoms have demanded
reflection upon them and this has facilitated a heightened level of self-awarenasshitity

to see oneselisa body, rather thamsmerely having a body.

The essential issue here for therapistshether therapeutic practice suppaiisnts’
experience of beinm a body or not. Our hypothesssthat it does not becaussd excessive
psychologisingasa result of the emphasis on the relationship and the underlying antagonisms
towards medical thinking analy implication somatic phenomen&Vhen therapists do focus
on somatic experiences they tendlosoin a relational and psychologising wagn example
of this would be the concept of somatic countertransferenece shigwedasinforming the
therapist of the inner psychological state of the client (Orbach, 2008jher words the body
is psychologised Only when the bodis addressedsbodyis the realityof being a body fully
addressed; otherwisteremainsanappendagef the psyche and therapists are no different from
those doctors referretb in the section on alienation.They also failto recognize the
dissociative mechanisms descriliethis section Embodied therapy requiresexplicit focus

on the body.
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Implications for Practice

Those therapists who have experienced being both patient and practitioner, and have
researched into this, find that their practisenfluenced and shaped by the researétor
instance, as a practicing psychological therapist presently working with people vdronstiff
medically unexplained symptoms, tRa follows his own principle of regarding symptoas
servingasan overflow for excesses of affect and has foitrichportantto treat symptomas
symptoms. Very typically in the therapy literature psychosomatic symptoms are treated
serving a symbolic function, armgsuch haveto be decoded. However this approach does not
tendto be helpfulto the sufferer and may reaffirm the idea that the symptomslaia your
head’ even though they know that the symptoms are very Feathermore, therapeutic focus
on the symptomi andof themselves may collude with the persancreasing preoccupation
with them- a tendency thas knownto leadto less healthy behavioural patterns, whickurn
exacerbate the symptoms furtheri@gVebsteret al, 2015). Treating symptomassymptoms
communicateto the sufferer that medically unexplained symptoms can, and often do, naturally
recedeaswider qualityof life, self-esteem, and capacity for emotional experience improves.
Recognising the materiality of symptoniisjs for the GP and other health professionats
work on the symptoms e.g. through pain relief or physical therapieseadwe stress the
importance of assisting the perdordevelopanembodied awarenesecoming more aware
of the psychosocial triggers, patterns and contexts that underpin the flare-ups of symptoms.
This awareness can be encouraged through the deployment of autoethnographic methods such
asdiarying where the patierg willing and ableo do this. The process of contextualization of
symptoms enables the suffetedevelop their own narrative account of their condition within
their life storyasretoldin the therapeutic situatiorAs the evidence indicates, people who are
ableto develop their own narrative explanation for their symptoms have a better prognosis than

those who are mystifiely them (Dearyet al, 2006). The person may thus be assisted
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identifying more helpful health beliefs and patterns of behaviour that enabléathemwell
despite their conditionRecognising the social dynamics of medically unexplained symptoms,
and particularly the stigma often associated with thegealso important for the persombe
assistedn managing the impact of the condition on their relationshipsr example with
partners, carers, family, and work colleaguesmnd indeed over their own identity: how their
own sense of beinop the world has been challengkd their condition. Finally, astrauma

often servesasa seminal evenin the appearance of medically unexplained symptoms and
especiallyin functional syndromes sudsfibromyalgia, therapists should not only atteénd

the question of when symptoms first appeared but also the appropriateness of doing trauma
work with the personHere Levine (1997) and Rothschild (2000) provide essential guidance
for the practitioner It is our belief that a person does not need a concrete diagnosis or medical
explanation for their physical symptomsorder for themo beginto make substantial progress

in sense making and improving thquality of life. Indeed talking therapy witits emphasis

on context and meaning well placedto accommodate the psychosocial dynamics of

uncertainty.

Conclusion

We have endeavoureih this articleto demonstrate through thick descriptive accounts of
somatic symptoms, the wider conteixtsvhich these symptoms are expressé&dGP ascribed

the term‘depersonalisation attack® theFA’s strange oubf body experiences years ago but
it was only recehy upon reflectionn depth that the connection with a phobia of numbness
and paralysis ands basisin traumatic experience became apparenhis then provided

significant relief from those symptoms.
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Thick description accounts demonstrate thate areto make sense of medical conditions that
for whatever reason have becomsuck’, particularly where there are discernible
psychosomatic qualitiesye may consider a great many layers of personhood, and symptoms
and pathologies reverberate throughout théseongoing process of recontextualisation may
yield tangible insights about the aetiology, management of and recovery fromyimpgerss.

Thus ethnographwysa result of broadening the scope and viewing old problems through fresh

eyes, must beonsidered a crucial research strand.

In view of these considerations thé&ea strong case for further research into the multi-layered
contexts of medically unexplained symptomgatient narratives of their experiences may be
enlightening, busomaythe experiences of counsellors and psychotherapists whom will assist
the persorin uncovering these contextdResearch that aimed understand the processes
through which recontextualisation was facilitated, what recontextualisation looked like, and
the tangible consequences this had for the management, incidence, and experiencing of
symptoms may leado important innovationsin the care offerecdby counsellors and
psychotherapists and thereby give psychological therapists a greater sense oha®afiae

direction when encountering these often mysterious physical symptoms.
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