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ABSTRACT 

Despite a wealth of literature on the aetiology of somatic distress or somatization, somatic theory 

has failed to expand beyond a dualistic epistemology of causation. Within the primary health 

context where medically unexplained symptoms are characteristically articulated as literal, 

symbolic gestures of internal psychological processes, individuals' subjective accounts of somatic 

distress are reduced to objective phenomena and thus articulated on the grounds of absence. Within 

this context, the body as a lived, meaningful , perceiving subjectivity is silenced in favour of the 

corpse, thus rendering the somatizing individual's lived and subjective experience, expression and 

knowledge of somatic distress inaccessible. Instead, the somatizing individual is positioned within 

a domain of perturbed silence - a domain in which the professional's turning away or retreat from 

engaging somatization on the grounds of unique, subjective and corporeal experience, positions the 

patient/client as a passive, silent recipient whose somatic expressions as lived are overlooked. This 

study attempts to initiate a theoretical focus of departure from existing articulations of somatic 

distress through the development of a theoretical and epistemological framework that addresses 

some of the tensions inherent to contemporary somatic theory. In so doing, it employs embodiment 

philosophy and narrative methodology as a basis for a preliminary and critical investigation into a 

relatively neglected area of somatization research. 



CHAPTER ONE 

General Introduction 

Epistemologically, it could be argued that both the medical and clinical approaches to 

understanding, articulating and dealing with illness phenomena are deeply entrenched within an 

extensive history of dualistic philosophical and cultural meta-narratives (e.g. Cartesian Dualism) 

around the self, mind and body. Within this context, the mind and body have been culturally 

constructed as distinct and non-overlapping entities, such that bodily experience has come to be 

articulated as literal , self-contained and explainable on the grounds of the physical and thus the 

objective. In this sense the body is characteristically constructed as a discrete, physical entity that 

is external to a self that has, in tum, been rendered a singular and interiorised domain or landscape 

of being. 

Kozlowska (2003) argues that it is within this philosophical or theoretically divided context that 

the mind is afforded the position of subject, where distinctions such as conscious and unconscious; 

subjective and objective; the physical and psychological have become the predominant and 

necessary vehicles for making sense of human experience - particularly human experience that 

appears to make present a territory to which literal and universal expressions of bodily phenomena 

cannot gain access (i .e. somatic distress, somatization, somatic symptoms or medically 

unexplained symptoms - all of which are used interchangeably throughout thi s study to refer to 

physical symptoms that lack a definitive physiological basis of explanation). 

Rubin (2005) suggests that despite a wealth of literature and studies on the aetiology of somatic 

distress (some of which attempt to critique or challenge dualistic constructions of illness 

experience), somatic aetiological theory and mental health professionals alike, continue to 

subscribe to either/or assumptions and thus dualistic epistemologies regarding the manifestation 

and presentation of somatic distress. In this sense, the interpretation and understanding of somatic 

symptoms is chiefly informed by two distinct (and mutually exclusive) schools of thought: i) the 

sc ientific-empirical perspective where empirical events (i.e. symptom presentation) are typically 

afforded the distinction of the ' real' , such that 'real' illness is that which has an identifiable 
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physical cause, and ii) the psychodynamic tradition, in which bodily expressions are afforded the 

distinction of guiding us towards interior psychical mechanisms (i.e. repression, dissociation, etc .) 

which are, in turn, considered central to the causation of the phenomena of somatic distress 

--- (Kozlowska, 2003; Swartz, 1998; Fabrega, 1991). -------------------

In this regard, the body of theoretical literature informing our understandings of the complex and 

elusive phenomenon and experience of somatization, is one which has failed to expand beyond a 

dualistic epistemology that attempts to reduce individual's physical expressions to an objective 

image of presenting signs and symptoms. Within this context, the body as a lived, meaningful, 

perceiving subjectivity is silenced in favour of the corpse, thus rendering the somatizing body­

subject's lived and subjective experience, expression and knowledge of somatic distress 

inaccessible (Leder, \990). 

Swartz (1998) argues that our current views of the aetiology and manifestation of somatic 

symptoms articulate somatizing individuals' experiences on the grounds of absence, such that the 

professional's turning away or retreat from engaging somatization on the grounds of unique, 

subjective and corporeal experience (in favour of interiorised, theoretical 'knowing ' or ' not 

knowing'), positions the patient/client as a passive, silent recipient whose somatic expressions as 

lived within a palticular life context are overlooked. Within this context, illness experience (and 

thus somatization) is regarded as something that happens to or within individuals rather than an act 

or performance in which the body-subject is actively and agent-ically involved (Burkitt, 1999; 

Maltin, 1989). 

Both Swartz (1998) and Kozlowska (2003) express concern about the relative absence of 

theoretical accounts that challenge the continued perpetuation of disengaged , agnostic and 

egocentric explanations and classifications of body-self expression. They argue that the relative 

lack of subjective accounts of somatic distress and thus the absence of embedded articulations of 

the lived meaning attributed to somatic symptoms by those who suffer from them has served to 

heighten existing frustration on the part of patients who frequently feel misunderstood and ignored 

(Simon, 1991). 
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Swartz (1998) argues that the theoretical challenge lies not so much in operationalising somatic 

distress in the form of specific symptoms and syndromes (that are underscored by broad 

assumptions entrenched within an extensive history of psychoanalytic abstraction and thus the 

substitution of the body for an image or phantasy of the body), but in exploring somatic distress as 

a basic way of being-in-the-world, thus allowing for the understanding and interpreting of different 

forms of somatic distress in more depth (Swartz, 1998; Lewis-Fernandez & Kleinman, 1995). In 

this sense, several authors have argued that contemporary research into somatization should 

endeavour to discover alternative ways in which to envision and articulate somatic distress, such 

that research or theoretical emphasis is placed on the acquiring of an understanding of how each 

individual experiences, embodies and communicates his or her experience of illness (Cardo, 1999). 

This study is thus concerned with returning to the lived, subjective world of individuals suffering 

from somatic distress, where the body is no longer constructed as an object dislocated from the 

world and separate from the theatre of the mind, but is rather conceptualised as the context and 

form through which the body-subject/self/mind is able to have a relation with other individuals, 

objects and the external environment (Grosz, 1994; Leder, 1990). In this regard, the experience of 

somatic distress is one that is hypothesised as unfolding within an embodied horizon of meaning, 

where bodily expressions are articulated as extensions of what Merleau-Ponty (1968) and Leder 

(1990) refer to as the lived body (or lived anatomy). In this sense, this study subscribes to the 

notion of the body as a living body that is deeply embedded in, and an integral and active part of, 

lived experience, such that knowledge and meaning is received and generated through one 's 

corporeal involvement with one ' s life world over time (Burkitt, 1999; Grosz, 1994). Furthermore, 

this study draws heavily on embodiment philosophy in order to construct a phenomenological 

anatomy with which to position somatic distress as an expression or story of an embodied way-of­

being in the world. 

In-keeping with Leder's (1990) suggestion that the body is by nature a storytelling body and thus 

has the ability to construe itself as lived through stories or narratives of itself, this study employs 

narrative methodology as a phenomenologically attuned means of accessing and enacting the 

world of bodily and thus somatic experience. The use of narrative methodology is significant 

within the context of researching somatization phenomena, particularly as a central tenet of 
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narrative research is the notion that the human subject (as an embodied body-subject) is reinstated 

as the central character in his or her subjective tellings of illness experience. By shifting the focus 

away from the 'pathology', ' syndrome ' or ' symptoms' of participants' respective experiences of 

somatization towards an exploration into how participant's story their experiences of the ' ill ' body, 

this study attempts to theoretically situate the individual as a body that remembers - a body that is 

at once object and subject - and thus a body that is recognised as the kinaesthetic sight for the 

performance and communication of somatic meaning. 

It should be ' noted that this study is exploratory in nature (as opposed to empirical) and is thus 

concerned with making preliminary theoretical investigations into a relatively neglected area of 

somatization research: i.e. the subjective, unique and lived experience of somatic distress as told 

through the nalTative accounts of individuals' experiences of somatic distress. In this sense, 

findings are interpreted in relation to both the manner in which individuals share their accounts of 

somatic distress and the manner in which these accounts may support or refute central theoretical 

arguments within this study. 

Overview of Relevant Chapters 

This study begins with a critical overview of the phenomenon of somatization in a chapter entitled 

Somatization: 'Medicine ' s unsolved problem' - a title that captures the epistemologically complex 

and ambiguous nature of a phenomenon that continues to elude existing theoretical models of 

aetiology. Chapter Three is entitled A Return to the Lived Body and is chiefly concerned with 

developing a theoretical and epistemological framework that addresses some of the tensions 

inherent to contemporary somatic theory (and thus the study of somatization as a bodily 

phenomenon) whilst simultaneously forging a theoretical (and critical) point of departure from 

existing articulations of somatic distress . Chapter Four, entitled Enacting Somatic Distress, alludes 

to arguments from previous chapters in a delineation of a methodological approach that aims to 

capture and address some of the central theoretical concerns outlined in chapter two. Chapter Five 

presents findings from participants' subjective accounts of the experience of somatic distress, in 

such a way that prominent themes are explored in direct relation to theoretical arguments outlined 

in the previous chapters. Chapter Six provides a concluding discussion that offers a broad 

synthesis of the interpretive findings in Chapter Five. It should be noted that due to the limited 
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scope of this study, attention is focused specifically on the findings and the manner in which they 

may support or refute central theoretical arguments within this study. 



6 

CHAPTER TWO 

Somatization: 'Medicine's unsolved problem'! 

Introduction 

This chapter provides an overview of the phenomenon of somatization, including an exploration of 

some of the main tensions and trends inherent to contemporary theoretical dialogues around the 

definition of somatic distress. Prominent models of somatic aetiology are also outlined, with 

particular emphasis placed on psychoanalytic theories and their historical and informative role in 

the development of somatic theory. It is argued that theoretical discourse around somatic distress 

has emerged (and continues to emerge) within a historically embedded dualistic context that 

articulates the very vehicle of somatic expression as a literal phenomenon. This has, in turn, 

allowed for a psychogenic form of reductionism where somatic distress is articulated as the 

expression and manifestation of strictly internal or psychological processes. 

Despite attempts to define somatization in manners that recognise or reinstate the contextual and 

lived quality of somatic distress, contemporary somatic theory continues to be informed by a 

philosophical and theoretical tradition that is deeply entrenched within a conceptual framework 

that draws its epistemological underpinnings from the basic tenets of Cartesian dualism. In this 

regard, it is argued that the body and its expressions continue to assume a dislocated or absent 

position within aetiological theories regarding somatic distress. 

The chapter ends with the suggestion that in order to explore somatic distress on the grounds of its 

manifestation (i.e. on the grounds of the corporeal), somatic theories need to return to the lived, 

subjective world of individuals suffering from somatic distress and to the notion of the body as an 

expression of a way of being in the world and thus the surface from which one first engages the 

lived world. 

I Lipowski ( 1987) 
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Somatization: An Epistemologically Complex Concept 

Despite the extensive body of research that has accumulated over several decades, and the 

prevalence of somatic manifestations of psychological distress within primary care and general 

medical/mental health settings, somatization remains an epistemologically complex and 

ambiguous concept (De Gucht & Fischler, 200 I). In recent years, the term 'somatization' has come 

to refer generically to "a tendency to experience and communicate somatic [i.e. physical] distress 

and symptoms unaccounted for by pathological findings, to attribute them to physical illness, and 

to seek medical help for them" (Lipowski, 1988 in Bass & Cawley, 1990, pp. 2-3). Thus, rather 

than embodying a psychiatric diagnosis comprising of distinct diagnostic hierarchies or criteria, 

' somatization' is a term used to cover a broad range of clinical situations, all of which are 

characterised by the presence of symptoms suggesting (or alluding to) an underlying medical 

condition, in which the condition is not found (Lock & Giammona, 1999). 

Underlying these different situations is a broad assumption that overt, unexplained somatic distress 

exemplifies the manifestation of an underlying or latent psychological process and thus a 

pathological response to psychosocial stressors that results in significant functional impairment in 

a variety of life contexts (Kellner, 1990; Kirmayer & Robbins, 1991; McWhinney, Epstein, & 

Freeman, 1997). 

However, Avila (2006) suggests that such a broad description does not provide an adequate 

framework for understanding the aetiology of the presentation of somatic distress and thus fails to 

establish satisfactory classification principles that would enable the effective and successful 

implementation of psychiatric/psychological/medical and theoretical interventions. Central to the 

broad nature of this definition is a lack of clarity in defining the parameters of what constitutes 

somatic distress or somatization: i.e. the term somatization is "neither a discrete clinical entity, nor 

the result of a single pathological process" (Kirmayer & Robbins, 1991) and thus subsumes several 

diagnostic categories, spanning a continuum of varying degrees of categorical (both psychiatric 

and pathophysiological) precision. For example, somatization is commonly associated with (and 

intimately linked to) psychiatric disorders, including major depressive disorder, anxiety disorders, 

substance-related disorders and personality disorders, in which case it would be defined as a 
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'masked' presentation of the above. Similarly, somatization is afforded more loosely defined labels 

of 'neurovegetative disorders', 'stress', 'burnout syndrome' , 'chronic fatigue syndrome', 

'psychosomatic illness' and 'medically unexplained symptoms' (Avila, 2006). Included within this 

continuum of somatization phenomena are mental health organizations' attempts (for the purposes 

of effective clinical practice and intervention) to arrange medically unexplained somatic 

phenomena within broad descriptive and diagnostic categories: e.g. the OSM-IV-TR and ICO-IO's 

category of 'somatoform disorders'. This category includes: the presentation of exclusively 

physical symptoms in gross excess of what would be expected from appropriate physiological 

examination (i.e. somatization disorder); deficits affecting voluntary motor or sensory function 

suggestive of a neurological or other general medical condition (i.e. conversion disorder); 

preoccupations or fears relating to either the conviction that one is physically ill without objective 

evidence of disease (i.e. hypochondriasis) or the belief that one's appearance is marred by an 

imagined defect (i.e. body dysmorphic disorder); pain in one or more anatomical sites (i.e. pain 

disorder); and a pervasive pattern of frequent medically unexplained or psychologically 

determined symptoms (e.g. vocal chord dysfunction, reflex sympathetic dystrophy, etc.,) that 

prompt help-seeking behaviour and cause disability (i.e. undifferentiated somatoform disorder, and 

somatoform disorder not otherwise specified) (Lock & Giammona, 1999; Kaplan & Sadock, 

2003). 

Although the OSM-IV-TR and ICO-IO's attempts at diagnostic classification appear to contradict 

Avila' s (2006) hypothesis that current somatization taxonomies possess an inherent lack of clarity 

(in that there appears to be a descriptive difference between the established somatoform disorder 

categories), several authors argue that there is a significant degree of similarity between, and 

mutability of, symptom constellations of somatic distress (Avila, 2006; Oubovsky, 1997; Kirmayer 

& Robbins, 1991; Bass & Cawley, 1990). Furthermore, they suggest that there is a paucity of 

empirical evidence pointing to distinct boundaries between the clinical syndromes articulated as 

' somatoform disorders'. For example: the distinction between somatization disorder proper and 

undifferentiated somatoform disorder appears superfluous, particularly as the majority of 

individuals with chronic somatization fail to satisfy the restrictive criteria for somatization disorder 

and are thus diagnosed with the former. Furthermore, patients diagnosed with either one of these 

categories often display significant levels of hypochondria (i.e. central to both somatization 
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disorder and hypochondriasis is preoccupation - whether it be made manifest through a set of 

beliefs, attitudes and fears (disease conviction) or through an extensive medical history, in which 

case the preoccupation would lie with past neglect or mistreatment by various health professionals) 

(Bass & Cawley, 1990). The definition of 'body dysmorphic disorder ' (i.e. "a pervasive subjective 

feeling of ugliness of some aspect of [one's] appearance despite a normal or nearly normal 

appearance" (Kaplan & Sadock, 2003, p. 653)) adds further emphasis to the complexities inherent 

in clearly defining the criteria of somatic distress: i.e. this definition relies heavily on a value 

judgement, which in turn relies on social constructions of what 'normal' means (Bass & Cawley, 

1990). 

Adding further complexity to an apparent lack of conceptual clarity or distinction, is the 

recognition (and fear of) numerous professionals that a tendency towards 'somatization' does not 

necessarily rule out the possibility of the existence of very real comorbid illnesses (e.g. eczema or 

a peptic ulcer) in which differentiating between the influence of extraorganic or 'medically 

unexplained' factors (e.g. psychological, familial, social, cultural, etc.) versus the influence of 

possible organic factors is frequently challenging (Avila, 2006; Dubovsky, 1997). Rubin (2005) 

and Bass & Cawley (1990) suggest that further compounding this issue is a relative lack of 

attention (in the form of alternative avenues of research and intervention) afforded to somatization 

phenomena within the context of mental health, in which despite a wealth of literature and studies 

on somatic distress, mental health professionals continue to fail to develop or agree on a 

satisfactory classification of the phenomenon of somatization, thus establishing a significant 

barrier to constructive research within this field. In this regard, the evaluation and treatment of 

somatic distress is frequently frustrating and intimidating for professionals and clients alike, where 

the primary health care setting is fraught with a pervasive 'dislike' of problems that are 

biomedically 'unexplainable'; a relative sense of discomfort or lack of familiarity with various 

treatment options, and a sense of overwhelm, on the part of health professionals, in relation to the 

wide array of symptoms exhibited by patients (Rubin, 2005). 
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An Overview of the Aetiology of Somatization: A Variety of Mainstream Theoretical Models 

This recognition of the complexity of the experience of somatic distress has resulted in the 

generation of a variety of theoretical possibilities in order to attempt to explain somatization, and 

establish a possible root cause. These explanations have ranged from postulating the existence of 

potential neurological deficits; to defining somatization as a syndrome or feature of illness, a 

mechanism of defense and expression of unconscious conflict, a manifestation of family 

dysfunction, a personality style, a disorder of learning, a condition of deception, a strategy or 

device of attention seeking and thus a form of wish fulfilment (Rubin, 2005; Dubovsky, 1997; 

Simon, 1991 ; Bass & Cawley, 1990). From this list of hypothesised aetiologies, it becomes 

possible to ascertain that central to a variety of definitions of somatization is an emphasis on 

psychological factors both as causing disorders, and in an ontological sense, as constituting the 

phenomena of somatic distress (Fabrega, 1991; Swartz, 1998). 

This emphasis can be attributed to somatization's deeply entrenched history within the 

psychodynamic tradition2
• Freud's articulation of, and elaboration on, conversion hysteria (in 

which repressed and socially unacceptable needs seeking fulfilment, are converted into symptoms 

that covertly fulfil these needs, whilst keeping them safely compartmentalised from conscious 

awareness) is generally considered the first formal formulation of psychosomatic theory. 

Historically, this complex, hypothetical process has prompted subsequent psychoanalytic writers to 

develop a somatic discourse in which the manifestation of medically unexplained physical 

symptoms have been constructed as signs of more significant underlying psychological disturbance 

(Simon, 1991; Dubovsky, 1997). Within this context, medically unexplained symptoms continue 

to perform a defensive function in which the body translates the mental or emotional troubles of an 

individual into a symbolic physiological language. In this regard, somatic distress is a method of 

communication often of symbolic significance, an "organ of speech of the mind" (Steckel, 1943, 

p.580). 

2 Re fl ected not only in the wealth of analytical theory around the concept of 'psychosomatic symptoms', but also in our 
contemporary diagnostic manuals, in which the analytic notion of 'conversion ' is maintained as a diagnostic category. 
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A Symbolic Physiological Language 

The metaphorical role afforded to somatic distress within psychoanalytic literature mirrors 

psychodynamic discourses around ego development (and the consequences of arrested psychical 

development): i.e. the body is positioned as the essential "'surface ... from which both internal and 

external perceptions may spring" (Freud, 1923, p. 26). Thus, according to Freud, every psychical 

phenomenon develops in constant reference and in intimate connection to, bodily experience - i.e. 

the ego derives anacliticallyJ from the bodily surface (Malcom, 1994). In this sense somatization 

is intimately linked to the process of interiorization of a sense of self/ego and thus the infant's 

development of an independent psychological and physical life. 

Several prominent psychoanalytical theorists have contributed significantly to the body of 

literature exploring the phenomenon of somatic distress, including Winnicott, McDougall and 

Anzieu. Central to their definitions of 'psychosomatic symptoms' is the notion of the self as a 

psychical, interiorized representation of the infant's experience and perception of his/her body and 

the other' s responses to his/her physical needs. Winnicott (1965, 1971) articulates the development 

of self and thus psychic life as inextricably related to the body: i.e. the body is the site that allows 

for the internalisation and development of internal/mental representations of objects (including 

somatic elements, feelings and functions , such as the mother's physical and emotional presence to 

the child and vice versa), and thus the acquiring of a sense of a developing distinction between self 

and other. In this regard, the infant's "first bodily experiences begin to build up the first memories, 

and external realities are progressively woven into the texture of phantasy" (Isaacs, 1983, p. 93), 

such that the process of building a self is a process of natural co-ordination between the soma and 

psyche - a process in which the developing psyche and continuously experiencing soma are in 

continual dialogue (Clarke, 1996). Winnicott (1956) maintains that this tendency towards a 

psycho-somatic union is either facilitated by the infant's interaction with his/her environment or 

thwarted by it. Thus, central to the development of a healthy self is the mother's ' good-enough ' 

ability to communicate sensuously with her child, and in turn, the infant's ability to introject or 

receive this communication and thus establish not only a self, but an internalised sense of his or 

her bodily boundaries (i.e. a 'psychosomatic container' or body ego). 

3 Where anaclitical refers to a relationship that is characterised by the strong dependence of one person or object on 
another. 
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Anzieu (1989) conceptualises thi s internalised sense of bodily boundaries as the 'Skin Ego ': i.e. a 

psychological membrane or mental surface between inner and outer that is grounded within the 

sensory experience of the body and thus embodies a primary means of communicating with others 

and filtering experience. In this regard , the Skin Ego plays the role of mediating between the inner 

and outer, self and other (i.e. a psychic container) and develops (as Winnicott and McDougall 

suggest) through the interiorization of maternal holding. The Skin Ego represents an ' inscribing 

surface ' (Malcolm, 1994) upon which parts of the mother or parental object are etched and utilised 

by the child to develop a sense of an ego/self that contains internal psychic contents (Malcolm, 

1994). 

Thus, if during childhood, one does not experience soothing, reciprocal bodily or sensuous contact 

with one's parental figure, or thi s is interrupted or withdrawn in some way, McDougall (1989), 

Winnicott (1956) and Anzieu (1989) maintain that the infant is robbed of the opportunity to 

mediate between the bodily experience of affects (as communicated from self to other and other to 

self) and thus develop a mental or psychological vocabulary in relation to these affects. In this 

sense, the child perceives the maternal soma as threatening (thus internal ising a mental or psychic 

representation of a persecuting soma and a distorted, uncontaining surface or boundary formation 

between self and other), in which case "the unmediated physical and emotional distress becomes 

so great that the psyche dissociates from the persecuting soma in order to protect the precious core 

from the intolerable pain [of affective and physical withdrawal/absence/rejection]" (Clarke, 1996, 

p. 356). In this sense, the infant is unable to develop a sense of possessing the phantasy of a 

somatic psychical container and thus a boundary between hislher internal experiences and that of 

the potentially annihilatory external environment (Anzieu, 1989; Malcolm, 1994). The mother's 

failure to act as a protective shield against overwhelming stimuli (from without and within) 

compels the infant to defensively split and repress early, affectively and intrapsychically 

overwhelming experiences from conscious awareness and thus project these preverbal experiences 

upon or into the body (a preverbal signifier) in the form of ' somatic explosions ' (McDougall, 

1989). The phenomenon of somatic distress is thus articulated by psychoanalytic theorists as 

embodying a symbolic or metaphorical expression of a profound split between psyche and soma, 
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where infantile ways of experiencing 'mental pain' (McDougall , 1989; Malcom, 1994) find their 

expression "in and on the surface of the lived-body. The body becomes the inscribing surface for 

these unspoken thing-presentations" (Malcolm, 1994, p, 65). 

A Mind-Body Deception 

In-keeping with psychoanalytic notions of the aetiology of somatization, Dubovsky (1997) 

suggests that central to the experience of somatization is the conversion and relocation of 

emotional problems that are intolerable to the mind into the realm of the physical, "where 

symptoms seem more deserving of sympathy and care, and where interventions feel less 

threatening to the person 's self-esteem" (p.46). In this regard , somatic distress is articulated as a 

'mind-body deception' or ' mental process ' (Dubovsky, 1997), where the mind 's refusal to 

acknowledge conflictual emotion through mechanisms of repression or denial deceives the body 

into assuming the role of indirect communicator of internal psychological states. Individuals who 

present with somatic distress are thus articulated as "unaware of the ebb and flow of their 

subjective inner states" (Dubovsky, 1997, p. 91) to the extent that the body is afforded the status of 

the primary means of self-expression. Here, physical sensations and changes replace emotional 

response: i.e. "the apparent mental vacuum that seems to accompany a barrage of bodily 

complaints hides a secret core of terror, rage, and loss of boundary between fantasy and reality, 

thought and action" (Dubovsky, 1997, p. 109). 

A Mechanism of Secondary Gain/ Wish Fulfilment 

Dubovsky 's (1997) description of the process of somatization alludes to another hypothesised root 

cause: that of gain. Several authors have suggested that somatization embodies an unconscious 

attention and validation-seeking device, maintained and reinforced by several factors, including 

that of wish fulfilment, emotional gain (e.g. expatiating guilt) and financial gain (Rubin, 2005). 

A Pervasive Cognitive Style or Disorder of Appraisal 

Other psychological theories concerning aetiology suggest that the tendency to somatize may relate 

to a pervasive cognitive style or learned pattern of coping that has its origins in an individual 's 
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family's ' response (e.g. dismissive, hypervigilant, etc.) to the expression of his/her needs, be they 

emotional or physical (i.e. illness). In this regard, early experiences will inform the manner in 

which a person thinks about, attends to, and behaves in relation to bodily sensations. For example, 

an individual whose relatives have responded to the most obscure bodily sensations with 

hypervigilance or preoccupation throughout their life, may internalise a core belief system that 

incorporates faulty mechanisms of information processing (e.g. catastrophising, overgeneralisation, 

etc.) and thus assumptions, such as "all symptoms indicate disease" Thus, if benign bodily 

sensations are informed by a deeply entrenched belief system and catastrophic self-talk such as the 

aforementioned, several consequences ensue: i) the individual will experience emotional distress, 

which may trigger further physical sensations; ii) increased attention will be paid to these 

sensations in the form of 'dysfunctional' behaviours that serve to further amplify the sensations 

(e.g. checking behaviour, incessant reading of medical literature and increased/more concentrated 

engagement in negative or anxious self-talk ), and iii) this will serve to reinforce entrenched 

dysfunctional core beliefs and assumptions, as well as avoidant behaviours, thus increasing and 

perpetuating the individual ' s attention to bodily sensations and dysfunctional coping mechanisms. 

(Kellner, 1990; Simon, 1991 ; Kirmayer & Robbins, 1991). In this way, somatization is articulated 

as a 'disorder of appraisal' and thus the outcome of exaggerated processes of bodily awareness, 

symptom preoccupation and symptom attribution (Bass & Cawley, 1990). Within this theoretical 

context somatic distress is attributed to faulty percepts of physiological reactivity, including higher 

levels of perceptual sensitivity, and an amplificatory style. Here, the individual's capacity for 

accurately perceiving and reporting emotional distress is lowered, thus increasing the likelihood 

that they may attribute noxious bodily symptoms to undiagnosed disease (Simon, 1991). 

A Personality Disposition or Trait 

This cognitive model of somatic aetiology is intimately linked to the hypothesis that somatization 

may be attributed to certain personality dispositions or traits and thus the manner in which an 

individual cognitively appraises and copes (or doesn't cope) with significant life changes (Suls & 

Rittenhouse, 1987). Central to this model is the hypothesis that neurotic personality traits are a 

significant predictor of somatic distress, in that they are often coupled by high levels of emotional 

reactivity and a consistently negative reporting style (De Gucht, Fischler & Heiser, 2003). In this 
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regard , an individual with significant dependent traits, for example, may find it more difficult to 

negotiate events involving psychological loss (e.g. bereavement, relationship breakdown) or 

change in routine (e.g. relocating, job promotion). Such events would reinforce a self-perception of 

being unable to function adequately without the assistance of others, thus inciting such an 

individual to engage in mechanisms or behaviours that would elicit care giving on the parts of 

others . For example, medically unexplained symptoms may elicit care giving behaviour or 

consistent attention on the part of significant others, which may, in tum be reinforced by possible 

accompanying medical investigations and treatments. In this sense, the focus on the physical 

manifestation of the individual's narci ssistic wound may be sanctioned, thus di stracting attention 

away from attending to issues that may have precipitated the initial distress (e.g. impaired self 

esteem and sense of self adequacy) (American Psychiatric Association, 2004; Mayou, 1993). 

Kirmayer & Robbins (1991) suggest that several authors have proposed, in more specific terms, 

signifi cant personality trait predictors for each of the classified somatoform disorders: e.g. classic 

descriptions of conversion and somatization disorder relate both phenomena to the histrionic 

personality; somatization disorder has also been linked to avoidant, paranoid, self-defeating and 

obsessive compulsive traits, and more recently to antisocial personality disorder (Kirmayer & 

Robbins, 1994). Furthermore, hypochondriasis has been articulated as a narcissistic investment of 

interest and energy into one's own body as well as an attempt to acquire a sense of safety and 

control - traits that are considered characteristic of the obsessive-compulsive personality 

(Kirmayer & Robbins, 1994). Inherent to these suggestions, is the broad assumption that 

somati zat ion reflects a maladaptive pattern of inner experience and behaviour, in which the 

manifestation of somatic symptoms bears testament to individuals' varying inabilities to draw on 

effective or sustainable coping mechanisms at a time of illness. In this regard, the angry, resentful, 

oppositional , sullen and mistrustful hypochondriac is articulated as embodying significant 

personality pathology and limited internal resources, whereas, the individual suffering from 

somatoform pain disorder is referred to in less pathological or disordered terms: i.e. the experience 

of pain is considered a reflection of hard-working individuals, who may characteristically attend 

selflessly to others to the detriment of themselves (Kirmayer & Robbins, (994). 
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A Global Deficit in the Capacity to Articulate Emotion 

The notion of alexithymia as a root cause of somatization is a construct that has been afforded a 

significant degree of prominence within psychosomatic literature (Kirmayer & Robbins, 1994; 

Bass & Cawley, 1990), possibly because it is a theoretical construct that subsumes several key 

concepts expressed within each of the aforementioned theories of somatic aetiology. Although 

psychodynamically oriented, this construct has been linked to several aspects, including childhood 

trauma, cognitive styles, personality styles, as well as familial and social factors. In broad terms, 

alexithymia refers to a global deficit in the capacity to articulate emotion - the absence of language 

for feelings - in which the inability to label one's affective states "leads to difficulty in 

discriminating emotional feelings and bodily sensations, a reluctance to expressing emotions, a 

lack of fantasy or emotion, and a tendency to think and problem solve in concretely, externally 

oriented terms" (Taylor, Bagby, Ryan & Parker, 1990 p. 292). 

In this regard somatization relates to an individual's 'emotional illiteracy ' (Dubovsky, 1997; 

Lynch, 1984) and lack of insight: i.e. "psychosomatic patients have so completely and successfully 

buried their emotional problems in their bodies that they no longer have the capacity for insight" 

(Lynch, 1984, p. 232). Thus, the 'psychosomatically prone ' alexithymic individuals' ' elementary' 

affective vocabulary renders them inadequate in interpreting emotional arousal, and results in the 

displacement or transference of this arousal into physical forms of communication (Stephenson & 

Royce, 1999). 

A Masked Affective Disorder 

The notion of alexithymia also lends itself well to theories suggesting that somatization may 

embody a masked affective disorder. Although Kellner (1990) and Kirmayer & Robbins (1991) 

suggest that the assumption that somatizers have an underlying major psychiatric disorder that 

accounts for their physical distress, is more often wrong than right (and note that there is a relative 

lack of empirical evidence supporting the notion of somatization as a depressive or anxiety 

equivalent), Kirmayer & Robbins (1991) emphasise the prevalence of an exclusively somatic 

presentation of major depressive episodes within the medical and psychiatric context. Here, 

individuals who are unable to articulate significantly emotionally and psychologically distressing 

experiences, employ somatization as a mechanism of defense and thus indirect communication. 
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Similarly, individuals suffering from anxiety disorders (e.g. panic disorder) frequently present with 

somatic symptoms due to their inability to make the link between physical symptoms, fear and 

situations that trigger the anxiety symptoms (Bass & Cawley, 1990). 

The apparent sense of disagreement between Kirmayer & Robbins' statements between 1991 and 

1994 may serve to reflect the prevalence of numerous competing definitions of somatization and 

may thus contribute to current theoretical discourses around somatization as a 'problematic' and 

'overwhelming' phenomenon. 

A Neurological Deficit 

In an attempt to afford psychological theories of causation, a physiological ' equivalent' , several 

authors have attributed the alexithymic construct (and thus the hypothesised absence of affective 

vocabulary) to a possible neurological deficit (Kaplan & Sadock, 2003; Lynch, 1984). This 

hypothesis has a long-standing history within the biomedical tradition in which essential to the 

explanation of illness experiences is the assumption that signs or symptoms can be reduced to 

physiological mechanisms and thus separated from the psychological. The possibility that 

somatization may relate to "minor or as yet undetectable changes in neurochemistry, 

neurophysiology, and neuroimmunology" (Kaplan & Sadock, 2003, p.643) allows for the 

possibility that somatization may indeed have a physiological basis (i.e. disordered brain function). 

Lynch (1984) suggests that from as early as 1949, when Maclean posited a deficit model relating 

to potential deficits within the domain of language and thus verbal performance, authors have 

elaborated on this biomedical hypothesis and suggested that somatization may reflect "a 

neurological discontinuity between the emotional centers in the brain (the limbic system) and the 

thinking (cortical) brain centers" (Lynch, 1984, p. 239). Furthermore, bi-frontal abnormalities on 

the neuropsychological testing of somatizing individuals have been demonstrated, and several 

authors have suggested that somatization may result from a predominantly right-hemispheric style 

of information processing, thus accounting for the relative absence of 'feeling words' within 

somatizing individuals' reports (Lynch, 1984). 
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Somatic Epistemology and Contemporary Theoretical Dialogues: A Seemingly Irredeemable 

Either/Or Split 

This brief overview of a number of core, mainstream aetiological theories regarding somatization 

appears to reinforce Avila's (2006) contention that the complexity inherent in accurately defining 

the phenomenon of somatization lies in the relative absence of a unitary classification system or 

taxonomy of causation that is able to coherently address and incorporate the numerous and 

competing definitions of somatization (and thus illustrate more clearly the mechanisms underlying 

somatization). Several authors (e.g. Kirmayer & Robbins, 1994; Swartz, 1998; Strassnig, Stowell, 

First & Pincus, 2006) have (historically and presently) argued that it may be more constructive to 

adopt a multi-dimensional aetiological model of somatization (i.e. one that would encourage the 

researcher/clinician/health professional to construct somatization as comprising multi-layers, in 

addition to the psychological and physiological). Within this context the phenomenon is afforded a 

polytheistic character that embodies a move away from normative attempts of classification that 

may dilute the central role that psychological , familial, psychosocial , historical and cultural factors 

play in informing somatic presentations (e.g. diagnostic reductionism; measuring scales etc). 

However, despite this prominent trend, recent theoretical dialogues around the definition of 

somatic distress argue for more rigid, empirical (and normative) approaches towards improving 

effective clinical practice. For example, Rief, Henningsen, Hiller & Stein (2006) argue that the 

category of 'somatoform disorders' ought to be improved with empirically validated criteria for 

symptom lists (e.g. The Somatization Behaviour Scale (Rubin, 2005)) and cut-off scores, as 

opposed to subscribing to a broad category that may serve to further erode an already complex 

phenomenon. They suggest that such lists and cut-off scores may provide an important role in 

establishing highly specific characteristics relating to the symptom constellations of potentially 

somatizing individuals. 

Others question the validity of an Axis I diagnosis of a somatoform disorder, but attempt to 

maintain the rubric of a classification system by suggesting that the somatoform disorders be 

classified as a new Axis 1lI category (i.e. 'functional somatic symptoms and syndromes') (Mayou, 
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Kirmayer, Simon, Kroenke & Sharpe, 2005). Although such a suggestion points to an attempt to 

incorporate a broad range of medically unexplained symptoms into the definition of somatic 

distress, Rief et at. (2006) argue that such a category may only serve to add further complexity and 

heterogeneity to the process of classification: i.e. "What would be the chance of any clear finding? 

... This mixing of diverse patients is a recipe to avoid finding anything clinically useful" (p. 747). 

These theoretical dialogues appear to be characterised by an either/or split between those who 

subscribe to normative or objective epistemological principles and those who attempt to articulate 

somatization from a broader perspective that recognises the correlation between one's contextual 

life experience and the manifestations of somatic distress. This either/or split is arguably central to 

the lack of agreement on a somatic epistemology and is mirrored in the frequent therapeutic 

impasses and client/patient frustrations that are evoked when their symptoms are aIiiculated in a 

dualistic manner (i .e. mind vs. body): i.e. "When finally informed of the diagnosis by the [health 

professional], the patient is typically not prone to accept it. The patient is convinced of the physical 

origin of the undiagnosed distress and is equally convinced that the psyche plays no part in the 

disease process. Thus, when a patient has a somatoform disorder, a disconnect is initially 

established between patient and physician in the diagnostic process" (Guggenheim, 1999, p. 1504). 

This dialectical tension between the somatizing individual's 'inability' to recognise the underlying 

or repressed mechanisms informing his/her distress, the professional's equal inability to recognise 

the significance that the body 's expressions play for the individual , and their shared inability to 

consider the central role that both body and mind may play in the manifestation of somatic 

symptoms, may be considered an expression of a historical and philosophical legacy that has 

informed (and continues to inform), our constructions of human experience and thus the 

subject/self and his/her body: i.e. Cartesian Dualism. 

Mona Lisa Smile: The Disembodied Psyche and Literalised Soma 

Romanyshyn (1982) employs the elusive character of Mona Lisa's smile to refer to psychology's 

historical treatment of the body and self: "in the midst of this landscape looms the figure of Mona 
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Lisa. She dominates the landscape even while she turns her back on it and faces us with her 

smile ... The smile of Mona Lisa is and remains a secret smile, and nothing around her, nothing in 

the landscape reflects its meaning" (p. 25). Da Vinci's elusive figures' persona is one of secrecy 

and hidden, interiorised meaning and is described by Van den Berg (1975) as embodying the first 

representation of one who is estranged from the landscape and thus her lived reality. The force of 

the painting is one that turns the viewers eye towards the smile and away from the landscape: "We 

are not invited nor are we meant to see through it a world which is its reflection .... we are meant to 

see only the smile and behind it, in a world beyond time, 'a beauty wrought out from within upon 

the flesh'" (Romanyshyn, 1982, p. 25). In this regard, the Mona Lisa and her smile is possibly the 

first face that simultaneously invites one to look away from the world (constructed and 

characterised by qualities of neutrality and indifference) and to gaze within. Thus, in order to come 

to know the self, the Mona Lisa encourages us to retreat inside and turn a blind eye on the world: 

"Mona Lisa's smile betrays a communion with herself and herself alone" (Romanyshyn, 1982, p. 

25). 

In this regard, the embodied quality of self and of the lived world, as reflected in earlier, sixteenth 

century notions of the grotesque union of subject, body and lived world (in which the body was 

one that "extended out into other bodies or into the world, a body encroached on by other bodies 

and by the world" (Young, 1994, p. 713)), have been steadily displaced in favour of what 

Lightfoot & Lyra (2000) refer to as an age of the first person singular. In this sense, the self has 

traditionally been communicated and articulated - across various disciplines - as a product or 

aspect of personal authenticity (Lightfoot & Lyra, 2000), whereby "the new sense of self [seeks] 

singularity, interiority and distance from the commonplace" (p.1 00). 

Looking at this development within its broader socio-historical context makes it possible to trace, 

from as early as the Renaissance, a transcendence or severing of self or personhood from its 

interwoven relations and dialogues with its spatial-bodily and temporal dimension (Burkitt, 1999). 

For example, the collective, communicative seltlbody of the early Renaissance was replaced by a 

privatized body in the Classical period - a body whose 'instinctual' acts such as sex, were no 

longer regarded as meaningful acts to be collectively celebrated, but rather became privatized acts 
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that one did not speak of in polite society (Burkitt, 1999). In this sense, the subject of classicism 

became one who was firmly encased in hi s or her closed bodily shell and thus removed from 

his/her connection to the concrete present (Lightfoot & Lyra, 2000). Within this context it becomes 

possible to argue that the subject/self has been discharged into a realm of the hypothetical, 

resulting in what Lightfoot and Lyra (2000) refer to as "a certain orphan and isolated existence" 

(p. I 0 I). One could therefore suggest that our sense of who we are is one that has been informed 

by a historical legacy that sets the very vehicle for our self-existence (i.e. our body) apart from the 

distinct characteristics that make us thinking, speaking and ultimately feeling beings. 

Leder (1990) points out that our continued tendency to articulate self and body as distinct, either/or 

entities that establish internal and external boundaries governing 'truths' and our manners of being 

in the world , is intimately related to the mind-body split that thinkers such as Descartes, and later 

our own models of explanation (e.g. the biomedical model) have employed in their quest for the 

realisation of qualities such as objectivity and absolute truth. As Romanyshyn (1982) suggests, this 

distinction was evidently necessQly in the development and evolution of medicine, for example, 

and for our scientific understanding of the world. Had Copernicus not had the capacity to 'step 

outside' of his bodily understanding of his lived environment in order to envisage an alternative 

explanation to the nature of the relation between the sun and the earth, we would possibly not have 

established as early as we did that the earth revolved around the sun. Similarly, Vesalius' book on 

the structure of the human body marks the inauguration of the modern approach to anatomy and 

the human body, such that the literal, anatomical corpse (as opposed to the incarnate human body) 

was afforded significance. The Copernican Revolution and Vesalius' new articulation of the body, 

represent an 'act of the imagination ' and a process of articulating bodily expression in literal , 

physiological terms (Romanyshyn, 1982), thus marking the emergence of an era of discovery, 

particularly with in the realm of science, where various great thinkers had to engage in a so-called 

objective distancing - a severing off from their subjectively experienced environment and thus a 

distancing from the 'deceptive body'. 

Within this epistemological framework of Cartesian dualism, bodily experience has been Iiteralised 

and the body has come to be articulated as a self-contained, physical entity (understood in terms of 

physical mechanisms) existing in itself as an object and thus as an outsider to the lived, 
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experienced world (Burkitt, 1999; Leder, 1990). Similarly, psychological life has been rendered an 

interior domain, in which the mind has assumed the position of the subject (i.e. where self is 

articulated as the ' theatre of the mind ') and distinctions such as conscious and unconscious being 

have become the predominant vehicles for making sense of human experience. 

It is within this context (in which the body and mind have been culturally and philosophically 

constructed as distinct and non-overlapping entities) where 'real' illness is defined as that which 

has an indentifiable physical cause and medically unexplained 'illness' is constructed as primarily 

psychological or emotional in nature and presentation (Swartz, 1998; Fabrega, 1991). In this 

regard, the bodily communication and experience of distress is reduced to something that is 

biomedically incorrect due to the relative absence of tangible physiological objects (i.e. signs or 

symptoms). This, in tum, allows for a ' psychogenic' form of reductionism in which somatic 

distress is informed by strictly internal or ' psychological ' processes (Swartz, 1998). 

Kirmayer (1992) argues that within a context in which ' illness ' is traditionally reduced to 

biological disease and thus objective signs and symptoms, psychodynamic theory has had to 

assume a central role (pa11icularly within the mental health context) in affording elusive illness 

phenomena such as somatization a degree of credibility (as emphasised by the pervasive influence 

of psychoanalytic concepts within mainstream psychological explanations of somatization). In this 

sense, that which can be explained (i.e. the mechanisms underlying illness experience) is placed at 

centre stage. However, despite psychoanalytical theorists' heavy reliance on the central role of the 

body in the development of self/ego, the body is afforded a transitional status, in which one 's sense 

of having a body relies on the infant's ability to intemalise a mental representation of his/her 

bodily boundaries and thus establish the phantasy of possessing a body (Csordas, 1994). 

Psychodynamic theories have thus substituted "the image [or phantasy 1 of the body for the body" 

(Kinnayer, 1992, pp. 331-332) - and engaged in a dualistic split of the mind and body, in which 

the manifestation of somatic distress reflects one ' s relation to an internal or interiorised domain 

(referred to as the unconscious), as opposed to an embodied relationship with the very vehicle of 

one 's being in the world . Burkitt (1999) and Kirmayer (1992) argue that it is within the context of 

this interiorised discourse that the body can be regarded as an irrational construct whose somatic 
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articulations or 'explosions' (McDougall, 1989) need to be understood, contained and classified as 

symbols that allude to universal themes or concepts of repressed or split-off inner conflict, 

maternal rejection, abandonment or withdrawal , unconscious attention and validation-seeking, 

emotional gam, and wish fulfilment. Within the context of other psychological theories of 

aetiology, these themes are similarly articulated as pervasive, hypervigilant cognitive styles, 

prominent dependent or histrionic personality traits, a mind-body deception or a limited affective 

vocabulary, which are in turn informed by universal psychodynamic principles. In this regard, it 

may be possible to suggest that "[pJsychoanalytic explanation reduces the variety, complexity and 

multivocality of the patient's bodily experiences and expressions" (Kirmayer, 1992, p. 331) by 

articulating somatic distress as a mental phenomenon, thus re-enacting the very mechanisms with 

which they make sense of 'psychosomatic phenomena': i.e. a defensive splitting of the mind/self 

and body, conscious and unconscious , subject and object. 

Somatization and the Absent Body 

Thus, within the creation of dualistic boundaries between self and bodily expression, it may be 

possible to suggest, as Csordas (1994) does, that predominant theories of bodily expression, 

illness, etc. have rendered the body an absent and ultimately passive phenomenon. In so doing, the 

body's embodied participation in an individual 's life world is excluded, and its expressions are 

considered surface representations of the unconscious seeking realisation or bulging out onto the 

bodily surface (Csordas, 1994). In this regard, theoretical articulations of bodily phenomena are 

informed by an epistemological distrust in the sensuous, experiential body (Burkitt, 1999; Leder, 

1990), thus subscribing to the Cartesian premise that "[wJhat we know of the world is not based on 

the information gathered by touch, sight, smell or sound, but how this is classified and worked on 

by the intellect" (Burkitt, 1999, p. 10). 

In this regard, it becomes possible to understand researchers' continued attempts to apply objective 

diagnostic criteria to a phenomenon whose essential defining characteristic is one of elusivity and 

thus ' epistemological deception'. Within this context, the experienced body, and the body 's 

capacity for agency or meaning-making is thwarted, to such an extent that the body is rendered an 

'object in the mind'. In so doing, 'mindful intellectualism' can continue to articulate somatization 

as a metaphor or reflection of the body as an acted upon entity rather than performing a disclosive 



24 

function ofthatfi'om which one exists in the world (i.e. the surface with which one first engages 

the world) (Leder, \990). 

Several aetio logical theories have attempted to define somatization in manners that recognise the 

contextual quality of bodily expression. In an attempt to move away from a Cattesian mode of 

thought (in which concrete physiological events are made sensible through a decontextualised or 

disembodied return to internal locations/alticulations of self), theoretical articulations of somatic 

distress have begun to turn their attention towards the manner in which one's bodily engagement in 

external events (cultural, familial , etc.), both from the past as well as those that continue to occur 

in the immediate present, inform the manner in which an individual may communicate his/her 

illness experience (Cardo, 1999). 

Systemic family theory offers the perspective that somatic manifestations of distress are frequently 

indicative of a crisis of interaction with in a family system, whereby symptoms of somatic distress 

are articulated as the use of the body as "an unconscious means of coping with other people's 

psyches" (Dubovsky, 1997, p. 54). In this regard , the symptom serves to afford a degree of 

autonomy to a potentially dysfunctional system, by allowing individual members (and the family 

as a whole) to turn their attention away from interpersonal deficiencies and potentially explosive 

issues and focus on the physiological manifestations of illness as a means of coping and 

maintaining the 'status quo' (Dubovsky, 1997). In this regard, the body assumes a disclosive 

function in that somatic symptoms are not only indicative of a body being acted upon by external 

dynamics, but also indicative of a body making sense of those external dynamics: e.g. within a 

family unit characterized by parental neglect (on an affective level), somatic symptoms may serve 

the function of ensuring visibility within the family unit and may, in turn, serve other family 

members by enabling an indirect expression of transgenerational patterns of abandonment (Corey, 

\996). 

Somatization is also frequently articulated as performative in nature and thus representative or 

symbolic of a predominantly unconscious strategy for conducting social interaction and attaining 

help (Kleinman, 1995). Central to this definition is the notion that somatization is frequently a 
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pattern of reaction to psychosocial or ideological stressors, in which somatic symptoms may 

provide a safe, yet visible strategy for those in impoverished, disadvantaged contexts to protest 

social inequities. This hypothesis is reinforced by theorists writing from within the South African 

context (e.g. Swartz, 1998) - a context that has an extended history of inequality and ideological 

restriction. Kleinman (1995) argues that this aetiological theory constructs the body as a vehicle 

for the communication and experience of externally motivated distress, as opposed to a surface 

upon which internal psychological processes are projected. In this sense, the body is construed as 

a way of engaging the world (Lewis-Fernandez & Kleinman, 1995). 

This theory is extended into theories concerning an individual 's exposure to significantly traumatic 

events (e.g. sexual abuse), in which case the body's response is a paradoxical one to an 

individual's chronic and ingrained pattern of hiding hislher feelings and reality. In this sense, the 

body engages the world in an act of attempting to make ' public ' lifelong and invasive patterns of 

secrecy, by displacing the emotional and psychological trauma endured by the individual into a 

form that allows for acknowledgement of suffering (Rubin, 2005). 

Central to these theories of causation is the argument that somatization is a phenomenon that not 

only incorporates physical and psychological components, but also a multitude of experiential 

components (e.g. interpersonal, cultural , economic), thus inciting the researcher or health 

professional to engage with the presenting problem within the contexts in which individuals live 

and find themselves (Swartz, 1998). Within this context, the body may be construed as a body 'in 

revolt ' - an image which has been employed not only within broader social and ideological 

contexts, but also within the medical field in which theorists have (since the early 1980 's) 

attempted to recapture and emphasise the inextricable relationship between mind, body and 

external events. Lynch (1984), for example speaks of the body 's intimate and ongoing dialogue 

with a 'social membrane ' that meshes with internal physiological and psychological events, such 

that one's dialogues with the external world can quite li terally construct one's physiological reality 

(e.g. changes in blood pressure, heart rate, etc.). In this regard, somatic distress embodies a 

breakdown in effective communication or dialogue with one's external reality, which is, in turn, 

internal ized defensively as a breakdown in one's communication with, and awareness of, the 
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changes occurring in one's body during interactions with one's external environment. Somatic 

symptoms are thus the body's way of informing one of a conscious turning away from the hidden 

physiological communications that underlie our external interpersonal communications. Lynch 

(1984) argues that the body's response to being acted upon by dysfunctional dialogues with one's 

external interpersonal environment, is one of revolt and thus one in which the "my whole 

body ... turn[sJ against me!" (Lynch, 1984, p. 20). 

As highlighted by mainstream aetiological somatic theories, the aforementioned theories serve to 

further reinforce the argument that somatization is an extremely complex phenomenon that fails to 

' slot' comfortably into a single, unitary definition or classification system (Swartz, 1998). 

However, these theories afford the study of somatization the added dimension of highlighting the 

importance of taking individuals ' lived contexts into account and thus the manner in which the 

situated/contextual or lived body plays an integral role in the process of creating meaning. 

However, although the intention may be to explore somatic distress as a way of being in the world 

and thus emphasise the performative and disclosive function of the body, both Starn (2003) and 

Gill ies, Harden, Johnson, Reavey, Strange & Willig (2004) argue that the articulation of various 

human phenomena in 'non-Cartesian' terms within the context of contemporary psychology poses 

a challenging task, particularly when the culturally and historically ingrained nature of Cartesian 

dualism as a conceptual framework continues to inform and regulate (or 'restrict') the performance 

and generation of both individual meaning and experience. It may be possible to argue that the 

aforementioned contextual theories of aetiology serve to perpetuate a mind-body split and 

ironically continue to articulate individuals' illness experiences on the grounds of absence. 

Although such theories articulate the body 's somatic expressions as indicative of the body's 

engagement with its lived environment, the body continues to be positioned as an acted upon and 

thus passive phenomenon. In this sense, the continued employment of notions of somatic 

symptoms as symbolic of unconscious strategies or coping mechanisms, patterns of secrecy, a 

breakdown in one's connection to one's external interpersonal and internal or 'hidden ' 

physiological dialogues serve to establish a distinction between the internal and external. In so 
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doing, the body is afforded a slate-like quality in which its expressions are not so much an act of 

'presencing' the body, but rather an expression of the body as a passive theatre of both the internal 

and external (Griffith & Griffith, 1994; Gergen & Gergen, 1998). 

Furthermore, such constructions are deeply entrenched within a Western philosophical framework 

and allow for the articulation of somatic distress as an expression of less developed or less 

sophisticated societies - a hypothesis that has been afforded prominence within somatic literature 

(Fabrega, 1991). 

Conclusion 

lt may be possible to argue that the body and its expressions continue to assume a dislocated or 

absent position - a position amenable to objectification, discrimination and pathologising. From 

this position, the somatizing individual is encouraged to adopt the detached perspective of the 

scientist towards their own bodies, thus rendering the lived, subjective meaning that they attribute 

to their illness experience a silent, disempowering phenomenon - something which is perpetuated 

by the negative manner in which somatizers are frequently spoken about by health professionals. 

In this sense, Swartz (1998) posits that the challenge lies not so much in operationalising somatic 

distress in the form of specific symptoms and syndromes, unconscious mechanisms (or as a 

reflection of the body's malleability in the face of prominent psychosocial, socioeconomic and 

ideological stressors), but in incorporating an embedded understanding of the lived meaning 

attributed to somatic symptoms by those who suffer from them: i.e. how do individuals experience, 

embody and communicate their experience of somatic distress as body-subjects?(Cardo, 1999). 

Such an approach would require a return to the lived, subjective world of individuals suffering 

from somatic distress where the body is articulated as a co-participant and thus an expression of 

our way of being in the world. The theoretical thrust and unfolding of this study will be based on a 

broad phenomenological notion of the body as that from which one exists in the world - the 

surface from which one first engages in the world. [n this sense, it is "via bodily means that I am 
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capable of responding" (Leder, 1990, p. l) and thus capable of generating meaning, and engaging 

in gestures that are not only a reflection of being a body-subject, but are also a reflection of one's 

sense of who one is in relation to multiple planes or horizons of value and meaning (Bakhtin, 

1990). 

The proceeding chapter both initiates and develops this phenomenological notion within the 

context of illness and, more specifically, somatization research. It therefore attempts to address the 

relative absence of a corporeal and embodied theory of somatization through a development of a 

theoretical framework that arguab ly allows for the return to the somatizing body as the vehicle 

through which somatizing individuals make sense of their lived world. 
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CHAPTER THREE 

A Return to the Lived Body 

Introduction 

By drawing on arguments from the previous chapter, this chapter attempts to develop an embodied 

theoretical landscape or corporeal framework with which to redirect attention towards the 

somatizing body as a focal entity and perceiving subjectivity in its own right. It is argued that the 

concept of the ' lived body' (i.e. a concept that is central to embodiment philosophy) is one that 

may serve to undermine the epistemological and ontological primacy of the decorporealized and 

interiorised self of Western philosophy, and more specifically, somatic aetiology. 

Theoretical developments around the body as a contextual and lived phenomenon are explored, 

with particular reference to social constructionism as having played a significant role in redirecting 

our attention towards the body as a theme of exploration within somatic literature. However, a 

brief and by no means all-inclusive exploration of some of the basic tenets of social constructionist 

or discursive body discourse, reveals that despite the social constructionist claim that the body and 

its expressions are of central analytical concern, discursive accounts of somatic theory continue to 

pay little attention to the body as a generative source in its own right. In this sense, it is argued that 

the social constructionist understanding and articulation of the body as created through and by 

discourse, once again relegates the body into a realm of di sengaged absence, whereby experience 

is constituted through the processes of language, rather than preobjective bodily knowledge. 

Following Burkitt (1999) and Sparkes' (1999) expressed concern that contemporary body theory 

continues to champion disembodied epistemological principles, this chapter's theoretical focus 

turns towards the embodiment philosophies of Merleau-Ponty (1962; 1968) and Leder (1990) as 

possible mechanisms with which to capture the body's capacity for intentional action, agency and 

subjectivity and thus challenge dualistic partitionings of body and self, etc. Based on both 

theorists' notions of the lived body, a phenomenological anatomy is developed such that the body 

and its expressions (i.e. somatic distress) are positioned as the central vehicle through which to 

gain access to lived corporeal experience as a generative source in its own right. 
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Leder (1990) offers an alternative perspective to the mind-body dichotomy that continues to 

pervade contemporary body literature, and provides an effective rehabilitation and exploration of 

the experiential core of Cartesian duali sm. This is significant within the context of both somatic 

and broader illness literature as it offers an alternative perspective to the apparent subscription to a 

mind-body split that contemporary authors have highlighted as characteristic of individual's 

attempts to negotiate the ill body. In contrast, Leder (1990) argues that what we regard (in 

participants' accounts) as a distancing of the self from the deceptive, somatizing body, is possibly 

better accounted for by the phenomenologically and experientially grounded experience of the 

body as lived. He argues that inherent to our embodied experience of the lived world is a gestalt­

like experience of both absence and presence: i.e. the body tends to disappear when functioning 

unproblematically, but seizes our attention most strongly at times of dysfunction. In this sense, we 

experience the body as the very absence of a desired state and as a very present force that appears 

to stand in opposition to the self. 

By employing Leder's (1990) notion of the body as a gestalt-like absent-presence and present­

absence, it is argued that embodiment phi losophy provides the researcher with valuable tools with 

which to explore a phenomenon that appears to elude Western theorist's attempts at problematising 

a seeming integrity between psyche and soma. 

To conclude, this chapter ends with the suggestion that in order to enable somatic theory to 

become enacted by the body-subject, rather than the body-subject being enacted through and by 

discursive practices, one must approach somatic theorisation as a mode of being-in-the-world and 

thus as a reflection of an individual 's social , interpersonal and cultural organization of their lived 

reality. Thus, of central concern is affording individuals who experience somatic distress as an 

integral part of their body-self expression, the opportunity to offer theoretically established 

absences around somatization, the presence of subjective experience. 

An Absence of Patient Perspectives: Suffering the Professional's View of the Corpse 

Swartz' (1998) suggestion that somatic literature begin to incorporate and pay attention to the lived 

and embedded meaning of somatic symptoms is echoed by Kozlowska (2003) in her argument 

that patient perspectives regarding somatization are remarkably absent within contemporary 
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literature. Kozlowska's (2003) hypotheses concerning this absence are reminiscent of the 

arguments outlined in the previous chapter: i.e. she speaks of a philosophical or theoretical divide 

inherent within our discourses of somatic aetiology and argues that the belief that somatization 

phenomena are genuine requires "an [either/or] acceptance of hypothetical constructs such as 

'dissociation' ... or ' repression and conversion' ... or necessitates that the clinician adopt an agnostic 

position with regard to the subjective reality of the symptom" (p.74). According to her such a 

divide encourages an avoidance of comfortable dialogue and engagement with medically 

unexplained symptoms on the part of health professionals, and results in the adoption of a 

perturbed silence that "implicitly raises questions as to the authenticity of the [individual's] 

symptoms and the contribution of illness behaviour and negative emotional factors" (p. 77). 

Kozlowska (2003) further argues that within the agnostic, biomedical context in which these 

symptoms frequently present, existing, prescriptive discourses of aetiological complexity, medical 

uncertainty, and psychical interiorization serve to maintain clients ' experiences of shame and 

frustration, and thus "perpetuate client fears that their illness is seen as feigned, unreal and 'in the 

head" (p. 78). Thus, within a context in which the body is characteristically articulated as a 

"discrete physicality external to the self' (Lyon & Barbalet, 1994, p. 84), which must be 

scrutinized, manipulated and corrected via medical expertise and imperatives, the elusive 

manifestations of the somatizing body are rendered literal transcriptions of interiorised, abstract 

and universal psychological principles. This positions the body as nothing more than the territory 

of, or backdrop to, "whatever psychological property is in question" (Starn, 1996, p. 555). Within 

this distinctly Cartesian mode of thought, clients' physical expressions are positioned as 

phenomena requiring empirical interpretation by an 'expert' as the vehicle through which an 

interiorised domain of lived experience is accessed. This in effect renders the immediacy of the 

body-subject' s lived experience and subjective expressions and knowledge of his or her illness 

inaccessible. Within the context of somatic distress, where a patient's physiological expressions 

cannot be empirically articulated as anatomic or technological facts, and are thus rendered 

immaterial, such disregard for dialoguing with, and understanding somatic distress as articulated 

through the meaning individuals attribute to their illness experiences, reduces the authority of the 

lived, embodied world to silence. Diekama (1989) argues that inherent to the professional ' s turning 

away or retreat from an engagement of somatic distress on the grounds of unique, subjective 
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expenence, rather than on the grounds of interiorised, theoretical 'knowing' or 'not knowing', 

positions the patient as a "passive, silent recipient who is distanced from the possibility that [their] 

own resources [are] as... valuable [as that of the medical/psychiatric or psychological 

professional]" (in Etherington, 2003, pp. 33-34). 

Cardo (1999) argues that the biomedical framework's lack of concern in, and inability to 

understand illness phenomena (as opposed to measurable disease phenomena) is largely due to the 

fact that it confronts a territory to which its decontextualised, literal and universal accounts of 

bodily phenomena cannot gain access. "[I]n its ability to forget differences in order to envision a 

neutral [and empirical] world" (Romanyshyn, 1982, p. 61) modern psychology's traditionally 

scientific-empirical perspective has positioned the professional as distrustful of experienced 

appearance, thus favouring a nalTOW definition of the human being as an empirical person only, 

whereby empirical events or symptoms are afforded the distinction of guiding us inwards towards 

that which is deemed psychological or meaningful (Romanyshyn, 1982). 

The physician 's lack of serious attention to the body as a meaningful, perceiving sUbjectivity (thus 

silencing the possibility that the presentation of somatic distress may relate not only to interior 

psychical mechanisms but to how individuals "body forth their world" (Cardo, 1999, p. 50)) 

relegates the professional-client relationship into a telTain of mutual, perturbed silence. Within this 

context, the client "suffers from his physician[/psychiatrist/psychologist's] point of view" (Van 

den Berg, 1972, p. 85) - a point of view in which the patient's own experience and subjective 

voice becomes inessential to the medical/psychiatric or psychological encounter: i.e. "The story 

told by the physician becomes the one against which others are ultimately judged true or false, 

useful or not" (Frank, 1995, p. 5). In this regard, the patient's expressions of somatic distress are 

afforded an imaginary or phantasy body: i.e. in the absence of objective evidence, the professional 

will frequently turn to the psychological and thus an interiorised domain that incorporates the 

phantasy or psychic representation of the body as central to explaining the manifestation of 

somatic symptoms. In this regard, the lived body (although present) is rendered absent (i.e. an 

absent presence) such that the patient "as a living, suffering being" (Leder, 1990, pp. 147-148) is 

overlooked, giving way to medicalized or dualistic practices through which individuals experience 

themselves as disembodied and fragmented absent-presences (Leder, 1990). Within this context, 
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illness experience is regarded as something that happens to individuals rather than an act or a 

performance in which the body-subject is actively and agent-ically involved (Burkitt, 1999; 

Martin, 1989). 

Leder (1990) suggests that the concealment of lived experience and the lived body within our 

theoretical discussions of the body (and more specifically somatic distress) as well as our attempts 

to develop strategies of intervention and management of bodily illness experience may be 

attributed to historical developments within the medical realm. In short, "The corpse - and not the 

living, experienced individual - became the paradigmatic figure of truth in medicine" (Leder, 

1990, p. 47). 

Within the context of somatization, in which current models of aetiology continue to subscribe to 

the historical legacy of Cartesian Dualism (i.e. a philosophical dualism between an isolated, 

rational self and a world external to that self) as well as the absent lived body or the corpse, it 

becomes possible to understand both Swartz' (1998) and Kozlowska's (2003) already mentioned 

concerns about the relative absence of accounts that incorporate an exploration of somatic 

symptoms on their own terms: as phenomena that appear to escape or elude the disengaged, 

agnostic and egocentric explanations and classifications of body-self expression that continue to 

pervade somatic literature. The prevalent reactions of frustration on the parts of patients who 

"often feel that we do not understand them at all" (Simon, 1991 , p. 37) may attest to this, and may 

reflect an attempt to engage health professionals in the possibility "that more is involved in their 

[patient 's] experiences than the medical story can tell" (Frank, 1995, p. 6). In this regard, Frank 

(1995) argues that what is distinct in contemporary literature concerning the body and illness 

experience, is a re-awakening of "the need for a voice [that people] can recognize as their own" (p. 

7). 

Social Constructionism and the Body as a Renewed Theme of Exploration 

A significant amount of contemporary literature and theory regarding the body and its expressions 

has redirected attention towards the body as "a focal entity of psychological life" (Radley, 1998, 

p.559). Burkitt (1999) argues that central to this paradigmatic shift is a recognition that, due to 

Western philosophy's deeply entrenched history in a "foundation of profound somatophobia" 
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(Grosz, 1994, p. 5), the body has until recently been an almost invisible and passive object for both 

the social and psychological sciences. Stated differently, the body had remained a dislocated and 

disengaged object of knowledge and thus an instrument of the rational mind or self (Csordas, 

1994). In an attempt to overcome dualistic articulations of the relation between the subject-self, 

body and world, and thus address the relative absence of SUbjective and embodied accounts of 

illness experience in body literature, psychological and social theorists have attempted to develop a 

corporeal framework that requires an analytic focus on ' lived experience' and thus displays a 

sensitivity to the embodied/corporeal and mutable nature of human selfhood (Gillies et aI., 2004; 

Howson, 2004). 

This shift in focus represents an attempt to direct attention away from the body as a reified, 

material object, and towards the body as lived - as "the experiential ... [and] ... existential basis of 

our being-in-the-world" (Howson, 2004, pp. 9-10). Within this context the epistemological and 

ontological primacy of the decorporealized and thus interioirised self of Western philosophy (and 

more specifically, somatic aetiology), is undermined by a concept (i.e. the 'lived body') that 

provides a potential mode of escape from the conceptual dualisms that have restricted the 

development of adequate and experiential accounts of bodily expression. Unlike the "fundamental 

passivity and transparency of the [inanimate, medicalised] body" (Grosz, 1994, p. 9), the notion of 

the 'lived body' allows for a recognition of the body as an elusive, dynamic and disclosive entity 

capable of meaning-making (Leder, 1990; Howson, 1994). 

O'Loughlin (1995) argues that social constructionism has been essential in emphasizing the 

' intelligence' and agency of the body as lived and experienced. Central to the theoretical 

framework of social constructionism is the premise that one's knowledge and thus experience of 

the world is always situated and mediated discursively within a socio-historical context. In this 

sense, the unified, disembodied and isolated self of the enlightenment period and the metaphor of 

the body-as-biomedicaI-machine is challenged and displaced in favour of a recognition that human 

beings "cannot be wholly indifferent to the world around us. We must to an extent, continuously 

react and respond to it, spontaneously, whether we like it or not, and in so doing, we must of 

necessity, relate and connect ourselves to our surroundings in one way or another" (Shotter, 1994, 

p. I). Social constructionist theorists thus endeavour to make explicit an awareness of the 
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'background' circumstances (i.e. intersubjective, historical, sociological, political) that add form to 

our actions as we emerge from, or act ' into ' networks of meaning and social significance (Grosz, 

1994). Within this context, the body is recognised as central to the lived status of the subject -

whereby the human self's mode of insertion necessarily requires corporeal modes of interaction 

(i.e. bodily feeling, gesture and dialogue) . 

Within this broad theoretical framework, the self is constructed within a field of continuously 

interactive relationships and thus emerges in inextricable relation to the responses, actions and 

dialogues that take place within an intersubjective and linguistic community of self and other 

(Gergen, 1991; Shotter, 1994). Self is afforded a reality of relatedness that is negotiated through 

the performative, constructive and (frequently) prescriptive functions of speech, and thus through 

the linguistic processes or discourses that we utilise when referring to ourselves and others ' selves 

(Gergen, 1991), Within social constructionist literature, language thus plays a central role in the 

formation and construction of the lived fabric of human reality, "where all meaning is textual and 

anything about which we have knowledge is constituted through discourse" (Edwards, Ashmore & 

Potter, 1995, p. 32). 

It is within this core concept of self as 'lived discourse' that social constructionist theorists attempt 

to reinstate the body as lived and ' intelligent'; that is, the bodily production of language is an 

essential component to our insertion into and interaction with the vicissitudes of the lived socio­

cultural world. The body is thus positioned as the corporeal or material location "from and through 

which the subject/self knows and speaks" (Howson, 2004, p. 10). Wittgenstein (1953) emphasises 

the central and intelligent role of the body in the linguistic or discursive construction of reality 

through his reference to language as an extension or 'prosthetic device ' of the apparatus of bodily 

production (Burkitt, 1999; Shotter, 1994), In this regard discursive practices, dialogues, etc, are 

articulated, not as abstract units of grammar, but rather as representative of an individual's 

embodied location within a living, social and relational context. 

Through our embodied-linguistic productions of our socially embedded interactions, the body "can 

be read as an agent, a labouring, exchanging being, [and] a subject of social contracts" (Grosz, 

1994, p. 120), thus positioning it as the experiential site or grounding of knowledge, experience, 
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action and intention. In this regard, the body is neither private nor public, self nor other, natural nor 

cultural , psychical nor literal, but is rather perceived as a discursive object and a cultural product 

that is able to act and engage by virtue of our cultural , social, political, and personal 

"textualization[s] [inscriptions and markings] of .. . [its]. .. contours and organic outlines" (Grosz, 

1994, p. 119). Within this context, the body lives and [inter]acts, not because of essential, 

biological and natural givens but because of the power invested in it and through it by the symbolic 

order of discursive practices (Burkitt, 1999). The body's expressions and manifestations are at 

once representational (or symbolic) and agentic. This means that they are the symbolic carriers, 

bearers or signifiers of social meaning and symbolism and active creators of meaning and thus 

vehicles of social action (Reischer & Koo, 2004). In line with this, Turner (1996) argues that 

within social constructionism, di sease or illness categories (e.g. somatization) are articulated as 

products of changing social relations of power rather than inherently reflective of essential , 

agnostic scientific explanations and advances . As highlighted in the previous chapter, expressions 

of somatic distress are thus articulated as symbolic expressions, signifiers or replications of an 

individual's engagement with his/her social situation, particularly in relation to mechanisms of 

social power and oppression (e.g. somatic di stress may provide a safe, yet visible strategy for those 

in impoverished, disadvantaged contexts to protest social inequities) (Rei scher & Koo, 2004). 

Howson (2004) and Csordas (1994) argue that such an approach to the body serves to problematise 

monological or singular canons of 'the body as object'. In so doing, it highlights the mUltiplicity of 

meaning and animation inherent in our corporeal-linguistic expressions of our inescapable relation 

to , and ideological, social and historical constitution of, other bodies. As an entity that is 

inextricably related to the order of signification and power (an entity that is able to engage in the 

production and appropriation of the materiality of language), the body is afforded a history and an 

"indeterminable position [that] enables it to be used as a particularly strategic term to upset the 

frameworks by which ... primary [and thus dualistic] pairs are considered" (Grosz, 1994, pp. 23-

24). Within this context, accounts of the body necessarily require the subject's linguistic (or 

' fleshy') accounts of his/her embedded position within his/her socio-cultural/historical context. 

Here, the body is not a mode of interiorised expression that allows for the projection, 

communication and mediation of essentially private or latent psychical processes. Instead, it is a 

meaningful , experientially grounded subjectivity upon which meaning and knowledge is inscribed 
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through its lived engagement and intralinguistic self-body interactions over time (Shotter, 1994), 

In this regard, the body can exist not only as the 'medicalised body', but also as the 'discursive 

body' , the 'material body' , the 'talking body', the 'individual or social body', the 'communicative 

body', the 'consumer body', the 'somatic body', the 'disciplined body' etc, thus challenging or 

problematising the notion of the body as a reified object (Howson, 2004), 

Critiques of Social Constructionist Articulations of the Body 

As was outlined in the previous section, theorists working from a social constructionist orientation 

argue that this perspective reinstates the body as a meaningful subjectivity, in which the selfs 

intersubjective and intercorporeal dialogues or perspectives around bodily experience are afforded 

primacy in understanding the often-complex aetiology of bodily expression, In an attempt to make 

present the previously decorporealised, absent and natural or essential body, social constructionism 

not only emphasises the lack of finitude of any phenomenon, but also directs our theoretical focus 

towards paying attention to the body as a prerequisite for human action and an object of knowledge 

that is deeply embedded within the constantly shifting horizons of meaning and varying contexts in 

which an individual finds him/herself (Howson, 2004), 

However, although social constructionism has played a significant role in redirecting our attention 

towards the body as a focal entity and thus theme of exploration within somatic literature, several 

contemporary theorists have also severely criticised the constructionist understanding of bodily 

experience and agency as constituted and animated through language and thus the symbolic realm, 

Csordas (1999), for example, argues that despite the social constructionist claim that the body and 

its transformations are of central analytical concern, somatic theory continues to pay little attention 

to the body as a generative source in its own right: i.e, the social constructionist understanding of 

the body as created through and by discourse once again relegates the body into a realm of 

disengaged absence, whereby experience is constituted (or afforded validity) only through the 

processes oflanguage, In this sense, Csordas (1994) maintains that by establishing discourse as the 

precondition through which the body is constructed, communicated and inscribed upon, the 

phenomenological experience of being a body is submerged beneath the text and thus positioned as 

irrelevant He argues that within a context in which the actual living body of flesh and blood has 

been replaced with "[a] discursivist and theoreticist bias" (Wacquant, 1995) that reduces the 
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phenomenology of experience to ' fleshy' but nevertheless semiotic and representational structures, 

the body as a function of being-in-the-world is rendered absent and positioned, once again, as an 

objectified abstraction: i.e. "the subj ugation of the bodily to the semantic is empirically untenable 

.. . meaning should not be reduced to a sign which, as it were, lies on a separate plane outside the 

immediate domain of an act" (Jackson, 1989, p. 122, cited in Csordas, 1994, p. 10). 

Both Burkitt (1999) and Sparkes (1999) echo this concern by suggesting that although "the body 

may be back ... the new body theory is just as .. . di sembodied as it ever was" (Sparkes, 1999, p. 

18). Both authors argue that lived reality is not based on purely discursive practices, as social 

constructionism would suggest, and highlight a parallel between the theoretical premises of social 

constructionism and those of Cartesian Dualism: i.e. in both paradigms "the mediated nature of 

experience ... separates people from the world because they have no direct access to reality" 

(Burkitt, 1999, p. 94). Thus, central to the critiques of social constructionism is the concern that the 

heavily theorized and discursively constituted body of constructionist approaches has remained as 

detached and di stant as the literal body of Western Cartesian philosophy. In this regard, much of 

the existing theory concerning the study of the body continues to champion ideals of the 

disembodied Cartesian consciousness and thus "for the most part [lacks 1 intimate connection to the 

lived experiences of the corporeal beings who are the objects of analytical scrutiny" (Sparkes, 

1999, p. 18). 

Within the context of somatization or somatic distress, the recognition by body theorists that the 

lived body is as absent as it ever was suggests that a theoretical articulation of a non-Cartesian, 

lived body (and thus a non-Cartesian self) within the context of contemporary somatic theory 

poses a challenging task. This may be a relevant argument, particularly when the notion of self and 

body are deeply embedded within a tradition that has typically allowed for the discursive (abyss­

like) separation of body and self, the external and internal , and the conscious and unconscious. In 

response to this theoretical challenge, authors such as Csordas (1994) and Turner (1996) suggest 

that somatic theory needs to incorporate a "more radical role for the body - a role that contrasts 

significantly with approaches that have typically treated the body as an object, or theme of 

analysis" (Csordas, 1994, p. 6). Inherent to their argument is the suggestion that the philosophical 

notion of embodiment may provide somatic or body theorists with a method of exploring "the 
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systematic contradictions and ambiguities of the body as corporeality, sensibility and objectivity" 

(Turner, 1996, p. 33). 

The Foregrounding of Embodiment Principles in the Radicalisation of the Role of the Body 

In keeping with Csordas (1994) and Turner's (1996) arguments for the radicalisation of the role of 

the body, more recent critiques of the continued perpetuation of the unified subject (within the 

context of both philosophical and psychological writings on the body), have involved a 

fore grounding of embodiment as a central theme for exploration, and thus a means of exploring the 

mUltiple realities of self (O'Loughlin, 1995; Cardo, 1999; Burkitt, 1999). Within this context, 

embodiment is broadly defined as an existential immediacy and intimate connection to, or 

immersion in, the multiple dimensions of lived experience that individuals actively participate in 

(whether it be through gesture, dialogue, etc.). Such a definition allows for the incorporation of an 

individual's "socio-economic positionings, intersubjective and social dimensions, as well as the 

temporal context which situates [an individual] in a personal and communal history" (O'Loughlin, 

1995, p. 2). 

Embodiment theorists suggest that although social constructionist approaches purport to capture 

and illuminate the embodied nature of the discursive mediation of one 's lived involvement with 

one 's socio-historical context over time, the foregrounding of embodiment as a philosophical 

principle requires that the theoretical focus turns toward the pre-rejlective and pre-objective 

knowledge of the body (and the body 's capacity for intentional action, agency and subjectivity), as 

opposed to the linguistic and thus reflective constructions of the body as a readable text or tabula 

rasa (O'Loughlin, 1995, Csordas, 1994). In this regard, Hofmeister (2000) argues that the 

discursive conceptualisation of embodiment is unsatisfactory as "[d]iscursive approaches displace 

the question of materiality of the body by changing the status of the problem from ontological to 

epistemological" (p. 194). In this regard , the body is rendered a process of "performative 

materialization of discourses" (Hofmeister, 2000, p. 194) where the subject'sjleshy and subjective 

relation to his or her context dissipates into a realm of discourse. 

Csordas (1999) suggests that Merleau-Ponty 's philosophy of embodiment may provide a means of 

collapsing our continued subscription to the dualities or distinctions of subject and object; literal 
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body and corporeal meaning, etc. For Merleau-Ponty (1962), the body is a "setting in relation to 

the world" (p. 303) and thus the condition and context through which the subject is able to have a 

relation to its lived world. In this regard, the body is always engaged (pre-objectively and 

immediately) in the constitution of one 's environment in that it provides the horizon through which 

the subject is able to relate and engage with some other (whether that other be the objects of one's 

lived reality, another person, other parts of self or one's social or cultural environment) (Csordas, 

1999; Grosz, 1994; Bakhtin, 1990). Within this context, the subject's ability to create or generate 

meaning and thus receive knowledge relies not on a contemplative or discursive withdrawal from 

the body as lived and experienced, but rather on the recognition that the self's experience is 

"always and necessarily embodied, corporeally constituted [and] located in the subject's 

incarnation" (Grosz, 1994, p. 95). 

By situating the body as "'the general instrument of my 'comprehension'" (Merleau-Ponty, 1962, 

p. 235), Merleau-Ponty seeks to affirm and emphasise the interrelated nature of mind - as it is 

personified (or 'made flesh') - and the body. In this regard, self is always embodied and thus 

always engaged in the act of perceiving such that one 's sense of self is one of implicit connection 

and coherence with one's lived bodily or physical boundaries (Grosz, 1994; Csordas, 1997). The 

integration of the subjective I with the physical body thus establishes the body as an intelligent 

being that is central in our ability to make sense (and thus make intelligible) our lived relation with 

the indeterminate nature of the lived world. In this regard, the Cartesian belief that the production 

of knowledge involves a solitary subject that grasps the world in a purely cognitive manner, and 

the constructionist production of self as a function of discursive theoretical thought, are rendered 

impossible in their inability to grasp the gestalt-like interchange between self, body and world: i.e. 

"1 am not able to stand back from the body and its experiences to reflect on them; this withdrawal 

is unable to grasp my body-as-it-is-lived-by-me. I have access to knowledge of my body only by 

living it" (Grosz, 1994, p. 86). 

Merleau-Ponty 's philosophy of embodiment is one that actively attempts to destabilise the 

dualistic philosophies that have dominated much of Western thought. Through his emphasis on the 

importance of the lived world or perceptual reality, he encourages us to engage in an "ontological 

rehabilitation of the sensible" (Gardiner, 1998, p. 133) - to pay attention to the manner in which 
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our body-selves author our lived realities (through their actions, their symptoms, etc.). Within this 

context, the lived world is articulated as "a living and complexly interacting medium in which we 

as body-subjects are enmeshed" (Gardiner, 1998, p. 133) and thus positioned as engaged in a 

complex and reflexive interplay between the experience of simultaneously constituting and being 

constituted by the "flesh"4 of the world. Within this dynamic context, the body-subject is at once 

object and subject, where dualistic partitionings of conscious and unconscious, the external and 

internal, mind/self and body become problematic and are rather embraced by the ambiguity which 

is inherent in the unfinished, indeterminate nature of the pre-objective and actively perceived 

environment, where body and self are intimately connected. 

It is possible to argue that Merleau-Ponty's notion of embodiment (in which body, self and world 

exist in chiasmatic relation to one another), makes it possible to understand how the perceiving 

body becomes the supposed absent component within Cartesian, constructionist, and biomedical 

models of thought and thus within our dualistic theories regarding the experience and articulation 

of somatic distress on the part of somatizing individuals. The body can be rendered absent, 

precisely because it is the point from which the perceptual or lived field radiates (Leder, 1990): i.e. 

the body must necessarily remain 'absent' in the midst of the perceived. The disclosive function of 

the body is premised on the embodied individual experiencing an absence of the body from his/her 

self-awareness: "The body always has a determinate stance - it is that whereby we are located and 

defined. But the very nature of the body is to project outward from its place of standing .. .. The 

body conceals itself precisely in the act of revealing what is other. The very presencing of the 

world and of the body as an object within it is always correlative with this primordial absence" 

(Leder, 1990, pp. 21-22). 

These ideas can be illustrated with the following example. The act of writing about the body is one 

in which the walking, active-in-the-world body is largely pushed into background awareness -

thoughts, fingers and eyes alone are in motion. However, in terms of bodily or physical self­

awareness there is a focal disappearance of one's fingers, one's eyes and ultimately one' s brain 

4 Where "nesh" is a notion or basic term utilised by Merleau-Ponty (1968) to refer to the indetenninate nature of 
so-called boundaries between object and subject, the visible and invisible and thus self and body, body and world, 
etc. In this regard, flesh could be described as a circular or reversible union between lived world and lived body: 
"it [flesh] is at once world and body, at once internal and exterior, at once absent and present" (Merleau-Ponty, 
1968, p. 152). 
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(the experientially absent anatomical centre that influences our thought production, bodily 

movement, etc. - a centre that fails to register in our physical world (Leder, 1990)). Similarly, the 

rest of one's body - one 's legs, torso, etc. - are engaged in a background disappearance. In both 

instances, there is a seemingly apparent absence of the lived, experienced body; in that it is not 

obviously engaged in any action that could possibly render a disclosive property to one 's lived 

reality. In other words, although my fingers , eyes and brain are the aspects of my body that are 

engaged in 'object interaction' (such as the computer keyboard and screen), I am not particularly 

aware of my actions, except perhaps for my current process of thought whilst sitting at the 

computer. In this sense, my body, by virtue of its obvious physiological presence and thus its 

inescapable presence in my lived world, is at once both absent and present - a functional gestalt 

that is informed by two modes of bodily absence or disappearance: i)focal disappearance: the self 

'deletion' of bodily organs that as a result of their engagement with our perceptual and 'actional' 

field and thus the disclosure of our experienced, lived world, 'disappear' from conscious 

awareness, and ii) background disappearance: where one 's awareness is withdrawn from a 

pru1icular bodily-region when it does not paI1ake in the focal origin of one's corporeal engagement 

with one's lived environment. Such bodily regions are thus relegated to a supportive role within 

the bodily gestalt and thus 'put out of play' (Leder, 1990). 

These modes of disappearance are used to account, phenomenologically, for our ability to exist at 

once as a grounded physicality (a grounded presence) and as an intimately interrelated and 

involved 'absence' - that is, to exist continuously 'outside' oneself and thus to apprehend one's 

sense of embodiment through one's relation to other embodied human absence-presences. As 

Leder (1990) points out, my body is therefore experienced as "a tacit and self-concealing 

structure" (p. 108) allowing for the' mind' (or that part of the human being in the world, e.g. self, 

that does not form a [selfJ-evident part of one's bodily armour) to seem disembodied. In this sense, 

the mind/thought/self could be construed in the moment of writing and thinking as anatomically 

nowhere (Leder, 1990). 

Anatomically, however, it is the 'disappearance' and seemingly disembodied quality of the brain 

(i.e. its lack of visible insertion into our lived reality) as well as the background disappearance of 

the body (in the above example) that provides a possible key to understanding the historical 
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emergence of the 'orphan self , and more presently, of the continued tendency to resort to 

hypothetical notions of bodily expression (e.g. somatic distress) that render both the body and self 

absent from the immediacy of the lived world. As the centre point from which our perceptual field 

radiates, "it is the body's own tendency toward self-concealment" (Leder, 1990, p. 69) that has 

historically allowed individuals such as Copernicus, Descartes and later psychoanalytic writers 

such as Freud, Winnicott, etc. to identify self with an incorporeal mind and attribute a quality of 

deception to the physical body, thus allowing for the possibility of a neglect or deprecation of the 

corporeal/material (Leder, 1990). Ifone attempts to articulate a phenomenology of the lived body, 

Descarte ' s incorporeal mind would necessarily have been embodied, i. e. one that emerged from 

within a phenomenological experience of his very own corporeal gestalts - an entity that is (at 

times of good health) rarely "the thematic object of experience" (Leder, 1990, p. I). Similarly, 

when the body does draw Descartes' philosophical attention, it is generally at times of injury, 

disease and fatigue - times in which the body is distinctly and painfully present, but as a piercing 

and demanding Other. Whilst both these modes of being in the world exhibit the characteristics of 

the body as functional gestalt (enabling one to simultaneously experience the contrasting positions 

of its absences and presences, of which some are more pronounced than others), it is this 

experience of the body as Other, as deceptive, that has essentially informed and sanctioned the 

Cartesian categorisation of the phenomenological ambivalence that is the body (Csordas, 1994). 

Historically it therefore becomes evident that whilst the experiential basis from which 

Cartesianism emerged is one characterised by a constant shift between absence and presence, 

visibility and invisibility, objectivity and subjectivity, our philosophical and theoretical approaches 

towards the articulation of human being in the world have been formulated on the grounds of 

absence only, thus allowing for the discursive separation of body and self, unconscious and 

conscious, etc. In so doing, the Western philosophical and psychological tradition has cultivated 

and nurtured a narcissistic "fantasy [and epistemology 1 of total self-determination, total self­

grounding" (Gardiner, 1998, p. 128) whereby the sense of one's incarnate union and lived 

engagement or dialogue (i.e. intertwining of self-body-world) with one ' s lived reality is positioned 

5 "it is from the very immediacy of the life-world that this dualism is first brought forth and by which it is 
continually sanctioned" (Leder, 1990, p. 149). 
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as alien and supplanted with a solipsistic disincarnate self that interprets the world as a projection 

of its own cognitive faculties (Gardiner, 1998; 0' Loughlin, 1995). 

Although Merleau-Ponty 's philosophy of embodiment affords body theorists with a perspective 

that attempts to enable us to "plunge into the world instead of surveying it[,] [to] descend towards 

it such as it is instead of working its way back up toward a prior possibility of thinking it - which 

would impose upon the world in advance the conditions for our control over it" (Merleau-Ponty, 

1968, pp. 38-39), both Stam (2003) and Gillies et al. (2004) argue that whilst the intention may be 

to explore notions of self, bodily manifestations of distress, etc. as integral to an embodied, 

dialogical reality, "the language we use to convey our accounts [both personally and theoretically] 

is inevitably distilled from culturally ingrained, dualistic discourse" (Gillies et aI., 2004, p. 111). 

For example, Gillies et al. (2004) recently published an article entitled "Women's Collective 

Constructions of Embodied Practices Through Memory Work: Cartesian Dualism in Memories of 

Sweating and Pain". In this they suggest that the articulation of embodied, non-Cartesian self and 

bodily-experience is constrained by an inherent dualistic split between self and body that exists not 

only in theoretical accounts of selfhood, but in participants' accounts of their lived experiences as 

well. Similarly, within literature concerning individuals' experiences of somatization or somatic 

distress, the body has frequently been positioned in manners that are reminiscent of the deceptive 

Other of Cartesian philosophy: i.e. patient' s frequently refer to their bodies as a body ' in revolt ' 

(Lynch, 1984) or as 'an alien presence' (Csordas, 1994) - thus positioning the body or vehicle of 

being-in-the-world as a presence that "speak[s] a language of its own" (Etherington, 2003, p. 29) 

and is thus distinct from the experience of self. Gillies et al. argue that it is participants' accounts 

such as these that highlight the culturally and historically ingrained nature of Cartesian dualism as 

a conceptual framework that continues to inform and regulate (or ' restrict') the performance and 

generation of both meaning and experience. Adding to Gillies et al. ' s argument, Starn (2003) 

questions whether the "recuperation of self as [embodied]" (p. 87) necessarily implies that 

psychology has effectively managed to articulate a self that truly partakes in a shared, embodied 

and pluralistic lived environment, and thus moves beyond reliance for its articulation on 

unconsciously Cartesian theoretical schemes of representation. 



45 

Central to both Gillies et al. and Starn's argument is the question of how does one 

methodologically capture a truly non-Cartesian body-subject (?), and thus how does one explore 

somatic phenomena from a framework that enables theories of aetiology to become enacted by the 

body as lived, rather than the body being enacted through and by discursive practices. Similarly, 

how does one capture the individual ' s experience of somatic distress and thus his/her body in such 

a way that the experience is not broken down or 'abstracted up ' into rigid and thus disembodied 

diagnostic categories, or discursive practices that render the body as an object rather than subject 

of discourse? 

With the finding that Cartesian dualism "accounts for, and also constitutes, embodied experience" 

Gillies et al.'s (2004, p. 110) article concerns itself not with an "attempt to formulate an outright 

rejection of Cartesian dualism that [has 1 become popular in some recent writings" (p. 110), but 

rather attempts to reveal "how this discourse can be utilized as a resource" (pp. 110-111). Whilst 

such an approach can be considered a constructive one in finding or developing alternative ways 

with which to articulate and challenge (and ultimately break away from) an extensive history of 

conceptual frameworks and discursive accounts (in which "notions such as the lived body, have 

been rendered creature [ s] of representation" (Csordas, 1994, p. 12) rather thanfonctions of being 

in the world), it still incorporates or utilizes Cartesianism on the grounds of absence in which the 

body as an ambiguous absence-presence remains negated. 

Whilst "merely cit[ing] counterevidence to a previous philosophical position never really breaks its 

hold over our consciousness" (Leder, 1990, p. 107), it would be possible to argue, as Leder does, 

that a reconciliation with, and incorporation of, a philosophical position without an exploration 

into that philosophical position 's own "domain of evidences" (p. 107) is equally problematic. 

Thus, when faced with the task of attempting to enact and articulate a non-Cartesian language and 

notion of the body and thus somatization or somatic distress as its lived expressions, a mere 

reconciliation with the epistemological embeddedness of Cartesianism is insufficient to 

understand, experientially, why our theories and accounts of self have typically been 'immaterial' 

and 'disembodied' . 
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Leder' s extended critique of the mind/self duality from a phenomenological standpoint effectively 

enables the rehabilitation and exploration of the experiential core of Cartesian dualism as a 

philosophical position (Csordas, 1994). Furthermore, Leder's critique also enables us to begin to 

make sense of somatizing patients' apparent subscription to a mind-body split as indicative not of a 

Ca11esian distancing of the self from the deceptive body, but as a phenomenologically and thus 

experientially grounded experience of the body as lived. [n establishing the body as a functional 

gestalt that is at once a presence and absence, Leder is able to illustrate that the phenomenological 

experience of the body does not necessarily set the mind/self and body as separate or distinct 

entities. Furthermore, in his suggestion that there is an experiential Cartesianism inherent in our 

own embodied experiences of the lived world, he effectively points out that both historically and 

presently, our fundamental error has been one of attempting to (theoretically) segregate and 

ontologize or define contrasting classes of experience (i.e. absence and presence, self and other, 

physiologically real and physiologically unreal) that, in reality, stand in ceaseless interchange. 

Leder's critique enables us to recognise that the so-called dualistic split between self and body in 

participants' accounts of their lived experiences has less to do with an unconscious subscription to 

a historically and culturally embedded or ingrained epistemology, than with a recognition and 

articulation of their own dynamic and ambivalent experience of the inherently dual nature of their 

lived or embodied reality. In this regard, it becomes possible to understand somatizing patients ' 

references to their bodies as an 'alien presence' not as a splitting off of the self from bodily 

experience (such that unbearable traumatic experience is displaced or projected into the body, thus 

allowing for an avoidance of direct connection with the pain of repressed or dissociated trauma), 

but a recognition of the inherently gestalt-like experience of the body at times of dysfunction or 

illness: i.e. "[nsofar as the body tends to disappear when functioning unprob[ematically, it often 

seizes our attention most strongly at times of dysfunction; we then experience the body as the very 

absence of a desired or ordinary state, and as a [very present] force that stands opposed to the self' 

(Leder, 1990, p. 4). 

The aforementioned quotation highlights the ceaseless interchange of absences and presences 

individuals encounter as they experience through the bodily manifestations of both health and 

illness. In addition, it highlights the phenomenological experience of Cartesianism that Leder 
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refers to in his outlining of a phenomenological anatomy: i.e. at times of bodily dysfunction the 

relationship to one 's body is frequently experienced as foreign, problematic or destructive in 

nature, precisely because the body ' s phenomenological positioning as a functional absence­

presence requires that at times of dysfunction the body's predominant role as the 'taken-for­

granted ' (or absent) vehicle from which one engages the world is drastically transformed into one 

that "demands a direct and focal thematization" (Leder, 1990, p. 83). In this regard, the body is 

perceived not only as explicitly (and often painfully, or disturbingly) present, but also as 

embodying the absence of a desired or ordinary state, thus positioning the body as a force that "can 

come to appear 'Other' and opposed to the self' (Leder, 1990, p. 79). However, within this 

context, it is essential to highlight, as Leder does, that this position of Othering or distance arises 

from an opposition that is particular to the experience of one's body and "not between it [the body] 

and an ontologically separate thing [i.e. sel1]" (Leder, 1990, p. 88). The self, thus remains an 

embodied self: i.e. "As 1 look down on a paralyzed limb I may be struck by the alien nature of 

embodiment. But I still use my eyes in looking down, my nervous system in thought, my other 

limbs in compensation for the paralyzed one" (Leder, 1990, p. 88). 

Thus, Leder' s phenomenological anatomy of the lived body incorporates the experience of bodily 

illness as integral, rather than separate to the gestalt-like interplay of absences and presences that 

characterise the experience of embodiment and thus of the lived body. This may be relevant within 

the context of somatization, in which the body ' s position as a present absence, is arguably 

amplified by the complex layers of absent-presences and present-absences within the context of the 

individual' s experience not only as a body-subject, but also as a body-subject that is informed by a 

theoretical and curative context that operates within a doctrine of absence (not only in relation to 

the body as lived, but also in relation to a phenomenon that is defined on the grounds of absence -

i.e. physiological absence, the repression or absencing of traumatic experience, the projection of 

unconscious and thus absent material, etc.). In this regard, the importance of the phenomenological 

experience of illness is essential in addressing not only the history of the concept of the body, but 

also in addressing the relative absence of accounts of somatization that allow somatic phenomena 

to speak for themselves, such that the structure of the somatic experience is analysed and suffering 

individuals are afforded the space to make present the embodied or felt effects of their experience 

as lived in chiasmatic relation to their life world and thus their sense of self (Leder, 1990). 
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From within the context of both Merleau-Ponty's philosophy of embodiment (in which he 

encourages the researcher to return to the level of primordial experience and thus the existential 

beginnings of lived experience as a starting point for the analysis of knowledge, the body, etc.) and 

Leder's critique of the mind/body duality from a phenomenological standpoint, one could suggest 

that central to alternative explorations of somatic distress is the recognition that when articulating 

or attempting to understand somatic distress, a severing or segregation of the soma from the 

psyche (as somatic theory continues to do) is in fact impossible. Rather, it may be possible to 

suggest that in order to afford somatic literature an embedded, meaningful and thus embodied 

perspective it may be necessary to recognise somatic distress as an expression of a manner of 

being-in-the-world, and thus a bodily mode that situates the individual as a body that remembers 

and thus as a body that actively re-members its phenomenological context, as it negotiates and re­

organizes the absences and presences in its existing relationships and dialogues with its lived 

dimension over time (Leder, 1990). 

Conclusion 

Although constructionist theori sts may argue that both Leder and Merleau-Ponty's articulations of 

one's incarnate and thus pre-objective involvement in one's lived reality over time, implies that 

embodied existence is that which occurs outside of, or prior to, culture and one's socio-historical 

context, Csordas (1994) argues that such critiques miss the essential core of such philosophies. He 

argues that by beginning theoretical analyses with the pre-objective (i.e. with a "[ c jonsciousness 

[that] projects itself into a cultural world" (Merleau-Ponty, 1962, p. 311), one begins with 

experience as pre-abstract rather than pre-cultural. In this regard, Merleau-Ponty's embodied 

philosophy merges well with Leder's phenomenology ofthe body to remind one of the unfinished, 

indeterminate and chiasmatic relation of body-self and lived world, thus allowing for discussions 

and exploration of bodily phenomena within a theoretical context that seeks to afford the body­

subject's experiences of agency interpretive significance through an active attempt to undermine 

the sol ipsistic tendencies of existing body theory. 

To return to Gillies et al. 's argument, it may be possible to suggest that the preceding argument 

alerts us to the possibility that attempts to reconcile one's theoretical articulation of an embodied 
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self with a doctrine that negates the ceaselessly fluid reality that essentially provided the grounds 

for its emergence, would be to ensure that we can only articulate a self (an 'orphan self) that is 

pelformable, 'dialogical ', 'lived' , etc. within the context of yet another representational 

epistemology. In recognising and reinstating the experiential core of Cartesianism (i.e. the present 

or grounded partner, to the more absence and transcendent Cartesian doctrine) through an 

exploration of a phenomenological anatomy of the body-subject, the experience (and thus the 

articulation) of the embodied subject (and his or her experiences), and of being-in-the-world must 

necessarily assume an ecstatic/recessive, incamate/disincamate, absent/present character. 

One could argue that whilst both Merleau-Ponty and Leder's philosophical arguments possibly 

serve to undermine the dichotomous structure of the self/body dualism that has been so prevalent 

in accounts of the body, self and more specifically, the experience of somatic distress, the fact that 

the articulation of self will always remain to some extent reliant on the use oflanguage, will ensure 

that the body-subject as representation and thus as object is ever present (Csordas, 1994). 

However, as authors such as Leder (1990) (through his ability to bring to one's awareness an 

inherent phenomenology in even the most, seemingly distanciated actions, such as reading, writing 

and thinking), Burkitt (1999) ( who explored the notion of language as artefact, i.e. as an embodied 

aspect of being in the world), and Merleau-Ponty (I968) (through his notion of "flesh" which 

affords philosophical or theoretical thought with the capacity for reflexivit/) point out, the use of 

language as a means and act of articulation is always and necessarily experienced and felt 

somatically as embodied gesture, and thus as a responsive interaction or dialogue with one's lived 

reality: "'Language always remains embodied" (Merleau-Ponty, 1968, p. 152). 

Thus, in an endeavour to enable somatic theory to become enacted by the body-subject, rather than 

the body-subject being enacted through and by discursive practices, one must approach any form 

of somatic theorisation with the very premises upon which the existential experience thereof is 

arguably based (i.e. the indeterminate, lived, incarnate, chiasmatic and reflexive nature of 

somatization as a phenomenological mode of being-in-the-world and thus as a reflection of an 

individual 's social , interpersonal and cultural organization of their lived reality). In this regard, the 

theoretical goal is not to reach determinate categories or criteria of diagnosis or explicit 

6 Q' Loughlin, 1995 . 
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conclusions about the specific aetiology of somatization - such efforts would only serve to 

subscribe to the particularism that is so characteristic of Cartesianism as a philosophical doctrine of 

absence. 

This study is rather concerned with affording individuals who experience somatic distress as an 

integral part of their body-self-expression, the opportunity to offer theoretically established 

absences around somatization, the presence of subjective experience and thus multiple subjective 

accounts in the hopes that incarnate or corporeal accounts will afford health professionals with an 

opportunity to engage in the possible development of a "mutually meaningful language [that 

enables both practitioner and patient with the capacity to] arrive at a[ n ] [experiential and 

subjective] name for the illness [thus restoring faith in] the patient's bodily experience of distress" 

(Epstein, Quill & McWhinney, 1999, p. 215). 

In the proceeding chapter, narrative methodology is offered as an appropriate and 

phenomenologically attuned method to the collection of corporeal accounts of bodily distress -

accounts that fail to adhere to taxonomical or categorical forms of representation. In this sense, 

narrative research is positioned as a methodology and philosophy that may afford somatic theorists 

(and professionals alike) a means with which to develop a mutually meaningful, subjective and 

experiential language around a phenomenon that is hypothesised to embody an individual's lived 

engagement with their life world over time. 
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CHAPTER FOUR 

Enacting Somatic Distress 

Introduction 

This chapter begins with the contention that somatic theory is currently faced with a crisis of 

representation and thus a crisis of finding alternative ways of articulating the complexity of a 

phenomenon that fails to comply to a unitary concept of what it means to somatize. Descriptive 

narrative accounts of the experience of somatic distress are identified as the most appropriate 

method of eliciting mUltip le and unique accounts of a phenomenon that continues to elude 

prescriptive narratives (e.g. the diagnostic story) - as supported by the variability in the cultural 

patterning and the storying of symptoms of somatic distress . In this sense, the body is positioned 

as a teller of stories, where somatic symptoms are afforded the capacity to generate an embodied 

(and somatic) language that points to individuals' ways of negotiating their world as lived. 

Through an overview of narrative methodology and some of its basic premises, it is argued that 

narrative research or narrative methodology ' s focus on the body and the philosophical notion of 

embodiment, provides somatic theorists with a means with which to approach an exploration into 

the personally, culturally, socially, etc. embedded ways in which the body is used to experience 

and communicate somatic distress. 

The structure or plot of this thesis (as an organic whole) is one that attempts to move away from 

partitioned chapters. In this sense, this study attempts to explore the phenomenon of somatization 

(and the individual's subjective and embodied experiences thereof) within the forward-backward 

grasp of both the theoretical argument and the participant's sharing of their illness experiences. 

Thus, although this chapter is not formally entitled 'Methodology Chapter' it does incorporate 

central themes that pertain to such a chapter: i.e. research question, research context, research 

paradigm, participant selection, interview protocol, issues of reflexivity and validity (or 

' trustworthiness' in the case of narrative research), narrative ethics and the process of analysis (i.e . 

situating the analysis process and the model of narrative analysis utilised). 
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A Crisis of Representation: The Danger of a Unitary Concept of Somatic Distress 

As suggested in the previous chapters, the relative absence of embodied and thus subjective 

accounts of somatic distress within the mental health context can be attributed to a continued 

theoretical allegiance to reductionist articulations of the patient's presenting narrative. In this 

regard , the diagnostic story is one that continues to assume a position of authority, whereby an 

individual's experience of somatic distress, his or her body, etc. is interpreted through the 

employment of pre-existing, culturally sanctioned systems of meaning. Within this context, the 

subject 's story of distress (as he/she is confronted with the occurrence of an illness experience that 

appears to elude established diagnostic and theoretical criteria of interpretation), is condensed into 

a narrative that is dependent not on the client's lived or embodied knowledge of their experience 

(as an interactive cultural, social and personal phenomenon), but on the theoretical orientation of 

the professional and thus on an imposition of a cultural narrative that fails to acknowledge that 

" ... the diagnostic story ... is just one way of [articulating and enacting] a person's story of 

distress" (Barker & Barker, 2004, p. 18). 

Despite the growing recognition of the prescriptive nature of the biomedical model and its 

concomitant constructions of objective, third-person accounts (in which the pathology, rather than 

the subject, is situated as the central character in the professional-patient encounter), clinical and 

medical practitioners continue to adopt a "traditionally hostile [approach]. .. to connotative 

discourse" (Garro & Mattingly, 2000, p. 7) and thus towards approaches that afford the 

characteristically muted or silenced dialogue of embodied distress some prominence (Becker, 

1999; Csordas 1994). Kleinman (1995) argues that this existing conflict is informed by a 

dangerous myth that "the [patient's subjective story or account] will entangle [the professional] in 

confusion, which may ... [make] diagnosis more difficult ... " (p. 96) or may interfere with the 

single-minded pursuit of a single ideal treatment or management plan. The danger inherent within 

this prominent myth, particularly within the context of somatic distress, is that "there is no such 

thing as [a unitary concept] of the [somatizing] patient" (Kleinman, 1995 p. 73). 
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Within the context of somatic theory, professionals and theorists alike are faced with a crisis of 

representation: i.e. a crisis of articulating phenomena that appear to embody a psychosomatic 

integrity or unity that Western philosophical models of explanation have endeavoured to 

problematise (Kleinman, 1995). The finding that different cultures vary in the manner in which 

they pattern, represent or make sense of somatic symptoms (e.g. within the South African context 

somatic distress is frequently articulated by suffering individuals as embodying a complex 

interplay between the personal, the collective and supernatural forces, including the ancestors, or 

the act of bewitchment (Helman, 2004)), serves to highlight not only the embodied nature of 

somatic distress, but also adds emphasis to Kleinman's contention that establishing set categories 

of somatization would fa il to take the variety of representations of somatic distress into account, as 

they are made manifest within a lived context. 

The variability in the cultural patterning of symptoms of somatic distress can be seen in the unique 

ways in which medically unexplained symptoms are made manifest by various different cultures: 

e.g. in Southeast Asia, somatic symptoms tend to relate specifically to the head area (e.g. 

headaches), whereas in Latino countries individuals tend to present with 'pseudoneurological ' 

problems such as dizziness, numbness, weakness of extremities, etc. (Wiatzkin & Magana, 1997). 

Fabrega (\ 991) suggests that the difference in somatic expression from one cultural group to 

another is informed by varying social, religious, cultural , etc. narratives that position the 

somatizing individual as engaged in an inextricable and embodied dialogue with his/her culture 's 

cosmological practices: i.e. "The somatic concomitants of illness as well as its social role are 

linked to symbols with ecological , social and cultural significance within the society" (p. 183). In 

thi s regard, the "language of the body plays a central role in the cultural dynamics of illness and 

healing" (Fabrega, 1991 , p. 183), whereby the body is positioned as the instrument through which 

the subject's inextricable relationship with his/her life world is communicated. 

This conceptualization of somatization, where the body is positioned as an intelligent being that is 

simultaneously constituting and being constituted by the "flesh" of the world, is one that has 

characteristically and historically (within the context of somatic theory) pertained to 'elementary' 

and thus 'less sophisticated' societies (Fabrega, 1991). It has been suggested that within such 

societies, "individuals are not seen as discrete, wilful, autonomous agents comprised of minds and 

bodies that operate like (dualistic) machines" (Fabrega, 1991 , p. 184). Instead, individuals and 
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their bodily manifestations of illness are regarded as "social affairs" (Fabrega, 1991, p. 184), in 

which the aetiology of illness experience is negotiated along social, moral and political lines as 

opposed to biomedical explanations. Within the Asian medical context, for example, somatic 

symptoms are storied employing themes of harmony, union and communion between body and 

world , where the ill body embodies a disruption of this union and thus a disruption of bodily 

harmony (a quality that is considered to constitute freedom from illness) (Fabrega, 1991). 

It may be possible to suggest that the gradual shift, within psychological body theories towards 

employing philosophical notions such as embodiment, serves to problematise the notion that the 

aforementioned cultural narratives and understandings of somatic distress are indeed elementary or 

less sophisticated. Instead, the continued prevalence of such understandings (despite factors such 

as colonisation, urbanisation, etc.) appear to add emphasis to existing critiques of the biomedical 

model of somatic distress, in particular: i.e. by articulating somatic distress as the body's way of 

'Ianguaging' or storying an individual's phenomenological and incarnate experience of their life 

world, such understandings serve to break down the dualistic (and often mutually exclusive) 

distinction between illness (as subjective experience) and disease (as an objectively verifiable 

organic disturbance - something which is frequently absent within the context of somatic distress 

presentations) (Fabrega, 1991; Helman, 2004). 

Swartz (1998) argues that within the context of multicultural societies, such as South Africa, in 

which real discrepancies between class, gender and culture exist, the articulation, understanding 

and management of somatic distress cannot be one that ascribes to chiefly Western meta-narratives 

around illness experience. In this regard, he positions the suffering individual as essential to the 

development of alternative explanations of somatic distress, and argues that as researchers we need 

to pay attention to "how the body is being used to experience and communicate distress" (p. 138). 

In this regard, he encourages researchers to acknowledge the body's position as a teller of stories ­

as possessing the capacity to generate an embodied language that points to individual's ways of 

seeing and negotiating the world as lived. 
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Narrative Research: A Phenomenologically Attuned Means of Accessing Bodily Experience 

and Expression 

Several prominent authors (e.g. Crossley, 2000; Garro & Mattingly, 2000; Becker, 1994, 1999; 

Frank, 1996, 1995 and Young, 1990) suggest that at a pragmatic level, narrative methodology is a 

phenomenologically attuned means of accessing (and enacting) the world of bodily experience and 

embodied gesture. Although narrative research is a broad area that draws on a number of 

theoretical paradigms (including the social constructivist, and interpretive phenomenological 

paradigms), the body and the philosophical notion of embodiment (e.g. Leder' s phenomenological 

anatomy and Merleau-Ponty 's intelligent body-subject) has been central in the development of 

some of the basic premises of narrative methodology (Becker, 1999). 

Central to a narrative psychological approach is the development of a critical, phenomenological 

understanding of the manners in which individuals construct meaning within given contexts (i.e. 

social, cultural, political or personal). From this theoretical perspective, language or dialogue is 

positioned as perforrnative in nature, where the act of telling one's story relies wholly on the 

body's role as the "kinaesthetic site of... performance" (lung, 1998, pp. 96-97) and thus as central 

to the recovery or exploration of an individual's story: i.e. "[t]o recover the world of [activated 

word] ... is to recover the human body" (Brown, 1966, p. 265 in lung, 1998, p. 97). In this regard, 

the body-subject or the lived body is articulated as inextricably linked to the unfolding of human 

drama, such that narrative is treated as "the enactment of bodily experience" (Becker, 1999, p. 

194). Within this mode of research, the "creation of meaning begins with the body" (Becker, 1999, 

p. 93) - thus reflecting philosophical notions explored in the previous chapter: i.e. one's body is 

deeply embedded in, and highly communicative or receptive to the different contexts in which an 

individual lives. Within this context, narrative is positioned as the linguistic means through which 

individuals and researchers alike may gain "access to a world of experience insofar as experience 

is brought to language" (Becker, 1999, p. 14). 

Narrative methodology therefore operates on the basic premise that human body-subjects are 

tellers of stories: i.e. it is through the telling of stories that the individual is able to make sense of, 

and give meaning to, their pre-objective and incarnate experience of a life world that is 

characteristically in flux (Bruner, I 986). In this sense, the telling of stories is possibly one of the 
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most significant ways in which an individual is able to achieve a "synthesis of the heterogeneous" 

(Ricoeur, 1984, p. 436) and thus a synthesis of hislher dialogical and embodied reality of self. The 

lived world of immediate (or pre-linguistic) everyday experience thus forms the central theoretical 

focus within narrative research, whereby the researcher concerns him/herself with the manners in 

which individuals perform the "telling of events" (Overcash, 2004, p. 15), as they attempt to 

actively locate, generate, integrate and interpret meaning within the chiasmatic and dynamic 

relation between self and other (whether that other be another person, other parts of self, or the 

individual 's society or cultural environment) (Casey & Long, 2002; Polkinghorne, 1995, Josselson, 

1996). 

By focusing on the embodied and lived nature of human experience, narrative research positions 

the subject and the human life space as intelligible within the forward-backward grasp of the 

narrative act, in which the gestalt-like interplay between "the presently understood past, 

experienced present and anticipated future" (Mishler, 1992, p. 25) affords the narrating individual, 

and researcher, the ability to reveal and explore structures or meanings that have previously 

remained implicit or unrecognised (Crossley, 2000). In this regard narrative has ontological status: 

it acts as an organizing principle for human action by affording a sense of order and meaning to 

everyday life, and also provides structure and coherence to our sense of self (Sarbin, 1986). Thus, 

as our lives are "told in being lived and lived in being told" (Carr, 1986), so we are able to 

recognise ourselves, begin defining ourselves, and, through the process of telling, become 

responsible (response - able) for our lives (Ricoeur, 1984). 

In this regard self is a central organising principle in narrative methodology, and is, in comparison 

to the traditional and abstract phantasies or articulations of self7, one that attempts to problematise 

the traditional notion of the solitary subject as a bounded entity that interprets the world as "a 

projection of its own cognitive faculties" (Gardiner, 1998, pp. 128-129). Instead, by virtue of 

narrative theory's recognition of the corporeal and embedded nature of self (and thus of one's 

sense of identity), the self is articulated as coming into being through others and thus through the 

selfs engagement with its life world: "I am a self because I am simultaneously also an other, just 

as the other is simultaneously a self' (Romanyshyn, 1982, p. 63). In this sense, the narrative notion 

7 Whereby the embodied connection between self and other has been defined on the basis of an 
"epistemological abyss" (Levin, 1991 , p. 56) between the monadistic, self-determined and self­
grounding subject of Cartesian dualism and his/her community or life world. 
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of self is one that positions the subject and his/her sense of identity as emerging through the 

creation and exchange of meaning as it is made intelligible through the body-subject's responsive 

interaction or dialogue with his/her lived reality. The location of self as intersubjective and 

inextricably related to its life world, establishes it as a reflexive phenomenon - a phenomenon that 

requires the absence-presence of the lived body and the embodied gesture of storied dialogue in 

order to come to know itself: i.e. our existence is too tightly weaved into the fabric of the world for 

us to know ourselves at the moment of our involvement, meaning that we require story to make 

present the manners in which we 'absently' construct our experience (e.g. illness experience) and 

thus our lives (Merleau-Ponty, 1962). 

The ability of the self to engage in a perpetual adjustment of the past and present in the 

construction of a coherent and meaningful story points to another central premise of narrative 

research: the notion of reflexivity. Bruner (1986) describes reflexivity as the restoring of memory -

an act that relies on the body-subject's capacity to make present the past, to reflect on that past and 

alter or refine the present or past in light of their respective counterparts. Within this context 

narrative methodology recognises that meaning is not permanent or fixed but rather changes 

through time. Freeman (1993) alerts the researcher to the fluidity of meaning within the narrative 

context by highlighting the provisional nature of narratives. He refers to storytelling as an act of re­

collection - an act of gathering together that which may have disappeared or been lost. In this 

sense, narratives are subject to change (as different dialogues of self become available for, or are 

integrated into the story), and thus reflect the indeterminate, mUltiple and unfinished nature of 

embodied reality: "The point is that all texts stand on moving ground; there is no master narrative" 

(Riessman, 1993, p. 15). 

The act of researching story is one that attends to the UnIque, unrepeatable ways in which a 

person ' s embodied expressions unfold in lived time, meaning that the researcher is positioned not 

as an observer, but as a co-participant who has entered into embodied communion with the "actual 

eventness of the once occurent act" (Bakhtin, 1993 , p. 1). This approach requires the recognition 

that just as the narrator's story is a representation and interpretation of a truth unfolding within a 

specific spatial (i.e. personal, social and cultural dimensions) and temporal milieu, so the 

researcher 's interpretations regarding the manner in which the story is conveyed, the prevalence of 

core themes, etc. are but representations of a presented reality - a reality that is, in addition, 
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infOlmed by the researcher as an equally active agent who is embedded in certain kinds of social 

relationships that are, in turn, set against a particular cultural background (Parker, 200S). In this 

sense, narrative meaning " is fluid and contextual, not fixed and universal. All we have is talk and 

texts that represent reality partially, selectively, and imperfectly" (Riessman, 1993, p. IS). 

Notions of truth and representation are thus central to narrative research. In this regard Parker 

(200S) argues that as researchers, we need to be aware that narrative research is not concerned with 

discovering empirical truths, but rather seeks to make sense of events as represented by the teller/s 

and thus as representative not of the Truth of a scientific ideal but as "the truths of our 

experiences" (Riessman, 1993, p. 22): "When talking about their lives, people lie sometimes, 

forget a lot, exaggerate, become confused, and get things wrong. Yet they are revealing truths. 

These truths don 't reveal the past 'as it actually was,' aspiring to a standard of objectivity" 

(Riessman, 1993, p. 22). 

Narratives are interpretive and embody a performance that relies on several factors (including the 

nature of the researcher-participant relationship) that will influence the manner in which an 

individual tells his or her story. In turn, the dialogical character of the narrative act affords 

narrati ve tellings a multiplicity of meaning, where meaning is not only generated through the 

telling of the original ' text', but also through the engagement with that ' text' by teller, listener, 

reader and researcher (Bruner, 1986). Within the context of narrative methodology, the researcher 

is engaged in multiple canons or horizons of meaning where realist or monological assumptions 

regarding historical truths are not of primary concern. Instead, narrative methodology is concerned 

with elucidating the manner in which an individual makes sense of aspects of their experience (e.g. 

their experience of somatic distress) - aspects which are interpreted as emerging and undergoing 

continual transformation and negotiation within embodied "communities of persons, and within 

the context of social structures and institutions" (White, 1992, p. 124). 

One may argue that narrative research's focus on recovering or elucidating the storied and thus 

bodily enactment of an individual 's unique, embodied and culturally/socially embedded experience 

of their life world, is one that captures some of the central concerns within critical , contemporary 

somatic theory. By positioning the body as the kinaesthetic site of performance and thus as central 

to the act of telling one's story, narrative research provides a means with which somatic theorists 
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can approach an exploration into the personally, culturally, socially, etc. embedded ways in which 

the body is used to experience and communicate somatic distress. Furthermore, the recognition 

that the human process of meaning-making is a dialogical and multiple phenomenon, 

problematises the monological diagnostic canon of Western biomedicine. In this regard, dominant 

cultural meta-narratives concerning the aetiology of somatic distress are recognised as forming but 

a part of a broader and more complex narrative of somatization, where the variability in the 

cultural patterning and storying of symptoms of somatic distress are afforded significance in the 

development of an understanding of how individuals bodily perform their lived union with their 

respective life world. Narrative research thus reinstates bodily experience, knowledge and 

expression as highly communicative and receptive characters in the languaged (and embodied) 

[reJenactment of somatic distress within a variety of different contexts (Kleinman, 1988; Becker, 

1999). 

By acknowledging that the body is a teller of stories, narrative methodology arguably establishes 

the experience of somatic distress as a narrative intentionality. In this regard, Frank (1996) 

suggests that there has been a significant shift within body and illness literature towards the 

narrative intentionality of the lived body, such that bodily symptoms are afforded a disclosive 

function: i.e. through the process of narrative telling of illness experience (and thus the experience 

of bodily symptoms), individuals are afforded the opportunity to connect to a reawakening of 

embodied knowledge, the capacity to integrate illness experience and the ability to shift between 

the absent presences inherent in their stories (e.g. the absence of the taken-for-granted body and 

the simultaneous presence of the 'al ien ' , ' deceiving' or 'disruptive ' body; the absence of bodily 

'control' in the face of present, culturally sanctioned norms (i.e. Western norms) of control and 

se lf-autonomy, etc). The notion of affording the body (and its expressions) a dialogical space 

within contemporary health contexts, such that the innately human experience of the body-subject 

is afforded primacy rather than the pathology, is one that seems significant within the context of 

somatic di stress and theoretical attempts to explore alternatives to the existing silence and retreat 

(on the part of both the patient and professional) from a phenomenon that eludes both literal and 

psychological explanations of aetiology. 

Kleinman 's (\ 995) contention that there is no such thing as a unitary concept of the somatizing 

patient serves to emphasis the significance of adopting a research approach, like narrative analysis, 



60 

that allows fo r a variety of voices and frameworks of understanding (e.g. personal, cultural, social) 

to contribute to making sense of medically unexplained bodily distress. Thus, within a context in 

which "sensation and bodi ly experience are undervalued [e.g. within the biomedical realm]" 

(Becker, 1999, p. 26) (the very mechanisms through which somatic distress commands the 

individual 's (and later, the professional 's) attention) , narrative research could be considered our 

primary means through which to access bodily experience (Becker, 1999). In turn, such an 

approach may afford legitimacy to the body 's insistence on meaning, such that "[N]ormals and 

whitecoats" (Frank, 1995, p. 145) can begin to conceive of the embodied experience, knowledge 

and expression of somatic distress as a pedagogy worthy of trust and thus worthy of assuming 

"equal place alongside professional expertise . .. [where] . . . the possibility for shifting between 

frameworks as required by responding to the ill .. . afford[s] each [vo ice] full legitimacy in 

reaching a consensus that is ... workable" (Frank, 1995, p. 145-146). 

Frank (1995) argues that on the premises of narrative research philosophy around the body-subject 

and hi s/her expressions (where narrative is the embodied enactment of bodily experience), the 

telling of stories allows for an interplay of mutual presence between the teller (the ' patient') and 

listener (e.g. health professional): "the li stener must be present as a potentially suffering body to 

receive the testimony that is the suffering body of the teller" (p. 144). In this sense, the embodied 

self is one that cannot exist in isolation but rather unfolds within the mutual dialogues of self and 

other, where both patient/client and professional are phenomenologically intertwined into mutually 

inclusive dialogues informed by broad socio-cultural/political meta-narratives as well as more 

subjective dialogues or narratives around life and illness experience. As opposed to the patient 

suffering the physician/psychiatrist/psychologist's point of view, narrative research encourages the 

professional to revere the client's story such that the person's indigenous knowledge systems 

require meaning within the patient-profess ional dialogue: i.e." As professionals, our first important 

contribution ... should be to respect the awesome nature of th[ e] story and to revere the story 

teller" (Barker & Barker, 2004, p. 19). 

Cross ley (2000) argues that such an approach to research around bodily manifestations of illness 

would require an incorporation of a nan·ative ethics: i.e. a theoretical and pragmatic approach 

where the biography becomes the "conduit through which embodied knowledge of the body­

self/subject is presented to oneself and to others" (Becker, 1999, pp. 125-126). In this sense, the 



61 

role of the professional becomes one of engaging mutually and reciprocally in the narrative 

construction of the "effects of .. . illness ... to [individuals ' ] ongoing lives" (Hunt, 2000, p. 100) 

and sense of self. 

In this regard, it is hoped that an exploration into the storied accounts of two participants, both of 

whom have lived (and continue to live through) a relatively extensive history of medically 

unexplained bodily symptoms, may provide a medium through which somatic acts may reveal and 

enact embodied structures or meanings that have previously remained implicit or unrecognized 

within our dominant and dualistic theoretical articulations of somatic distress. 

Giving Voice to Experiences that Medicine Cannot Describe 

Situating the Study: Research Question and Research Context 

The research question informing this study was a broad one that was concerned with exploring and 

making phenomenological sense of the lived and told experience of the 'ill' body (and thus of 

somatic distress or somatization). In this regard, the choice of participants was based on the 

purposeful selection of individuals who were experiencing (at the time of data collection) 'somatic 

distress'. 

Somatic theory suggests that a positive DSM-IV-TR diagnosis ofa 'somatoform disorder' proper 

is relatively uncommon within the mental health context, despite the prevalence of the presentation 

of various ' psychosomatic ' symptoms. For this reason, I chose to define somatic di stress 

according to the generic definition of somatization and thus within the broad parameter of 

'medically unexplained symptoms': i.e. the manifestation of physical distress and symptoms, 

which after appropriate investigation (e.g. medical examination) cannot be fully explained by a 

general medical condition. This definition also incorporates the recognition that these symptoms 

can cause significant emotional distress and impairment in personal, social and occupational 

functioning. 

Additional criteria or parameters for the selection of research participants included: i) the 

pruticipant has given free and informed consent to being interviewed and to the interview being 

audio-taped, and ii) she or he is comfortable with being interviewed in English. 
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The choice of a broad definition for somatization or somatic distress was in-keeping with the aim 

of this study, which was to explore alternative manners in which to articulate the experience of 

somatic distress. In this sense, this study was not concerned with establishing or developing a 

satisfactory taxonomy of empirical classification principles or a unitary theory of aetiology or 

causation - aims which would only serve to reinforce the monological and dualistic cannon of 

biomedicine and its theoretical counterpalts (e.g. psychoanalysis). Alternatively, this study was 

concerned with responding to a recognition within contemporary somatic theory that existing 

approaches to the presentation, articulation and management of somatic distress continues to 

perpetuate a detached, dichotomous perspective towards a phenomenon that appears to embody a 

' psychosomatic' unity or integrity that eludes objective, Western criteria or parameters of 

definition. In this sense, the narratives that have been afforded prominence within existing somatic 

theory have rendered the lived, subjective meaning that individuals attribute to their illness 

experience a silent phenomenon - thus establishing it as a phenomenon that has been robbed of the 

capacity to tell its story on the very grounds of its manifestation, presentation and expression 

within a contextual life world. 

In this regard, this study embodies a theoretical attempt to afford a phenomenon that continues to 

escape contemporary models of explanation a phenomenological anatomy and thus a presence to 

the vehicle through which it is communicated and experienced by the body-subject. The use of 

narrative accounts of individuals ' experiences of somatic distress form an integral role in the 

exploration of the subjective and lived experience of somatization, such that the absence of an 

embodied language that acknowledges the body's position as teller of stories can be afforded a 

presence. 

Participant Selection 

Because this study is exploratory in nature and is concerned with making preliminary theoretical 

investigations into a relatively neglected area of somatization research, I chose to select only two 

participants. My rationale was informed by the inductive nature of my research question: i.e. in the 

hopes that I would be able to elicit new insights into the experience of somatization, the choice of a 

small sample group ensured that I would be able to collect information-rich and detailed accounts 

of individual 's experiences of somatic distress. My approach is in-keeping with the basic premises 
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of exploratory research: i.e. exploratory studies are characteristically open, flexible and in-depth in 

nature and are less concerned with the accurate description, classification or measuring of 

phenomena, than the generation of speculative insights, new questions and hypotheses (Terre 

Blanche & Durrheim, 1999). 

The process of participant selection involved the distribution and circulation of both posters (put 

up on Rhodes University Campus and at a shopping centre in Grahamstown) and e-mail postings 

(on www.psychforums.com and the student forums on www.ru.ac.za/Studentzone) that briefly 

outlined the topic of research as well as proposed aims ofthe study. 

The first participant, Sarah, was an individual with whom I was well-acquainted and who had 

expressed an interest in the research topic. She had been experiencing several somatic symptoms 

(for a period of six months) such as nausea, painful eyes, severe back pain, stomach ache, and a 

"spastic colon". In addition, she reported a subjective experience of depressed mood and an 

accompanying experience of panic-like symptoms (e.g. shortness of breath, dizziness) which she 

attributed to a "bout of hypochondria" (In. 669). Furthermore, she articulated her experience of 

"hypochondria" as informed by a preoccupation with the fear of having developed a serious 

disease. She noted that her fears were based on her experience and interpretation of the 

aforementioned symptoms as possible evidence of a serious disease (e.g. cancer, Mad Cows 

Disease, a brain tumour, etc.), despite having seen two medical specialists (a gynaecologist and 

urologist) and a general medical practitioner - all of whom conducted several blood tests and 

medical examinations that failed to reveal the presence of a physical/physiological disorder. 

The second participant, lenna responded via e-mail to a posting on www. psychforums.com. She 

currently lives in Canada and was formally diagnosed in 2003 with Conversion Disorder, 

following a referral by her general medical practitioner to a neurologist due to concerns about 

chronic, debilitating motor symptoms (e.g. staggering and involuntary shaking of hands) severe 

migraines and dizziness. Although several medical examinations were carried out (e.g. MRI and 

CT scans), medical professionals were unable to establish a neurological or physiological cause for 

the paliicipant's bodily symptoms. In addition, she continues to experience occasional motor 

symptoms (in the form of staggering and shaking hands). 



64 

In her e-mail contact with me, the second participant wrote that she had responded to my posting 

because she felt that telling her life story would "help, to make my experiences mean[ing)ful to 

me" (Ins. 7-8) . Furthermore, she noted that she has "always been a willing guinea pig. I guess that 

a part of me defines my worth in how much I can help other people, and this is just another way to 

do that" (Ins. 10-12). 

Both pal1icipants are white, English-speaking females. They have both received tertiary education: 

i.e. the first participant was completing a Masters Degree in Political Sciences at Rhodes 

University in Grahamstown (2003) at the time of the interview, whilst the second participant has 

completed her tertiary education in Animal Health Technology and is employed as a tutor for a 

distance education programme, teaching animal welfare. She is also currently involved as a 

rescue/disaster volunteer worker for the SPCA. 

Gathering Information: The Narrative Life Story Interview 

In an attempt to explore illness experience as a possible expression (and embodiment) of Sarah and 

Jenna 's involvement with their life world within a temporal and spatial dimension, the life-story 

interview was utilised. Atkinson (1998) suggests that the life story interview is the most extended 

and in-depth qualitative research method for gathering information on the subjective essence of an 

individual ' s life: i.e." Life stories are essential in gaining a full understanding of human life, 

especially the individual life in relation to others [i .e. other aspects of self, other individuals, 

various societal and cultural roles/narratives, etc.)" (Atkinson, 1998, pp. 19-20). The significance 

of the life story approach is that it allows the participant to situate their experience of the topic to 

be studied within a context that holds meaning and personal truth for them. In this sense, the 

phenomenon of interest (e.g. somatic distress) is afforded the space in which to assume character 

and meaning within a variety of life contexts: "[the life story interview) has become a central 

element of the burgeoning subfield of the narrative study of lives ... for its interdisciplinary 

applications in understanding single lives in detail and how the individual plays various roles 

[withJin [their lived contexts)" (Atkinson, 1998, p. 3). 

Unlike a structured interview, the life story interview assumes a flexible, organic, open-ended and 

unstructured form. In this regard , the researcher is concerned with affording the participant the 

opportunity to tell their story in the form, shape and style that is most comfortable to them, such 
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that the researcher is positioned as a guide or facilitator (rather than an expert) who invites and 

encourages the participant to reflect on their life experience as a whole. In order to initiate this 

process of telling and reflection, the researcher can (as I did) suggest to the participant that they 

think of their life in terms of stages or the chapters of a book - and thus as a narrative that is 

afforded a sense of sequence and flow (Lieblich, Tuval-Mashiach & Zilber, 1998). 

The aim of narrative research is to find an interviewing technique with which one's participants are 

comfortable and which allows the developing narrative account to convey stories that speak for, 

and about, the individual ' s unique sense of place within their life world. Although narrative 

methodology constructs the participant as a "co-researcher" (Parker, 2005, p. 54), where the 

participant is framed as an expert on his/her processes of meaning-making and knowledge 

construction, Mishler (1986) and Parker (2005) emphasise that the dialogical nature of the 

interviewing context requires that the researcher recognise his/her role, presence and form of 

involvement in the respondent's account. 

The interview is in itself a relational context, in which the subjectivity that emerges within the 

dialectical relationship between the researcher and the researched (as embodied and contextual 

body-subjects) is one that is a function "of what we thought we would find and the position we try 

to make sense of it from" (Parker, 2005, p. 27). In this regard, the quality of the researcher­

researched relationship has a significant impact on the manner in which a participant chooses to 

represent aspects of their life experience and may, in turn, impact on whether "what you get [is] in 

their authentic voice or ... a voice that he or she thinks you might be looking for" (Atkinson, 1998, 

p. 74). 

Thus, the researcher, by virtue of their research question, purposes and aims (in addition to their 

own embodied reality), is entering into the dialogical research context with an agenda and thus a 

dialogue that has the potential to silence or elicit certain dynamics (Parker, 2005). Narrative ethics 

requires that the researcher pay particular attention to the manner in which they may unknowingly 

re-enact dominant Western meta-narratives around the role of the researcher (e.g. researcher as 

expert) through their attempts to elicit stories around their topic of interest. In this sense, although 

the researcher is concerned with situating the topic of interest (i.e. somatic distress) within an 
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embodied and lived context, the necessary use of probing or guiding questions that place more 

emphasis on particular experiences than others, may serve to limit "the widest possible range of 

responses" (Parker, 2005, p. 60). 

With this in mind, I chose to provide my participants with an information letter (along with the 

consent form) that not only informed them of how the information gathering and research process 

may unfold, but attempted to afford them a sense of agency and primacy within the interview 

process (refer to Appendix A for an example of the letter): i.e." participants are encouraged to 

share their life story with the researcher, in a manner that is comfortable and non-threatening to 

them. In this regard, it is the participant's choice as to how they would like to structure their life 

story: i.e. you ... can decide what events you would like to include, and how - whether those 

events point directly to the topic of interest (which in this case would be your experience of 

somatic representation) or whether those events are seemingly unrelated. I am ... interested not 

only in your experience of somatic distress but also in the course that your life has followed from 

an early age to present time, which ... means that you do not necessarily have to make your 

experience of illness the central point of your story ... " (Haggard, 2003, p. I). In addition to this 

excerpt, I also incorporated a paragraph that recognised the pa11icipant's "right and responsibility 

to decide how much you feel comfortable with disclosing and what you want to disclose" (p. 2). 

The Embodied Landscape of Telling 

Although Sarah was interviewed face-to-face, Jenna's geographical distance required that she 

engage in a written process of sharing her life story - a discrepancy that had a significant impact 

on the voices, dialogues and roles assumed in the telling of the participant's respective stories. 

Sarah's story is rich in emotive material and provides thick descriptions around, not only her 

experience of somatization, but her experience of her entire life thus far - something I interpreted 

as reflective of the sense of ease and comfort that characterised our relationship at the time of 

conducting the interview. In this sense, the interview was one that was informed by a relative sense 

of proximity, where the interviewing process appeared to unfold within a reciprocal and mutual 

space - one that enabled Sarah to choose the direction and flow of her narrative on her own terms. 
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In relation to our mutual engagement within the interviewing landscape, and thus my role within 

the interviewing process, I found that I had to remain acutely aware of the degree to which I 

assumed the role of friend and that of ' researcher' or facilitator: i.e. I had to remain cognisant of 

the possibility that my prior-knowledge of certain recounted events (and thus my responses to 

those events as told in the interview) did not limit Sarah 's range of telling, but afforded her the 

opportunity to explore them in as comprehensive or limited a manner as she wished. 

Jenna's narrative, on the other hand, appeared to adhere to prominent cultural meta-nalTatives 

around the nature of the relationship between the researcher and the researched: i.e. Jenna 

positioned herself as a "guinea pig" (In. 10) - an agent to be acted upon and interpreted by the all­

knowing, "expert" gaze of the researcher. On first reading, I became acutely aware of this 

dynamic - reflected most poignantly in my automatic subscription to a psychodynamic and thus 

'absent' interpretation of her narrative (a form of interpretation that I have actively attempted to 

problematise in this study!). It appeared that Jenna's written story had established a distance 

between myself as the reader and her as the teller - a distance that seemed to situate our roles 

within a landscape of absence: i.e. Jenna as the absent, acted-upon body (i.e. the guinea pig) and 

myself as the all-seeing other. Thus, in our respective engagements with the embodied act and 

horizon of written, storied gesture both lenna and I appeared to re-enact broader cultural narratives 

around the role of the participant and that of the researcher or ' expert' . Consequently, in order to 

remain ' true' to Jenna 's embodied expression of her experience of somatization, I had to remain 

consistently aware of the degree to which both lenna and I were/weren ' t unwittingly subscribing to 

dominant, absencing philosophical and cultural narratives. 

In the case of Sarah, a full verbatim transcription of the interview was made, whereas leIma's story 

has remained unchanged and has been retained exactly as she chose to represent and structure it 

(Appendix B). In this sense, I have chosen to represent each story in a way that attempts to capture 

a reality of telling as it unfolded within a particular moment. Similarly, my decision to retain the 

narratives in a medium that conveys the authenticity of the storied moment (in its inflexions and 

gestures), is an attempt to pay homage to (or recognise) my participants as "the first interpreters of 

the stories told" (Atkinson, 1998, p.5). 
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Within the context of narrative methodology, traditional notions of validity and reliability of data 

are radically reconceptualised or dialogued (Riessman, 1993). By moving the process of research 

into the lived world of the individual , narrative research concerns itself with the "trustworthiness" 

of the researcher's interpretations. Crossley (2000) argues that an essential aspect to establishing 

the trustworthiness of a study is to invite participants to go through their transcribed and analysed 

interviews for comment on the degree of adequacy and accuracy. Unfortunately, due to the period 

of time that had elapsed (i.e. three years: 2003-2006) between conducting, collecting, transcribing 

and interpreting the interviews or narrative accounts this vital check for accuracy was not carried 

out. However, in the case of Sarah's interview, the transcription was checked and rechecked in its 

entirety against the recorded interview. 

Narrative Analysis 

Situating the Analysis Process 

Although the narrative researcher usually has a research question or general aims that inform 

decisions regarding participant selection and the method of data collection, the specific direction of 

a study usually emerges from engagement with the collected material. In this sense, hypotheses are 

characteristically generated in the course of the interpretive process as opposed to prior to that 

process (Lieblich et aI., 1998). Given the dialogical nature of narrative research (where the 

researcher is rrequently engaged in a simultaneous dialogue with a collection of interview texts as 

well as with a collection of theoretical texts around the topic of interest), the notion that narrative 

analysis begins within a landscape free of a priori hypotheses is arguably problematic and stands 

in contradiction to the narrative premise that human action occurs within an embodied context. The 

pragmatics of a research process (e.g. the drawing up of a research proposal) requires that the 

researcher has a broad sense of possible hypotheses that may emerge within the context of 

narrative enquiry (particularly within the context of an exploratory approach concerned with the 

generation of new theoretical insights). In this regard, this study has evolved and developed within 

the context of a possibility that somatizing individuals' illness narratives may position the body as 

an active and embodied teller of stories, such that the experience of somatic distress may relate to 

an incarnate expression of one's way of being-in-the-world. 
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Throughout the interpretive process, my dialogical engagement and "trustworthy" presence to the 

voice of the participants (as presented by the audio recording and the transcribed/written text), and 

the principles of narrative analysis required that I engaged reflexively with the knowledge that a 

theoretical landscape (no matter how vague or well structured) weaved itself through my 

interpretations as an absent-presence and thus as a present-absence. I felt that an attempt to 

consciously suspend, or make absent all theoretical assumptions (as nalTative analysis suggests) 

would reinforce existing dichotomous meta narratives and thus fail to uphold the embodied and 

thus gestalt-like nature of human phenomena. This awareness can be likened to a narrative analysis 

premise that the researcher remains aware of the multiple contextual factors (i.e. self as researcher, 

participant, and potential theoretical bias) that can impact on the type of interpretations made 

(Lieblich et aI. , 1998). In this regard, it may be argued that this study embodies a dialogical and 

reciprocal interplay between participant narratives (and emergent themes), and a theoretical 

landscape - such that both the story and the theory have been afforded the space with which to 

constitute and be constituted by the other. 

A Model for the Analysis of Somatization Narratives 

In-keeping with the exploratory nature of this study, interview data was analysed and interpreted 

according to the Holistic-Content Perspective as posited by Lieblich et a!. (1998) (a perspective 

that is better suited to small sample groups or individual cases). Within this mode of reading, the 

complete life story and its content is taken into consideration. In this sense, each part is interpreted 

and explored " in light of content that emerges from the rest of the narrative or in the context of the 

story in its entirety" (Lieblich et a!. , 1998, p. 13). This mode of analysis is suitable to the aims and 

purposes of this study as it characteristically concentrates on one major theme and the manner in 

which that theme may emerge, develop and transform within different contexts: e.g. somatizing 

individuals ' relationships to their bodies. 

This approach is an inductive one that requires several readings of the text so as to allow a thick 

description of themes to emerge from within the data itself. In order to ensure an adequate and 

trustworthy reading of the texts, a critical engagement with, or enhancement of, the dialogical 

interaction between the text of the storyteller and potential theoretical ideas, I chose to employ a 

strategy of continual observation throughout the analysis or interpretation process (in the form of 



70 

notes made during and after every reading). These notes played a central role in encouraging me to 

continually pay attention to a range of different interpretations and possibilities - an approach that 

is essential within a research methodology that emphasises the mUltiple nature of meaning-making 

processes and thus the multiple nature ofthe interpretive process. 

Conclusion 

This chapter has provided an overview of narrative methodology and its value and place within the 

context of somatization research and existing theoretical tensions around the validity and efficacy 

of prescriptive and monological theoretical models. It has been argued that narrative methodology 

provides a phenomenologically attuned means of accessing bodily experience and thus the bodily 

enactment of somatic distress. In this regard, narrative methodology is framed as an 

epistemological response to the monological canons that continue to articulate a dialogical and 

disparate phenomenon on the grounds of consistency and uniformity. 

In anticipation of the findings to follow, this chapter has also addressed central methodological 

issues, such as clarifying the aims and purposes of the study, the process of participant selection, 

etc. 
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CHAPTER FIVE 

Findings 

Introduction 

The narrative interpretations that follow in this chapter are not intended to provide comprehensive 

accounts of somatic distress, nor are they attempting to provide definitive accounts of the 

participants ' respective experiences of the phenomenon of somatization. Instead, the findings hope 

to explore prominent, organizing themes that situate the experience of somatic distress within the 

broader life contexts of two unique individuals. In this regard, interpretations regarding each 

participant's life story will be explored in direct relation to the theoretical arguments concerning 

the body and its expressions, as outlined in this study. 

In presenting excerpts from the transcribed and written narratives, priority has been given to 

verbatim accounts as expressed by the participants. Grammatical accuracy has, in thi s regard, been 

overlooked in favour of word-for-word accounts as storied by the participants themselves. Very 

little editing of the transcribed and written texts was carried out, except in instances where speech 

utterances (in the face-to-face interview) were unclear or unintelligible. In addition, for ease of 

reading the excerpts used in the proceeding discussion have omitted continuation responses and 

probing/guiding questions on my part. 

Sarah: Present-Absences 

Sarah chose to structure her life story into several different life stages or phases, each of which rely 

heavily on corporeal language, bodily images and bodily gesture to convey incidents and events 

from her life as lived. Of interest is the degree of emphasis that Sarah places on her life prior to her 

experience of somatic distress - an experience that appears embedded within (and informed by) a 

rich tapestry of life events. In this regard, I have chosen to situate her experience of somatic 

symptoms within a broad (and by no means exhaustive) interpretation of her life story as a whole 

(and have done so using the narrative structure provided by Sarah). 
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It should be noted that Sarah's story of somatic distress is situated within a broader experience of 

what would be referred to clinically as "eating disordered behaviour". This historical information 

is relevant to this study, particularly as Sarah places significant emphasis on her perceptions of her 

body image and thus her sense of comfort within her life world. For the purposes of this study, [ 

have chosen to incorporate an interpretation of Sarah 's telling of her complex relationship with her 

body weight from an early age, in favour of preceding theoretical arguments regarding somatic 

distress: i.e. it has been hypothesised that somatic distress unfolds within a life context - a context 

that is continuously being made intelligible by the body as lived. 

In the initial stages of the narrative interpretation, I became aware of the manner in which Sarah's 

story appeared to employ central ideas (communicated in the text as phrases that were afforded 

more emphasis and, at times, repetition) around which the themes of her life stages unfolded or 

developed. These central ideas or linguistic themes appear to afford each stage a sense of narrative 

coherence and thus a sense of a developing landscape of action in which her experience of somatic 

distress is afforded a sense of embodied and contextual placement. Of significance is the manner in 

which each of these phrases relies on body metaphors and corporeal language as a generative 

source and thus as an organising principle throughout the narrative process: i.e. 

• School Years in Mafikeng - Sub. A to Standard Six: "a knot in my stomach the whole 

time" 

• Standard Seven and a Move to Grahamstown: "standard seven ... the worst period ... 

of my life . . .. ] couldn', run" and "I was ... a bit shaky .... [but] I came out of my shell 

a lot" 

• Undergraduate and Fourth Years at Rhodes University: "And then] started running ... 

And, my whole body shape changed ... " 

• Overseas Trip to the United Kingdom: "] completely lost myself ... J put on a hell of a 

lot of weight again" 

• Return to South Africa: "I was terrified of my body" 

• Somatic Distress: "I've always had that distant relationship ... to my body" and "[ was 

angry with my body, so angry ... " 
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These aforementioned stages and central ideas are interesting given both Merleau-Ponty and 

Leder' s reference to the phenomenological body as a functional gestalt that is simultaneously an 

absent presence and present absence and thus the very condition and context through which the 

self is able to have a relation to its lived world over time. In this regard, the first three phases of 

Sarah 's narrative (and their corresponding linguistic themes) appear to position the body as 

inextricably present to the unfolding of her story, such that her body appears to allude to itself 

(through the use of 'physical' words, e.g. knot, shaky, run, fat) as the kinaesthetic site of her 

storied performance. Similarly, Sarah's use of description within the next three phases, once again 

make reference to the body - references that begin to establish a perceived sense of distance 

between Sarah's sense of self and her experienced body. Unlike, the previous phases, Sarah's use 

of words (within the central ideas) refer more literally to the body as a body that is distinctly and 

painfully present as an alien other. Most notably, her experience of somatic distress is one that 

appears to con'elate to traditional notions of the body as distinct or separate from the experience of 

self (i.e. "I have always had that distant relationship .. . to my body" (Ins. 722-723). However, 

using Leder's notion of the body as an absent-presence it may be possible to suggest that her 

narrative plot embodies a shift or movement from the taken-for-granted, background disappearance 

of the body as lived to the experience of her body as the very absence of a desired or ordinary 

state . 

This surface and potentially presumptuous reading of Sarah's ordering of events appears relevant 

to the body or content of her story: i.e. salient themes such as perceived lack of security, stability 

and agency; fear in relation to the other; a sense of imminent threat; pervasive feelings of 

inadequacy; control vs. lack of control, and importance of achievement vs. inability to achieve are 

consistently articulated on the grounds of the physical or corporeal. In this sense, these themes 

unfold within (and repeatedly refer back to) a broader, organising theme of physical integrity and 

the multiple registers and expressions of this theme as it is made manifest within her sense of 

embeddedness in various interpersonal , social and political contexts (i.e . the threat to ... ; the 

fragmentation of...; the absence of ... ; fear of survival; hatred of body, and fear of body). 

Merleau-Ponty's notion of the body-subject as engaged in a complex and reflexive interplay 

between the experience of simultaneously constituting and being constituted by the "flesh" of the 
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world (such that the body is theoretically positioned as the preobjective and immediate horizon 

through which the subject is able to relate and engage with some other), appears to be reflected 

most poignantly in Sarah's descriptions of childhood experiences from the tirst two phases of her 

life story: 

I. ... when I got to school ... I found school ... very tense ... When my best fTiend of a long time left in 

standard one, I had a ... very hard time making new friends ... It made me feel sick to have to go to 

school everyday ... I felt very scared - very, very scared ... tense . .. a knot in my stomach the whole 

time .... I just remember there were certa in roses that used to grow in the gardens of the primary 

school and if 1 smell them now ... I get a knot in my stomach ... (Ins. 22 -37. 

11. I started getting victimised by this girl ... she turned against .. " She used to come out of nowhere ... 

and pour coke over my head . .. and issue vicious threats, like: If I waited outside school too long she 

was going to come and kill me ... And ... she was going to beat me up ... (Ins. 77-85). 

iii. [During the mid 1980 's in Malikeng] we had some terrible things with shooting and stuff like that ... 1 

remember the one night ... the A WB [Afrikaner Weerstandsbeweging] came into ... town and started 

shooting everybody and there was like ... guns going off and stuff and we [Sarah and her brother] had 

to hide under my parent's bed ... cos it wasn't safe to be near windows and stuff .... I was fourteen the 

second time it happened, and I was seven ... the first time it happened ... The first time it happened we 

had to ... hide under our desks and stuff ... there'd been a whole period before where we weren't 

allowed to go to school in uniform cos they were targeting school kids ... and we had petrol bombs in 

our library ... it did unsettle me to think, that I could die, like ... a bullet could come through the 

window ... (Ins. 152-166). 

All three excerpts highlight Sarah 's use of corporeal language, images and themes to articulate her 

early experiences. Within these brief acts of telling, one becomes aware of how Sarah's perception 

of her life world, as a threatening, dangerous place is one that is related to quite literal themes of 

threat to physical integrity and the survival thereof, a perceived lack of security, stability and 

agency, fear in relation to the other, and a pervasive sense of imminent threat (both at an 

interpersonal and socio-political level). In this regard, it may be hypothesised that each of the 

preceding excerpts establish Sarah's body as the vehicle through which her relation with her life 

world (and the dialogical re-enactment of that world) is made intelligible. This hypothesis is 

possibly emphasised, most strikingly, in Sarah's reference (in the tirst excerpt) to the power of 
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smell to make present her past experiences of physical sensations of fear and anxiety (experiences 

that she articulates on the grounds of the physical). 

Sarah 's descriptions of her relation to the other within her life context (in this case, a physically 

threatening school friend and political violence on the part of the A WB) also serve to highlight 

Grosz's (1994) notion of the self as "always and necessarily embodied, corporeally constituted 

[and] located in the subject's incarnation" (p. 95). In this sense, Sarah articulates her positioning 

within her life world in relation to (and thus in dialogue with) other physical bodies (or body­

subjects) engaged in threatening physical acts towards her body and thus her sense of self (i.e." 

your person ... your physical being was being threatened" (In. 174». 

The philosophical notion of the body as "the general instrument of my comprehension" (Merleau­

Ponty, 1962, p. 235) appears relevant to Sarah's narrative account: i.e. throughout Sarah's life 

story, Sarah shifts her attention from her relationship with others to her relationship with her body. 

In this sense, Sarah's descriptions appear to situate her body and life world as standing in 

inextricable, dialogical relationship with one another. In this regard, her sense of physical integrity 

and thus her relationship to her body appears to be informed by the various contexts in which she 

finds herself, which in tum inform the degree of comfort, security, and adequacy (frequently 

defined in direct relation to Sarah's perception of her body weight in relation to other bodies) that 

Sarah feels as a body-subject/self. 

iv. I remember getting to puberty ... and being very aware of my body and how much I hated it ... Because 

I was overweight by the time I got to Standard Five ... I was very chubby ... I had very Ihin friends, 

and that ... was a big problem ... I always thought they looked so lovely and that I could never look 

like that .. . and that was a big aspect of my life .... one day ... I decided: "Okay, I'm going to restrict 

my eating this holiday" ... I came back [to school] and I lost a lot of weight ... and I felt really good ... 

for the first time in my life I felt thin ... like consciously that I knew about .... And I really enjoyed 

that feeling ... and that ... phase of early high school was great ... for about a year. .. (Ins. 62-77). 

v. . .. my mom got a job in Grahamstown ... when I was in standard seven.,. and that was great, because. 

the end of standard seven was probably the worst period ... of my life. I was serioZlsly depressed, I 

think ... I put on all the weight that I'd put on again ... I felt like shutting myself off ... I know that 

from reading my diaries back then I was ta lking about killing myself . . . this girl was really making my 

life ... a misery ... And ... I couldn'l run from her, I couldn'l escape from her ... (Ins. 108-122). 
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VI. For the first six months, I was ... a bit shaky, as to whether I was actually happy or not ... in 

Grahamstown ... but I did enjoy life a lot better ... I started playing sport .. and I lost a lot of weight 

... 1 came out of my shel l a lot ... (lns. 133-140). 

Prominent themes within the aforementioned excerpts include: control vs. lack of control 

(expressed through Sarah's attempts to control her body weight and restrict her intake of bodily 

nourishment); hatred of her body; inadequate sense of self (defined in a physical manner); 

perceived lack of physical security and physical agency (in relation to a threatening life world), 

and self-imposed threat to Sarah's sense of physical integrity (i.e. a desire to kill herself). Similarly 

these themes are contrasted with themes of a developing sense of agency and security as Sarah 

moves into the telling and enacting of her move to Grahamstown. Of significance is the central 

role that Sarah's body plays in her sense of self adequacy: i.e. when she is able to restrict her 

eating and lose significant amounts of body mass, she experiences a sense of self-agency and thus 

the capacity to "c[o]me out of [her] shell", whereas when she experiences a sense of physical 

tiu-eat and thus a lack of bodily agency (i.e." I couldn '{ run from her"), she puts on weight and 

similarly experiences a desire to kill herself (and thus render a body that is painfully present, 

absent). 

Here, the focus appears to tum towards a body that is experienced as painfully present in its 

inability to conform to the thin and thus adequate and 'secure' status of other body-subjects. 

Instead, Sarah's body is experienced as an absence of her perception of the ideal body-self. It may 

be possible to argue that Sarah's shift in attention towards her direct experience of her body (and 

thus her hatred of her body) serves to highlight the manner in which the body may be 

phenomenologically constituted by its lived world over time: i.e. Sarah's corporeal engagement 

with a threatening, erratic and unstable life world appears to be reflected in the contrasting position 

of Sarah's body as a threatening ' object' to be controlled and restricted and thus as an entity that 

seizes Sarah's attention. In this regard, the disclosive body of earlier excerpts (i.e. the centre point 

from which the perceptual or lived field radiates) begins to assume a contrasting position of a 

' foreign' presence that demands direct and focal thematisation. Here, Sarah's sense of self relies on 

her ability to regulate her body mass (which in its unbearable weight possesses the qualities of a 

present absence - i.e . the absence of a desired body weight). Thus, the background disappearance 
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of the body as lived, (where the body communicates its presence to Sarah's life world through an 

earlier reliance (in the text) on corporeal images and language) is rendered absent in favour of a 

dysfunctional, hated presence that is afforded more literal translation within the context of Sarah's 

narrative . 

Although Sarah's attempts to starve her body of nurturance and sustenance (the very aspects that 

have appeared absent within the socio-political and interpersonal contexts of her life world) could 

be interpreted psychodynamically as the displacement or projection of traumatic experience into 

the body, Sarah appears to position her body as a fimctional gestalt and thus as a phenomenon that 

is at once a present-absence: i.e. an absence from a desired way of being that is present to its life 

world such that it is able to reveal what is other by making present the felt effects as lived by Sarah 

in her chiasmatic relation to her life world and thus her sense of self. The positioning of her body 

as a force that has come to appear "other" and opposed to Sarah's sense of self, is in fact 

inextricably related not only to Sarah's life world, but her subjective experience of self. In this 

sense, the absence of a secure, stable, non-threatening and adequate social and interpersonal life 

world is embodied within the presence of bodily/physical attempts to reinstate or create a sense of 

order and control (and make present an embodied ideal of what it is to be physically adequate (i.e. 

thin) and thus corporeally secure). Within this absent-presence, the body is not positioned as a 

passive object, but rather as possessing the capacity to communicate its precarious engagement 

with its life world over time - thus positioning it as ajimction of its ongoing dialogue with its lived 

environment. 

As Sarah's life story unfolds and moves into later stages, her body as an embodied 'object' of 

control and a simultaneous subject of embodied experience (i.e. her body is at once an object and 

subject) becomes evident. During her high school, and postgraduate years, Sarah continues to 

position her body as the object-subject of her landscape of action: e.g. Sarah relates the initial 

stages of her move to Grahamstown by reflecting on her experience of excessive weight loss, and 

connects this experience to her father's absence (i.e. he remained in Mafikeng for a period of 

time). In this sense, Sarah's reference to getting "very, very thin" (In. 270) appears to embody a 

corporeal expression and sympathy with her subjective experience of difficulty in relation to her 

father's absence . Of interest is the manner in which Sarah's body made its presence known 



78 

throughout her sharing of her story of excessive (absenting) weight loss: i.e. as she shared her 

story, she began tapping on the table with her finger to the extent that each word was mirrored with 

a determined tap and thus a gesture that expressed her body's inescapable presence, within its 

stories of absence. 

It may be possible to suggest that Sarah's story thus far, has positioned the body as a meaningful, 

perceiving subjectivity and thus as an ambiguous corporeality that is always engaged in the 

constitution of her environment and similarly, her sense of self. Within this dynamic context, her 

body's continuous assumption of absent-presences and present-absences serves to highlight 

Leder's articulation of the body and its lived world as inherently dual phenomena. Similarly, 

Sarah's articulation of the body also adds emphasis to Leder's notion of the dysfunctional body as 

integral, rather than separate to the gestalt-like interplay of absences and presences that 

characterise the experience of embodiment and thus of the lived body. This notion is afforded 

emphasis through excerpts (e.g. excerpt six) that highlight Sarah 's continuous negotiation of her 

body as a reflection of the "flesh" of the world. For example, her reference to coming out of her 

shell in excerpt six points to the dynamic interaction between her life world and body, such that her 

sense of comfort, adequacy and agency in her body (expressed through a loss of weight and 

involvement in physical activity) reflects her gradual development of a sense of security, safety 

and order within her new environment (Grahamstown): "I think ... for once in my life, 1 relaxed" 

(In. 251-252). Other examples that point to her body 's return to a background disappearance and 

thus a position of embodied (and present) concealment as it reveals its life world over time include: 

VII. I felt more confident in second year [of university] and stopped throwing up ... (lns. 366-367). 

viii. And then I started running ... And, my whole body shape changed ... , like I lost a lot of weight ... I felt 

so much better ... about myself . .. And halfway through third year, was when - like the fruits of that 

really came together ... [I] decided I needed a calling, or a purpose of something ... I'd always known, 

you know: 'Okay, I'm gonna do Human Kinetics and Ergonomics Honours ... But it wasn't that bigger 

deal , it felt right that I should be like questioning [her choice of degree], and it felt good. It actually felt 

like I was liberating myself.. .and I started forming my philosophies on life ... and what I believed in, 

and what I didn't believe in [And what did you believe in?] ... I believed in . .. humans helping 

humans ... And so I wanted to be a part of that ... So that's why I decided to do [a postgraduate 

diploma in Political Studies] ... (lns. 376-408). 
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This last excerpt is significant, particularly as Sarah describes her change in body shape as 

contributing to a new-found sense of liberation. With the emergence of a greater sense of physical 

coherence, phys ical integrity and structure/control (themes that embody the presence of that which 

has been historically absent in Sarah's life world), Sarah is able to begin questioning the 'structure' 

of her university degree. In this regard , it may be argued that Sarah no longer requires the presence 

of a bodily university degree to structure her keen sense of an absence of that which her initial 

degree of choice (Human Kinetics and Ergonomics) focuses on (i.e. the well-functioning and fit 

body). 

Sarah 's experience of somatic distress serves to recapitulate many of the aforementioned themes 

and hypotheses and is inextricably related to Sarah's life story as a whole. Through the course of 

telling her story, Sarah describes the emergence of ' psychosomatic ' symptoms in direct relation to 

"the most traumatic transition I've ever had . .. " (Ins. 439). In this case, Sarah is referring to a move 

to the United Kingdom in March 2003 - a move which she described as characterised by extreme 

anxiety, in relation to leaving an established sense of security, and more importantly, in relation to 

her perception of the world as a dangerous, insecure and unstable place: 

IX. . .. at that time the world was quite ... unstable ... I was ... thinking: "How can I trust the world - how 

do I trust these world leaders .. to protect me? ... 1 just relt really angry ... And ... just the week 

before I fl y Qut Tony Blair puts his army around Heathrow Airport ... l'm like ... freaking out ... (Ins. 

443-463). 

Once again, Sarah refers to a life world that poses a potential threat to her phys ical integrity and 

thus her sense of occupying a secure place within her life world. Themes that are afforded 

prominence within the fourth phase of her life story, serve to reiterate and make present themes 

from the first two phases of Sarah's life: e.g. perceived lack of security, stability and agency; fear 

in relation to the other; imminent threat to Sarah's sense of physical integrity and fear of survival. 

The inextricable relation of Sarah's body to her engagement with her life world and to her sense of 

self is once again emphasised in the following excerpt: 
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x. I guess I went over there to find myself and I lost myself ... very, very big time ... I completely lost 

myself ... I put on a hell of a lot of weight again ... As happens every time ... I felt ugly ... I felt 

inferior ... (Ins. 468-47 1). 

In this regard, the fourth phase of Sarah's life positions the body as actively and corporeally 

involved in a reflexive dialogue with its life world, such that Sarah's perception of her life world as 

dangerous is reflexively re-enacted at the level of incarnate experience. In this sense, Sarah 's 

emphasis on having lost herself, points (once again) to the loss or absence of a desired or ordinary 

state. 

It is within this storied context where Sarah constructs her experience of both her life world and 

incarnate body-self as foreign, dangerous and destructive in nature, that she makes the decision to 

engage in care work for quadriplegic individuals. From an embodiment perspective, Sarah 's 

decision is striking. As a body-subject who articulates her body as a corporeal reflection and 

expression of her lived environment (and thus as an absent-presence, present-absence, subjective­

object and objective-subject), Sarah seeks out a state of embodiment that is arguably one of the 

most convincing illustrations of Leder's notion of the body as a functional gestalt: i.e. for 

individuals who are severely handicapped or chronically ill , the body as lived moves from the 

background to the foreground of the experienced world (Leder, 1990). In this regard , the body as 

taken-for-granted can become what Toombs (1992) refers to as a state of "inescapable 

embodiment" (p. 134) where self can come to seem separate or distant from the physiological. 

However, despite the "dysappearing" (Leder, 1990) nature of the body (i.e. the body's appearance 

as dysfunction as well as loss), and the seemingly alien nature of the paralysed body, the self still 

requires the body (e.g. eyes, nervous system in thought, etc.) in order to perceive the body as 

paralysed or embodiment as alien. 

Although Sarah describes her experience of care work as meaningful and enriching, she also 

describes the powerful effect that working with quadriplegic individuals had on her sense of self 

and thus her sense of physical integrity within the broader context of her life world: 

Xl. . . . incredible feeling of being trapped ... and just being anxious all the time, like actually feeling I was 

going to scream if I couldn't get out, like about to tear the walls down, like I was gonna go mad ... any 
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moment ... And when I was working with him [James] , that's when I felt that actually I wouldn 't 

want to be a quadriplegic ever, I became ... really scared that I was ... I became scared of going in 

cars, cos ... all of them [the individual's Sarah cared for] ... had been in care accidents - I was like ... : 

"No, we're going to have an accident and I don't wanna be a quadriplegic" ". And I came back [to 

South Africa] with that fear ". 1 was scared of everything when I came back: I didn't want to run by 

myself, made [my boyfriend] come running with me all the time ... I didn't want to go anywhere by 

myself ... I didn't want to stay at home by myself .. I was terrified of being raped ... It had been the 

reverse before I'd gone to England ... like I'd been terrified of dying in a terrorist attack ... or 

something ... And ... on coming back to South Africa, I was terrified again ... ' (Ins. 505-52 I). 

As a carer Sarah is faced with the reality of the loss of physical agency, such that the quadriplegic 

individuals with whom she interacts and engages in dialogue, serve to mirror an organizing theme 

that has characterised her body-self engagement over time: i.e. physical integrity and its mUltiple 

registers or expression (i.e. the threat to ... ; the fragmentation of...; the absence of...; fear of 

survival; hatred of body, and fear of body). It could be argued that Sarah's engagement with the 

"dysappearing" body, serves to (once again) position her body as an objective-subject and 

subjective-object. Sarah's bodily engagement and relationship with bodies that serve to reflect the 

inescapable condition of embodiment is one that is always positioned as existing in an intimate and 

ambiguous relationship with the flesh of the world. In this sense, her own body is perceived and 

experienced as a reflection of what it is to be a body that has lost a significant degree of agency - a 

body that is literally paralysed and, thus a body that is physically helpless 8 in relation to the 

dangers of the world as lived. In this sense, Sarah's reference to feeling trapped, anxious and 

feeling like she was going to scream or teaf the walls down appears to embody a corporeal 

expression (i.e. through her use of physical images, e.g. tearing the walls down) and sympathy 

with her subjective involvement with disabled bodies. This hypothesis is afforded support through 

her description of an emergent fear in relation to becoming paraplegic (and accompanying fears of 

being raped, or dying): i.e. her body-self appears to articulate Merleau-Ponty's notion of the body­

self as not only constituting its world, but being constituted by the world, such that Sarah's body­

self resonates and dialogues in frequency with the body of the other (and more importantly with 

the threatened body of the other). 

8 A subjectlselfthat, according to Toombs (1992) can come to experience their body as an object or an ' it' (i.e. an 
object-subject). 
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This excerpt is also significant in relation to Sarah's experience of somatic distress - chiefly 

because it serves to highlight the manner in which illness narratives frequently embody an attempt 

to afford a sense of coherence to the illness experience: i.e. it is within the forward-backward grasp 

of the narrative act (and of telling one's life story) that the incarnate body-self is able to afford 

meaning and context to the manifestation of illness symptoms and to the disruption (personal, 

social , cultural , etc.) that these symptoms frequently entail (Becker, 1999; Frank, 1996). In this 

regard , Sarah 's telling of this excerpt and its situation within the body of the storied text, serves to 

highlight her body's role in the manitestation and expression of somatic or medically unexplained 

symptoms. 

By framing her experience of caring for quadriplegic individuals in such a way that themes from 

events in her past are recapitulated and emphasised, Sarah affords a context to her telling of her 

experience of somatic distress: i.e. her description of somatic distress emerges from her telling of 

her experience of care work (which, in turn, refers back to previous prominent themes and 

experiences), suggesting that the told experience of somatic distress is one that is intimately linked 

to her body's historical and embodied involvement with her life world over time. In this regard, it 

may be possible to suggest that Sarah's experience of somatic symptoms reflects her lived and 

embodied relationship with a world that has consistently been experienced by her as threatening, 

erratic and insecure. 

XII. . .. when I did actually get sick, physically sick [on her return to South Africa] ... I actually really got 

sick ... again and again [kidney infections] ". three times ... And then bad reactions to the antibiotics 

. which really frightened me - like I'd never had reactions like ... that to . . . dizziness and sore eyes 

and vomiting and ... that's frightening .. . And then ", the doctor said: "Well, you don't have any 

infections anymore, you 're fine" (Ins. 526-579). 

Xlll. I was too scared to exercise . .. scared to use my body. I was terrified of my body ... I actually didn't 

want to use my body at all in any way ... any kind of exercise ... I just wanted to ... keep quiet - like 

not disturb it ... so that it didn't do anything horrible to me [Did you feel like you were separated from 

your body?] ... la, completely ... Like ... "Why is it making me feel so shit? .. (Ins. 585-602). 

XIV. ...like usually if you're feeling sick you can take something ... to cure you ... There was an unknown 

thing happening to me, and thatJrightened the hell out of me - I was like ... :"Well, if it's unknown it 

must be really bad, in fact it must be ... a brain tumour ... And that's the kind of thinking that ... took 



83 

me on to this .. ' unbelievable bought of hypochondria ... I don't know ifit was hypochondri a ... And I 

was angly with my body . . . [ felt nallseas, J felt tired, [ had headaches, [had this cl1Jshing pressure 

... On the back of my head and on the top of my head like it would cl1lsh me, I couldn't actually talk 

cos it was so crushing ... And that like ... immediately - I thought "brain tumour" .. I was convinced. 

I mean you don't get that crushing pressure in your head .. , and its nothing ... I was convinced that 

there was no simple explanation to what I was feeling, and .. .I cried, it was just like crying all the time 

... just wanted to hide ... go ing to sleep was my favourite thing ... I just wanted someone to tell me 

what was wrong with me so that I could take a pill and it would go away. And I was angly with my 

body, so angry with my ... It was like ... " Why are you [her bodyl making me feel so horribl e?" .... 

I'd have these panic attacks .. . which brought on dizziness and shortness of breath ... I have no control 

over anything .. such a feeling of being distanced from people ... I wish I could just feel normal like 

they are [other peoplel right now" ... (Ins. 614-664). 

Although Sarah refers to her experience of somatic distress as one that positions her body as a 

distant, alien entity and thus as a body in revolt (Lynch, 1984), she continues to articulate her 

experience on the grounds of the physical as inescapable. In this sense, her experience of medically 

unexplained somatic di stress appears integral to her distressed, angry and panicked sense of self. 

This is possibly most strikingly emphasised in her description of experiencing panic attacks (a 

phenomenon that is informed and exacerbated by an individual's heightened sense of awareness to 

physical cues): i.e. despite her attempts to "keep quiet" and thus avoid disturbing her seemingly 

oppositional body, Sarah continues to experience her sense of self on the grounds of the physical 

(i.e. physical panic symptoms). In this regard, Sarah 's reference to her body as an alien presence is 

not so much a splitting off of her self from bodily experience, but a recognition of the inherently 

(and frustratingly) gestalt-like experience of the body at times of dysfunction or illness. 

In this sense, Sarah's description of her experience of somatic distress appears to add emphasis to 

Leder's notion of the "dysappearing" body: i.e. at times of bodily dysfunction the relationship to 

one 's body is experienced as foreign or destructive in nature precisely because the body 's 

phenomenological positioning as a functional absence-presence requires that at times of 

dysfunction the body 's predominant role as the ' taken-for-granted ' (or absent) vehicle from which 

one engages the world is drastically transformed into one that demands our direct attention (Leder, 

1990). 
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Sarah 's description of her experience of somatic symptoms serves to highlight prominent themes­

particularly that of physical integrity (i.e. the threat to ... ; the fragmentation of. .. ; the absence of. .. ; 

fear of survival; hatred of body, and fear of body).Thus, it may be possible to argue that in her 

telling, Sarah once again positions her body as the vehicle through which her relation with her life 

world is made intelligible. In thi s case, Sarah 's experience of the "dysappearing" body (made 

manifest through somatic symptoms) appears to be precipitated by her corporeal engagement and 

dialogue with other "dysappearing" bodies. In comparison to earlier excerpts (where Sarah's 

engagement with an erratic and threatening life world is articulated through a body that is 

experienced as painfully present in its inability to conform to the thin and thus adequate or 'secure' 

status of other body-subjects), Sarah articulates her body as one that escapes previous attempts at 

control and restriction: i.e. "I actually didn't want to use my body at all in any way .. . any kind of 

exercise ... " (Ins . 597-598). FUlthermore, unlike previous descriptions of Sarah ' s engagement with 

other body-subjects (in which her body appears to have been experienced as present in relation to 

some ideal other), Sarah's description of care work with disabled individuals (and thus other 

"dysappearing" bodies) positions her body as devastatingly and inescapably present in relation to 

(and in dialogue with) other inescapably present bodies. Thus, in the absence of the capacity to 

constitute a felt absence (e.g. bodily security and control) with an 'ideal' presence, Sarah 's 

experience of her life world as unpredictable, dangerous and assaultive is mirrored in the 

unpredictable, "crushing" and potentially dangerous experience of somatic symptoms and thoughts 

(i .e. hypochondriacal thoughts around the possibility of having a brain tumour). 

This hypothesis may be relevant given Sarah's account of her interaction with her general medical 

practitioner, following a series of medical examinations that revealed no physiological 

abnormalities: 

xv. The blood tests had tested for everything: cancer, any kind of serious disease .. , there was nothing . .. So 

... the doctor said to me: "There's nothing wrong with you, go home, you're okay" .. . and I said: "No 

. .. I'm not. I'm feeling so terri ble ... What's wrong with me?" ... and he said: " I think you ... " . .. he 

referred me to a psychologist, he was like: " I really think that you're depressed" .. ' and prescribed 

antidepressants for me ... (lns. 681-687). 

XVI. Although ... it didn ' t explain all the individual symptoms .. It felt like ... "Actually, that could be a 

plausible explanation" ... And . .. it turned out ... it was all re lated to my mental processes basically ... 
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but I mean the fact was that these things were real things that were happening to my body ... I wasn 't 

imagining them or anything like that ... but it all carne from my mental state ... And I just couldn't 

believe that ... my body could actually feel so terrible ... I just felt that so hard to '" grasp ... Until I 

started ... physically, I mean ... actively taking my life back ... (Ins. 690-707). 

These excerpts serve to highlight the biomedical and thus dualistic manner of articulating somatic 

symptoms: i.e. Sarah's general medical practitioner essentially articulates her somatic experience 

on the grounds of absence. Within this context, Sarah also appears to articulate her symptoms as a 

product of her mental processes, thus situating her illness experience as separate from her 

corporeal being. However, despite Sarah's attempts to define her experience of the "dysappearing" 

body on the grounds of biomedical absencing, her body makes itself present in the language with 

which she chooses to tell her story: i.e. she notes that the only manner in which she could "grasp" 

(i.e. defined by the Chambers Twentieth Century Dictionary (1974) as "the capacity to both 

physically and mentally seize and hold" (p.568)) the present-absence of a physiological disorder, 

was to attempt to actively and thus physically work towards affording her body the position of an 

absent-presence (i.e. what Leder refers to as the 'taken-for-granted ' body). 

Sarah's recognition that her general medical practitioner's diagnosis of depression enabled her to 

body forth her world and " ... take control of my body again" (In. 742-743), may suggest that his 

diagnosis provided her with the structure and control that she was unable to articulate through her 

dialogical engagement with other body-subjects and thus her own body-self. In this sense, Sarah 

was afforded a frame of reference (i.e. a biomedical diagnosis) that allowed for an absencing of the 

body as an embodied phenomenon and thus a literal presencing of the body as taken-for-granted 

(that which Sarah so desires). Although this appears to stand in contradiction to the notion of the 

self as inextricably related to the body and its incarnate experience of its lived world, Sarah's 

descriptions of the manners in which she continues to negotiate ongoing episodes of somatic 

distress are articulated on the grounds of the physical and on the grounds of the body as a 

functional gestalt: e.g. " [I] [m lake sure I run four times a week . .. make sure ... you only eat this 

much in a week, and you eat whatever you want on Saturday's and Sunday's .... Just having rigid 

... sort of rigid patterns ... " (Ins. 800-804). In this sense, Sarah's experience of both her body and 

life world as dangerously present informs her attempts to render her body a background 
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disappearance by making present her desire for coherence, control, corporeal adequacy and 

corporeal stability at the level of her body: i.e. she requires her body in order to experience a sense 

of self-coherence. 

Jenna: Absent-Presences 

It should be noted that the proceeding interpretations differ in structure and form from those 

pertaining to Sarah's life story. Unlike the face to face interview context in which Sarah's telling 

of her life emerged (thus allowing for the communication of several different themes and a 

presence - on my part - to the repetition of phrases and gestures that appeared integral to the 

interpretation of the whole), Jenna's story was one that was succinct in its written form and thus 

provoked a more global response on my part. In this sense, I interpreted it in a forward-backward 

manner such that parts from both present and past were simultaneously interpreted in relation to 

the whole. 

Like Sarah, Jenna chose to structure her story into several life stages: i.e. School; Family; Jobs; 

Health, and Conversion Syndrome. However, in contrast to Sarah's heavy reliance on corporeal 

language, bodily images and bodily gesture throughout the telling of her life story, lenna's body 

(and thus the presence of bodily images and bodily language) appears conspicuously absent (i.e. an 

absent-presence) for the greater part of her story. As mentioned in the previous chapter, Jenna's 

narrative evoked a response (on my part) that was informed by my predominantly psychodynamic 

training: i.e. I found myself automatically making sense of her story in terms of dualistic notions of 

the conscious and unconscious, and the absent versus the present. In this sense, I appeared to 

engage with Jenna's story on the grounds of absence and thus from a position that appeared to 

actively negate the absent-presence and present-absence that embodiment philosophy attributes to 

the incarnate experience of the body-subject. 

Thus, Jenna's descriptions of her illness experience (within the broader context of her life story) 

appeared to lend themselves well to an interpretive dialogue incorporating psychodynamic 

concepts of repression; the intemalisation of the phantasy of a withdrawing, abandoning, punitive 

and rejecting love-object, and thus the projection of unresolved unconscious trauma onto the 

bodily casing. In this sense, the seeming absence (or splitting-off) of her body as lived appeared to 

invite a psychodynamic interpretive gaze in relation to her experience of somatic distress. 
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The discrepancy between the interpretive response that Jenna's story evoked within me and the 

aims and purposes of my research question, prompted me to pay attention to what it was that I was 

experiencing in relation to my reading of, and connecting to, her story as to ld. In comparison to the 

process of reading Sarah's transcribed story (i.e. a process that quite literally came to life through 

her use of corporeal imagery and action/bodily-oriented language), my sense of the underlying 

tone of Jenna's story was one that appeared distant, apologetic and paralysed - to the extent that 

the body of the text elicited a distant and seemingly estranged response (on my part) to the 

landscape of Jenna's lived reality. This may be attributed to Jenna's sense of familiarity with the 

mental health context (i.e. she was formally diagnosed with Seasonal Affective Disorder at the age 

of 13 , began experiencing medically unexplained physical symptoms in 1994, and, at the time of 

writing this story, was in psychotherapy) and thus a familiarity with a language and a professional 

way of being that serves to si lence the body-subject, such that the body-subject suffers the 

professional's point of view like a "guinea-pig". Although I attempted to highlight the exploratory 

and phenomenological nature of this study in my e-mail contact with Jenna, this hypothesis may be 

relevant given my positioning of myself as a Psychology Masters Student at Rhodes University - a 

label that may have evoked the absent, acted-upon body-subject (and thus a seeming distinction 

between psyche and soma) that Jenna has so frequently experienced within medical and mental 

health contexts. With this in mind I chose to begin the interpretation of Jenna' s life story with an 

excerpt that occurs at the very end of her story and thus an excerpt that appears to reflect the 

absenting aspects of the interpretive position that I had automatically and unthinkingly assumed: 

In the spring of2003 ... 1 went to a conference in reno [sic] ... 1 was happy, excited and confident. 

Plus I had a great time and learned a lot. When I was there, I experienced some dizziness, like the 

floor was moving or shaking. It was odd, and I even questioned a few people to see if they felt the 

same thing as we were on a floating floor, but it was only myself. When I got back the dizziness 

increased dramaticall y ... 1 assumed it was an inner ear thing and went to the Dr, as I not even drive 

at this time." I found it extremely difficult to concentrate .. .. My hands started to shake as well. A 

few days later 1 suddenly began to stagger. It freaked me out, as 1 could barely walk. So when my 

husband carne home we went to the walk in clinic. The doctor there was pretty perplexed, and 

referred me to a neurologist. When I went to the neurologist he examined me, and then booked an 

MRI. But he said that he didn ' t relay think that there was anything wrong as both my sides were 

equal in reacting. 1 went home, very frustrated . I could barely walk, couldn 't drive or do many 

other things that 1 was used to doing .... The MRI (which originally was supposed to be a 2 week 
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wait) ended up not happening for 7 weeks. At about the 4 week mark I went to my regular doctor, 

as my quality of life right about then sucked, and begged for some help. He sent me for a CT 

which showed nothing. I was also having daily migraines, and was taking T3's to control the worst 

pain (usually one every other day) .... When I had the MRJ I went back to the neurologists. He 

confronted me and my husband (he even kicked me out of the room) and asked what major trauma 

I had gone through in my childhood to cause this. I was perplexed, and he said that there was 

nothing wrong with me, just like he had thought. He sold me a book to read on the migraines 

(which helped me immensely. and I got them under control) and he placed me on Paxil ... .1 felt 

gui lty for wasting so much time and having caused my loved ones to worry. I also felt anger at the 

way I had been brushed off ... .1 sti ll have problems wi th shaking hands and the occasional stagger, 

parti cularly when I am tired. I did see the therapist that I had seen after my son's birth, and she 

helped me get over some afmy anger and frustration that I had with myself and the doctors. It is 

still there, but isn't as much of a wound anymore .... Its not that I don't want to be well, or that I 

want something wrong with me. I would dearly love to never have to see my doctor again except 

to bring the kids in for routine exams. But I hate that I have all these symptoms that end up to be 

"nothing". It makes me feel like I am wasting people's time, and taxpayer money. If it could just 

be something harmless, but less ambiguous (as in your breast lump is just a cyst, or just regular 

depression) then I would feel a lot better. For some reason I can't be "typical" and so they end up 

having to run tons of tests and then .... nothing .... I feel like he views me as a whiner, or as a 

hypochondriac, and does not take me seriously (Ins. 322-369). 

This excerpt truly emphasises Kozlowska's (2003) contention that within the agnostic, biomedical 

context in which somatic distress symptoms frequently present (as did Jenna's), existing 

prescriptive discourses of medical uncertainty, and psychical interiorization serve to maintain the 

client's experiences of shame, anger and frustration with regards to the manifestation of symptoms 

that are frequently articulated as feigned, unreal and 'in the head'. In this sense, it may be possible 

to suggest that Jenna's experience of somatic distress within the biomedical context has been one 

that has positioned her as the literal body or the "guinea pig" to be empirically interpreted by the 

'expert' as the vehicle through which to gain access to an interiorised/psychological domain of 

lived experience. 

Jenna articulates her expenence of somatic symptoms and thus her experience of receiving a 

diagnosis of 'Conversion Disorder' as emerging within a horizon of absence/silence (where her 

body as a meaningful, perceiving and knowledgeable subjectivity is negated by relevant medical 
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professionals). However, it is interesting to note that in the absence of professional dialogue with 

lenna's subjective experience of bodily instability, so lenna's body (within the storied text) is able 

to direct the reader towards a corporeal wound that is very much present and alive with 

subjectivity: i.e. lenna articulates her experience of anger and frustration towards the medical 

profession as constituting a "wound" (In. 361). Within the broader context of lenna's life story, her 

description of powerful subjective feelings on the grounds of the corporeal stands in stark contrast 

to previous narrative tellings, which are conveyed in an evasive and pragmatic tone (e.g. "I would 

calm down quickly and move on" (In. 22-23)). Although this could be interpreted as a defensive 

engagement in the splitting off or denial of affective expression, it becomes apparent that the 

absence of significant expression of emotion relates to a pervasive sense, on the part of lenna, of 

her sense of self being constructed through a consistent experience of incarnate exclusion and 

displacement (by others and self) within her life world: i.e. 

II I became an easy target [during elementary school], and was soon excluded from most play and 

activities, though I had a few friends. This worsened over the years, and combined with self doubt 

and easy to trigger crying outbursts became a self perpetuating circle. I never really felt that I 

belonged, or was equal to my peers ... (Ins. 29-32). 

In this sense, it may be hypothesised that my experience of the relative absence of her body as 

lived and articulated (in the storied text), relates inextricably to this experience of exclusion. Thus, 

although lenna does not articulate her life through a heavy reliance on bodily language, corporeal 

metaphors, etc. she does relate several stories that position her corporeal being (from an early age: 

i.e. junior high school to college) as one that has been severely abused and bullied by other body­

subjects within her life world and thus one that has been rendered absent or silent in some way: 

iii These were to become my worst years [junior high school]. as several boys ganged together and 

would actively pursue me, kicking at me to make me trip when I wasn't looking, body checking 

me into lockers or walls and other physical as well as mental abuse. Some of the girls were 

verbally taunting as well, but mainly they just excluded me in that nasty way that girls do (Ins. 36-

40). 

iv Though 1 had a few friends [at junior high] I was not particularly close to any of them. One friend 

gained another friend who though nice to me in the beginning borrowed items and money from me 
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and then turned nasty when I refused to lend her anymore. Her and my friend ended up kicking me 

while I was sitt ing down reading one afternoon. I felt horribly betrayed and like I was the party at 

fault . I was quite the geeklnerd type, reading quite a lot and being nice to teachers eel [sic] - not 

the rebelling behavior which seemed to be the norm for that age group (Ins. 42-47). 

v In college I was more confident, but still didn't have a lot of skills for interacting with peers. I was 

never "cool". In the first week of school a guy approached me and I was again shocked and 

honored that someone could be interested in me. so again went into dating. This didn 't jive so well 

as I was at a real low, having just broken up with my first boyfriend and I didn't feel very 

confident , and so was seeking outside support unknowingly. School went all right, and I did do 

well , but emotionall y I was crumbling. He first started by some "ham, less" comments as to that I 

wasn't so good at this, or could do that better. He wanted me with him always and didn't want me 

to hang around with my friends . This grew into outright verbal abuse. putting me down constantly. 

and eventually rape. Though I never fought him, I didn ' t want to participate and felt horribly 

violated but helpless .... On new years eve [following her second year in college] I went over to a 

fr iends home to celebrate and he came back from his parents home early to surprise me. I was 

horridly disappointed as ] couldn't relax and enjoy my friends company - had to constantly be at 

his side. He insisted that] drive him home shortly after midnight and he wanted me to go into the 

house with him to have sex. When I refused he was very angry. The next day when ] went over we 

had an argument and he ended up hitting me (it was the second time) I asked him if he could ever 

promise not to hit me again and he said no. that I made him so angry sometimes that was what 

happened (ins. 66-88). 

Although lenna assumes a reporting style of narration that employs relatively little in the way of 

corporeal and strong affective language (as displayed by Sarah in the telling of her story), one 

could argue that lenna's body is inextricably related to her excluded (and thus inadequate, 

worthless and displaced9
) sense of self. In each of the preceding excerpts lenna's accounts of 

bullying and physical abuse position her experience of her life world (and thus her relation with 

other body-subjects) as one that has been characterised by a corporeally violent and aggressive 

rejection (and silencing) of her body-self. Thus, in-keeping with Merleau-Ponty's notion of the 

body, self and world as existing in chiasmatic relation to one another, it may be possible to suggest 

that lenna's experience of a physically aggressive and rejecting environment may have been 

articulated (by her) as a rejection or an attempt by other body-subjects to render her bodily 

9 Sarah makes reference to these adjectives within the context of her written story. 
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knowledge and corporeal positioning within her life world as absent and thus insecure (an 

experience that is also highlighted in excerpt one). 

In this regard, excerpts three, four and five appear to establish lenna's body (as articulated by her 

dialogical engagement with other body-subjects) as an absent-presence and thus as a presence that 

lenna herself attempts to make absent within (or remove from, i.e. a present-absence) a corporeally 

assaultive environment: e.g. "I ... spent a lot of time volunteering in the library and cafeteria. It 

was the only place that I fit, and was also free ofthe bulling [sic]" (Ins. 40-42). 

Although lenna describes herself as having always been a shy chi ld, she appears to articulate her 

inadequate, worthless, helpless and paralysed sense of self in direct relation to her experience of 

physical abuse: i.e . lenna describes her sense of self as inextricably related to her lived experience 

of repeated threats to her physical integrity (e.g. "[I] was ... plagued by the fee lings of 

unworthiness and whatnot that came with the bull[y]ing" (Ins. 51-52). In thi s sense, lenna's fragi le 

sense of self is articulated as an inescapable embodied reflection of her body as helpless and 

paralysed in preventing the physical assault of her lived environment (e.g. "Though I never fought 

him, I didn't want to participate and felt horribly violated but helpless" (Ins. 74-75)). lenna is thus 

positioned as actively and corporeally involved in a reflexive dialogue with her life world, such 

that her experience of her life world as punitive, rejecting and paralysing is reflexively re-enacted 

at the level of her incarnate experience of self. 

Merleau-Ponty's notion of the body-subject as engaged in a complex and reflexive interplay 

between the experience of simultaneously constituting and being constituted by the "flesh" of the 

world is emphasised in Jenna's description of her first experience of depression in Grade eight: 

VI When I started grade 8 I was deeply troubled. I didn ' t want to leave my bed, or do anything. I was 

sad and crying all the time and ... had a very negative self image. My family Dr diagnosed me 

with depression and started me on medication. I had many low times where I considered or half 

heartedly attempted suicide, it was with me in every thought. I made a will of sorts and planned my 

death out many times. I never quite had the guts to pull it though [ sic], took some pills a couple of 

times, but not enough to make me ill. I planned to go into the bush and starve slowly to death (Ins. 

163- 169). 
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Jenna's reference to the experience of suicidal ideation and suicidal gestures (both of which appear 

to embody self-inflicted attempts to threaten her physical integrity) could be articulated as her 

attempt to make absent that which her dialogical engagement with other body-subjects consistently 

and punitively made present (i.e. the inadequate, passive and "geeky" body-self): e.g. 

VII I was an extremely gawky tall and thin young teen ... I also had eye glasses, and was very clumsy. 

I was also one of the youngest in my class. All of this combined to make me feel physically 

unattractive (Ins. 142-145). 

Similarly, Jenna's plan to "starve slowly to death" could be construed as indicative of a gestalt like 

interplay between the absent-presence and present-absence of the body: i.e. by planning to starve 

herself, Jenna generates an image or suicide plan that requires the enactment of the body as 

painfully and punitively acted upon through the absence of sustenance (which in tum would be 

rendered absent, by the presence of the rejecting and thus silencing act of starvation) . 

The allusion to the absence of bodily nurturance, sustenance and support in Jenna's accounts of her 

experience of severe depression is a theme that is afforded prominence within various different 

contexts of Jenna's life world (e.g. familial , scholastic, interpersonal , vocational, etc.). For 

example, her descriptions of her family environment as a child, point to a prominent theme of a 

perceived and actual lack of support and nurturance on the part of maternal figures: 

viii I remember my mother as not being precisely a bad mother, but not being there for us much 

either ... (lns. 105-106). 

ix When I was about 8 yrs old, a good friend of the fami ly and her daughter moved in with us 

temporarily, as she was moving from Vancouver island and needed a place to stay .. One day I 

came home from school and my parents asked my sister and I to sit down. They then told us that 

they were getting a divorce and that my mom would be leaving that day. I remember watching my 

mom load up the van with a feeling of disbelief. I did not see her for two years after she left. I can 

remember feeling guilty because I couldn't remember exactly what she looked like or sounded 

like ... . So the family friend just stayed. She and my father married a year or so later (Ins. 114-124). 
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x My step mom insisted that J was not depressed, that I was just trying to get attention. When she 

found out I was suicidal (a comment I made in school was brought to a teachers attention) she 

guilted me by saying how much I would hurt my father if! did that (Ins. 173-176). 

Jenna's life story is thus one that has been characterised (even in later stages of her life) by the 

desire for nurturing support from other body-subjects - expressed by Jenna not only in her 

descriptions of the absence of support within her peer group, but also within her description of her 

need to please her parents and thus elicit their attention: i.e. "] have always been caught in the trap 

of wanting to please my parents so badly, and never feeling like] ever have completely pleased 

them, it is like a lock that I just can't find the right key for. My sisters have always seemed to be 

more the apple of their eye" (lns. 183- I 85). In this regard, Jenna articulates her desire for support 

as a present-absence, and thus as a quality that she experiences as painfully present in its 

experienced absence. This may be relevant given Jenna 's frequent references to the importance of 

"stand[ing] lip for myself' (In. 197), particularly within the context of relationships with other 

body-subjects: e.g. with reference to her first job at McDonald 's she notes that " [ilt was frustrating 

as I was often mistreated by the customers . . . No one stood up for me, so I had to do it for myself' 

(Ins. 246-250). 

The relative emphasis on the corporeal image of "standing up for myself' (a statement and image 

that Jenna frequently refers to throughout the telling of her life story) is interesting within the 

broader context of her life story, and thus her experience of somatic distress . In this sense, Jenna 

provides several descriptions in which she articulates her position within her embodied landscape 

of action as one of assuming a corporeal presence that positions her body as a present-absence: i.e. 

a present agency in a lived environment that has consistently provided a horizon of absence 

through dialogues of physical rejection and a lack of support - dialogues that have consistently 

attempted to make absent Jenna 's inescapable corporeal engagement with her life world: e.g. 

xi The boys finally stopped hitting me when I started to fight back in grade 10. Kicked a few of them 

where it did the most good and eventually confronted one main aggressor with a threat in front of a 

large group of peopl e to fight him fair and square so he would leave me al one. It felt good to stand 

up for myself, and I found myself doing it more often, but was still plagued by the feelings of 

unworthiness and whatnot that came with the bulling (Ins. 47-52). 
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XII I was determined to stand up for myself in this relationship [with reference to her relationship with 

her current marital partner] ... Sometimes things that he say or do would be taken harder that [sic] 

what they were meant because of baggage from my previous abusive re lationship .. I was rather 

insecure with my feelings and so was quite needs and demanding for his affections (Ins. 197-206). 

The theoretical recognition within embodiment philosophy of the self as corporeally constituted 

and located in the subject's incarnation appears to be emphasised in the aforementioned excerpts. 

Although lenna attempts to story and describe an experience of bodily and thus self agency, she 

continues to articulate her sense of self (i.e. "still plagued by feelings of unworthiness" (In. 51-52); 

"I was rather insecure with my feelings" (In. 205)) as inextricably related to an embodied 

engagement with a life world that has been characterised by a theme of abusive exclusion, 

rejection and lack of support. In this regard, lenna's perception of her self as inadequate, and her 

apparent apologetic tone towards affording herself a greater degree of corporeal presence within 

her life world (as emphasised by her reference to her perceived neediness and "demanding" 

approach towards her husband ' s display of affections and support - something she has not 

experienced consistently through her life) serves to reflect a body that has from the early stages of 

its li ved engagement been experienced and articulated (by other body-subjects and by leIma's 

body-subject) as undesirable (as kicked down when its standing up), and similarly as literally 

inescapable in its perceived undesirability. 

Thus, despite attempting to make the corporeal present within the context of a written life story 

lenna' s body continues to remain silent and thus continues to articulate itself on the grounds of 

exclusion (in the storied phases or stages that lead up to Jenna's experience of somatic distress). 

This is possibly most poignantly emphasised through her reference, in excerpt eleven, to the 

carrying of emotional baggage - an image that appears to embody the gestalt-like interplay 

between the absences and presences that characterise the body as lived: i.e. this image is used to 

explain the difficulty of standing up for oneself (and thus of assuming corporeal agency), despite a 

present resolve to do so. Similarly, the presence of emotional baggage in relation to the 

hypothesised silence of lenna's body appears to articulate a corporeal expression and empathy 

with lenna's subjective experience of exclusion both within her familial and social context. 
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This hypothesis may be relevant, given Jenna's experience ofpredominantiy motor symptoms such 

as staggering, loss of balance and thus a loss of physical agency within her lived environment. 

Thus, it may be possible to suggest that Jenna's experience of 'Conversion' symptoms (and thus a 

cluster of symptoms that render her unable to stand up for herself), position her body as the vehicle 

through which a life world characterised by experiences of exclusion, physical threat and violation 

and lack of support is made intelligible, In this sense, Jenna's body appears to embody an 

expression of a loss of the ability to bear or support the weight of a body-subject that has longed 

for the presence of support from other body-subjects, 

Like Sarah, Jenna articulates her bodi ly expressions of somatic symptoms on the grounds of the 

"dysappearing" body and thus a body that is articulated as a seemingly attacking other that 

threatens Jenna' s sense of physical integrity, However, in-keeping with embodiment theory 

regarding the "dysappearing body", Jenna positions her bodi ly experience of somatic distress 

within the forward-backward grasp of her life world as a lived and dialogical expression of the 

inherently dual nature of her lived and embodied reality, Thus, in the absence of the capacity to 

constitute a felt absence of embodied support and thus corporeal agency (e,g, "No one stood up for 

me") with an ' ideal ' presence, so Jenna 's body becomes overwhelmingly present in its dysfunction 

and thus its inability to support a secure placement (and thus stand up) within her life world, 

The hypothesis that Jenna's experIence of somatic distress positions her bodily dialogues as 

possessing the capacity to communicate a precarious engagement with a threatening and insecure 

life world (thus positioning the body as a fUnction of its ongoing dialogue with its lived 

environment over time) is possibly most strikingly emphasised in Jenna's description of a loss of 

support at the age often from one individual upon whom she could rely for unconditional love and 

support: her father. 

xiii My father was the one who I always sought for attention and love . .. He was always so loving and 

great to play with, Always a wonderful dad (Ins, 111 -113), 

xiv [However] [M]y father fell when I was about 10 yrs old, and struck his head against a metal train 

car in the middle of the night. As no one saw him do this he eventually got up on his own and went 

to bed, The next morning he was very ill and so they sent him to a hospital which misdiagnosed 
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him. No one realized he had [fallen]. So they sent him home on a plane. He went into hospital here 

[Canada] the next day at my step mother 's [insistence] and spent a week there. He had fractured 

his skull nearly in half and had a lot of brain damage. The next year was spent in a lot of rehab, and 

with workman's compensation board trying to get a settlement. Eventually he received a pension, 

as he is unable to work as his balance is very unsteady, he has constant migraine headaches and 

cannot taste or smell. It was hard adjusting to the "new" dad, who was not as patient as he had 

been in the past and who we could not wrestle with like we once had (Ins. 132-141). 

The striking resemblance of lenna's somatic symptoms to those of her father' s experienced 

symptoms following his head injury; seem significant (i.e. her experience of migraines and loss of 

balance appear to literally mirror her father's continuing experience of identical symptoms). In this 

sense, leona appears to position her father as a figure who simultaneously embodies the presence 

of a perceived sense of inclusion and support on the grounds of the physical (i.e. leona refers to 

wrestling as forming an integral part of her relationship with her father) and a powerful loss or 

absence of a sense of support and security within a predominantly threatening life world . Thus, it 

may be possible to argue that lenna's profound sense of loss in relation to her father provides her 

with a powerful reference point from which to articulate her own corporeal experience of exclusion 

and insecurity. 

This excerpt also serves to highlight the manner in which lenna's incarnate body-self is able to 

afford meaning and context (through the forward-backward grasp of the narrative act and of telling 

one's life story) to the manifestation of her experience of illness symptoms and thus the significant 

level of disruption that these symptoms entail. 

Thus, by situating lenna's experience of somatic distress on the grounds of the corporeal and thus 

on the grounds of her subjectively experienced life world, her symptoms reveal themselves not as 

"nothing" or entities to be explored in relation to interiorised notions of repression, etc. but as 

dialogical and embodied expressions of the felt effects of her experience as lived in chiasmatic 

relation to her life world and thus her sense of self. 
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CHAPTER SIX 

Concluding Discussion 

The aim of this study is an exploratory one that endeavours to address a relatively neglected area 

of somatization research through a return to the lived, subjective world of individuals suffering 

from somatic distress. It has been hypothesised that the experience of somatic distress is one that 

unfolds within an embodied, contextual and spatial-temporal dimension, thus positioning the 

phenomenon as an embodied reflection of an individual's reflexive and dialogical engagement 

with other body-subjects over time. Chapter two argues that contemporary somatization literature 

continues to articulate the manifestation, expression and experience of somatic distress on the 

grounds of absence. In so doing, the expressions of somatic distress have been predominantly 

constructed as literal objects that are separate and dislocated from an interior psychical domain and 

thus represent symbolic manifestations of internal psychological processes. Chapter three extends 

this argument by suggesting that the continued perpetuation of disengaged, agnostic and egocentric 

explanations of body-self expressions allow for a turning away or retreat from engaging 

clients '/patients' somatic expressions as lived and meaningful in their own right. Patients are thus 

positioned as si lent recipients who frequently feel misunderstood, shamed and frustrated within a 

professional-patient/client relationship that inhabits a horizon of perturbed silence where the 

patient's own experience and subjective voice is rendered inessential to the medical/psychiatric or 

psychological encounter. 

Together, Sarah and lenna's life stories serve to highlight and add support to some of the 

aforementioned theoretical arguments. lenna's description of her extensive, historical engagement 

with various mental health and medical professionals positions her body as a "guinea pig" and thus 

a literal body to be empirically interpreted through the employment of prescriptive discourses of 

medical uncertainty and psychogenic reductionism. Similarly, lenna's use of the metaphor of a 

"guinea pig" to position or explain her involvement in this study (a metaphor that refers directly to 

"a person used as the subject of an experiment" (Chambers Twentieth Century Dictionary, 1974, p. 

579) draws attention to Kozlowska's (2003) argument that professional 

(medical/psychological/psychiatric, etc.) discourses around the bodily presentation and 



98 

manifestation of somatic symptoms relegates the professional-client relationship into a terrain of 

mutual , perturbed silence. In Chapter Five it is argued that Jenna's subjective, corporeal and lived 

experience of somatic distress is overlooked in favour of the professional's point of view - a point 

of view that silences Jenna's capacity for knowledge (as emphasised by her pervasive feelings of 

shame, anger and frustration in relation to her experience of very real bodi ly manifestations of 

distress). In this sense, the apparent absence (or absent-presence) of Jenna 's body in the telling of 

her life story to another professional (i.e., myself as a Psychology Master's student) appears to add 

emphasis to Leder's (1990) argument that in the absence of objective evidence, the patient as a 

living, suffering being is overlooked - giving way to practices through which individuals 

experience themselves as disembodied absent-presences. 

Sarah 's recognition that her general medical practitioner's (G.P.) diagnosis of depression (or a 

'masked affective disorder') enabled her to "take control of [her] body again" (In. 742-743), 

appears to contradict Simon's (1991) suggestion that somatizing individuals often feel 

misunderstood and misheard when rel ating their experiences to health professionals. However, as 

argued in Chapter Five, Sarah's engagement with the health context and her account of the 

professional's explanation of her physical symptoms (as symbolic manifestations of her mental 

processes) nevertheless adds emphasis to the dualistic manner in which somatic symptoms are 

typically articulated. Although Sarah appears to endure her G.P.'s 'expert ' and dichotomous 

nalTative, the manner in which she continues to negotiate ongoing episodes of medically 

unexp lained symptoms is articulated on the grounds ofthe physical and on the grounds of her body 

as a present absence: i.e. as embodying an absence of the 'healthy' body in the presence of somatic 

distress. 

Both participants' accounts of their respective experiences of the presentation of somatic distress 

within different health contexts highlights the divide between contemporary nalTatives or theories 

regarding somatization and the silenced narratives or subjective realities of clients'/patientss 

experiences of somatic symptoms. lt is this divide or mutually exclusive horizon of dialogue 

between the patient and professional that Chapter's Three and Four attempt to address. 
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Chapter Three develops a theoretical landscape or corporeal framework with which to redirect 

somatic theorists' attention towards the somatizing body as a focal entity and perceiving 

subjectivity in its own right. It is argued that the embodiment philosophies of Merleau-Ponty and 

Leder provide this landscape by highlighting the body 's corporeal role in the enactment of 

subjective and lived experience. Merleau-Ponty's notion of the 'body-subject' as the instrument of 

the subject's comprehension and Leder's notion of the body as a functional gestalt (that can be 

rendered absent, precisely because it performs a role as the centre point from which the perceptual 

field radiates), serve to position the self as a corporeal subject (i.e. body-subject). Within this 

theoretical landscape of embodiment, the body and its physical expressions are thus articulated as 

reflexively engaged in chiasmatic relation with the "flesh" of the world. 

In-keeping with the central premises of embodiment philosophy it is hypothesised that the body 's 

incarnate role in the constitution of meaning allows for a theoretical departw'e from contemporary 

articulations of somatic distress. If the subject's ability to generate meaning and receive knowledge 

relies not on a contemplative or discursive withdrawal from the body as lived and experienced, but 

on the body's capacity to author and perform its dialogical engagement with a life world over time, 

it is hypothesised that somatic phenomena should be considered generative sources in their own 

right. In this sense, somatic experience embodies the body-subject' s attempt as a functional gestalt 

to make present the felt effects of lived experience. 

Narrative methodology mirrors some of the central concerns of embodiment philosophy, by 

suggesting that the act of telling one's story relies wholly on the body 's role as the kinaesthetic site 

of performance: i.e. to recover the world as gesture or language is to recover the human body. It 

may be possible to suggest that each of the participants' storied accounts (as captured in selected 

excerpts in Chapter Five) establish a corporeal landscape of action which directs the reader's 

attention towards the 'intelligent' body as a focal entity and thus as a site of self-experience and 

performance (both within the broader context of their life histories and, more specifically, their 

experience of somatic distress). 

Sarah 's narrative positions her body as inextricably present to the unfolding of her story such that 

her body is established as the vehicle through which her relation with an erratic and physically 
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threatening interpersonal and social environment is made intelligible. Through her dialogical re­

enactment of the history of her life world, her body communicates itself as an ambiguous function 

(i.e. present-absence/absent-presence) of its precarious engagement and ongoing dialogue with 

other body-subjects - a corporeality that is always engaged in the constitution of her environment 

and her sense of self. 

Although Jenna does not articulate her life history through a heavy reliance on bodily language or 

corporeal metaphors (as Sarah does), she does relate several stories that articulate her corporeal 

being as one that is inextricably related, not only to her sense of self, but to her incarnate 

engagement with her life world over time. In this regard, Jenna positions herself as actively and 

corporeally involved in a reflexive dialogue with her life world, such that her phenomenological 

experience of her life world as punitive, rejecting, abusive and paralysing is re-enacted through the 

telling of a story that positions her body as a present-absence. 

It may be argued that Sarah and Jenna's storied accounts add emphasis to both Leder (1990) and 

Merleau-Ponty 's (1962; 1968) philosophical notions around the body, and in so doing, appear to 

develop a context out of which their bodies ' expressions of somatic distress emerge as reflections 

of the body as lived in inextricable relation to an embodied (as opposed to an interiorised) 

landscape of action. Findings in Chapter Five successfully illustrate the manner in which both 

Sarah and Jenna's experiences of somatic distress are intimately linked to their bodies' historical 

and embodied involvements with their life worlds over time. Interestingly, both stories appear to 

convey similar aetiological themes: i.e. both Sarah and Jenna have historically experienced their 

engagement with their life world and other body-subjects as threatening in some way - experiences 

that are mirrored through their bodies' physical expressions of distress (i.e. somatic symptoms). 

For example, Sarah's prominent experience of fear and perceived threat in relation to the survival 

of her physical integrity is emphasised through her experience of "crushing" and potentially 

dangerous somatic symptoms and thoughts (e.g. frightening panic attacks, and hypochondriacal 

thoughts around the possibility of having a brain tumour). In the same way, Jenna's experience of 

significant motor symptoms (staggering, loss of balance, etc.) position her bodily dialogues as 

possessing the capacity to communicate a precarious engagement with a threatening and insecure 



101 

life world - a life world that has been characterised by a pervasive lack of support (as mirrored in 

her body's loss of balance and thus physical support). 

Furthermore, Sarah and Jenna's descriptions of their experience of somatic symptoms as well as 

their respective relationships with their somatizing bodies appear to support Leder's (1990) 

hypothesis of the "dysappearing" body. Although both participants appear to articulate their 

somatizing bodies as attacking or malevolent others (and thus as separate to their senses of self), 

their storied accounts reveal the inescapable nature of embodiment and thus the phenomenological 

experience of the body as an ambiguous entity that continuously shifts between absent-presences 

and present-absences. In this sense, both participants position their so mati zing bodies as making 

present an absence of an ' ideal' presence (present-absence/absence-presence). Similarly, both 

accounts serve to highlight a basic premise of narrative research (particularly within the context of 

illness experience): it is within the forward-backward grasp of the narrative act that the incarnate 

body-self is able to afford meaning and context to the manifestation of illness symptoms and to the 

disruption that these symptoms frequently entail. 

To conclude, it may be possible to suggest that the generated findings appear to offer support to 

the theoretical hypotheses and arguments developed in this study: i.e. by situating two individuals ' 

experiences of somatic distress on the grounds of the corporeal and thus on the grounds of their 

dialogical , subjective and embodied engagement with their life world, their symptoms reveal 

themselves as embodied expressions of the body-subject's gestalt-like and chiasmatic relation to 

the flesh ofthe world. 
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Dear Participant, 

1 am currently carrying out a research project (as a Psychology Masters student at Rhodes 

University, Grahamstown) that aims to explore how one can make sense of somatic or 

medically unexplained symptoms (i.e ., the manifestation of physical symptoms that have no 

known physiological cause, or cannot be entirely explained by a general medical condition) as 

lived and told through the 'ill' body. [n this regard, I am concerned with the manner in which 

you, the participant, subjectively experiences and negotiates somatic representation as a part of 

your lived identity or sense of self. 

Literature suggests that the explanatory models informing our current views of somatic 

representation do not comprehensively serve to explain (and thus effectively deal with) the 

physical and emotional distress that individual's presenting with somatic symptoms 

experience. This particular study, is thus chiefly concerned with attempting to discover (or 

contribute to finding) alternative ways in which to envision and deal with somatic distress and 

the experience thereof - where an emphasis will be placed on acquiring an understanding of 

how you experience, embody and communicate your experience of illness. 

[ hope to acquire this understanding through an approach referred to as 'Life Story' or 

Narrative Research, in which, participants are encouraged to share their life story with the 

researcher, in a manner that is comfortable and non-threatening to them. [n this regard, it is the 

palticipant's choice as to how they would like to structure their life story: i.e. , you as the 

participant can decide what events you would like to include, and how - whether those events 

point directly to the topic of interest (which in this case would be your experience of somatic 

representation) or whether those events are seemingly unrelated. I am therefore interested not 

only in your experience of somatic distress but also in the course that your life has followed 

from an early age to present time, which ultimately means that you do not necessarily have to 

make your experience of illness the central point of your story, but that you can relate your life 

in any way that you deem fit. 
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Your participation will take the form of: i) one pre-meeting, m which you will have the 

opportunity to give both written and informed consent and clarify any points that you may feel 

unsure about, ii) an in-depth (as in-depth as possible), written account of your medical history: 

i.e. , when did your symptoms start, what were the nature of your symptoms, what action did 

you take with regards to these symptoms (e.g., did you go to a medical doctor, have you had 

any medical tests done with regards to your symptoms, have you been referred to a 

psychologist or any other practitioner?, etc. ,), iii) a single, audio-taped interview for the 

duration of about an hour (which will be transcribed verbatim), and iv) a follow-up interview in 

which you, as the participant, will have an opportunity to provide any further information that 

you feel may be of use to the researcher. 

Please bear in mind that because you will be talking about your life, you have the right and the 

responsibility to decide how much you feel comfortable with disclosing and what you want to 

disclose. You therefore have the right to decide whether certain statements remain 'on' or 'off­

the-record ' and do not end up in the transcript. Similarly, you have the right to withdraw from 

the research project at any time. At no point wil l you be pressured or coerced into providing 

details that you may find emotionally threatening or uncomfortable. In addition, it may be 

helpful to know that all information gathered will be kept entirely confidential and will only be 

discussed with my supervisor. To further ensure confidentiality, your name will be replaced 

with a pseudonym, and any identifying information will be altered in any subsequent 

publishing of the research findings . You may decide what ought to be done with the tapes at 

the end of completion of the research: i.e. , you may decide that you want to keep them, or you 

may feel more comfortable if I destroyed them at completion. 

In keeping with the fact that you will be sharing highly meaningful experiences, I would like to 

ensure that you are comfortable with the findings and interpretations of my research. You will 

therefore, have a final say in any changes, deletions or additions made to any draft of the story 

(e.g. , the transcript) and any interpretations that I may make about your story. Any feedback 

regarding the major findings of the study will be made available to you on request. 



113 

Your participation and help in this research study will be greatly appreciated, and could 

contribute significantly to developing a more embedded and sensitive understanding of somatic 

representation as subjectively experienced by individuals who are in a similar predicament as 

you. 

If you are willing to participate in thi s study, please complete the following : 

I agree to voluntarily participate in 

your life story research study 

I understand that my life story will be 

audio-taped 

I am well aware that I have the right to 

withdraw from the study at any time 

I understand that my life story will be 

reported in an anonymous manner 

I would feel more comfortable if the 

recording of the interview was: 

,/ Destroyed at completion of the 

research study 

,/ Given to me, the participant 

Name (in print): 

Signature: 

Date: 

Should you have any queries at any time, you can contact me at: 

E-mail: g99hI810@campus.ru.ac.za 

Tel: 0466227941 



Cell Phone: 0731505078 

Thank you for your assistance, 

Yours sincerely, 

Claire Haggard (Researcher) 

Jan Knoctze (Supervisor) 
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Claire: So ... the whole idea before starting this interview, is thinking of your life as though it 

2 were . .. - sort of, almost like a book ... with chapters or significant events .... And urn ... the 

3 way in which you choose to structure that , and the way in which you choose to - or the 

4 things you choose to focus on, are entirely up to you ... um ... so ... you can start where you 

5 want, you can end where you want, and obviously there are times where you can say you 

6 want things off the record .... And there are times where you can ... ask that. .. um ... 1 don't 

7 know . . . Iike if you feel uncomfortable, you don't have to address that full thing, or 

8 whatever. .. 

9 Sarah: Okay .. . 

10 Claire: Okay? 

11 Sarah: I've thought about it in terms of like, stages of my life, like 

12 Claire: Okay ... 

13 Sarah: ... in a kind of chronological order [mm]. .. I don't know if that's okay? .. Okay 

14 Claire: It's perfect... 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

Sarah: Urn ... [pauses and lets out a sigh that sounds almost tired, almost as if the thought of 

recounting an entire life could be daunting or a challenging task] , think' had, , had a 

very happy childhood, I think ... um ... I. .. never felt I was ... [pauses] .. .1 was never tense, 

or anything like that, I don ' t think .. . um ... [pauses] , played a lot with my 

brother. .. um ... had a lot of contact with my parents, was taken around with them a 

lot. .. um [clears throat] ... Always had a kind of, um ... looking after role with my brother [, 

in a way. I always had to look after him and stuff. .. um ... And that kind of changed when 

I got to school. .. ' found school very - a very tense . .. um ... place [mm] .. . I didn ' t make 

friends very easily [mm],' was very shy ... um ... When my best friend ofa long time left 

in standard one, , had a - a very hard time making new friends after that ... [pauses] 

um . .. I...[sighs and pauses] ... didn't enjoy primary school at all, it made me feel sick to 

have to go to school... everyday .. . a lot of the time [just check this . . . a lot of noise in 

27 background and a little distorted] . . . 

28 C laire: And what about primary school made you feel sick? 

29 Sarah: Um . . . it was just the whole atmosphere of the place ... I felt.. .re-repressed 

30 [mmhmm] ... and that I wasn 't going to be near my mother, , think - a lot of the time, 
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31 like, I needed that...1 often used to ask, you know "Where's my mother?; Where's my 

32 mom?" ... urn ... 

33 Claire: And how did you feel in those situations (?) ... I mean ... 

34 Sarah: I felt really scared - very, very scared - tense ... ja ... a knot in my stomach the whole time 

35 [mm] ... urn ... I just remember there were certain roses that used to grow in the gardens of 

36 the primary school and if I smell them now ... [mm?] ... I get that knot in my 

37 stomach ... there'sjust ... [jeepers] ... or if there's a certain light...like you always used to 

38 be very sunny in Mafikeng ... so ... a certain type of light and I just feel like I 'm back 

39 there ... It's quite strange ... 

40 Claire: And how does that feel. Being back .. ? 

41 Sarah: It's just an automatic, tense ... response, it' s like ... you know 

42 Claire: And could that be attributed to oth - other things besides, maybe being separated from 

43 your mother ... or .... ? 

44 Sarah: I think, um .. .1 was scared of my teachers, 1 was scared of not performing ... ! was very 

45 worried about ... that 1 didn't know enough to be at school, an all that [mm] ... um .. .1 

46 wasn't going to do well ... and that people were going to shout at me - I was terrified of 

47 being shouted at .. .I had shouting ... [Was there any - was there anything that created 

48 that? 1 mean, do you remember an event, or ... ?] I [ ... a point where ... ] only remember in 

49 Grade One coming home and crying because .. .I'd been at school for a day and 1 couldn 't 

50 read yet ... and ... my mom saying to me: "It's okay, you're supposed to go to school so 

51 you can learn to read ... And ! was devastated by the fact that 1 couldn't 

52 read ... um ... and ... ! think th - maybe like the first day that! was in Grade One I did get 

53 shouted at ... by, by the teacher ... for not going to the reading books [okay] ... cos I wasn't 

54 sure what was going on ... And feeling very scared of her from then ... [mm] ... 1 was 

55 very ... uh ... sensitive to any kind of harsh reactions ... I'd crumble [mhmm] ... into tears, 

56 so ... um ... [pause] Primary school.. .But at the same time I was motivated by this 

57 desperate need to achieve things, like 1 had to get good marks for things ... 1 had to be the 

58 teacher's pet, the teacher had to like me ... Specially like round standard three and 

59 standard four [hmm] ... um ... Ja [said with a real sense ofclarity] ... 1 just wanted to be the 

60 best at things and ... and ... it was quite sad, cos our school didn't really give you any 

61 recognition for that [mm] so ... [smiles and laughs at self] ... 1 was just like achieving for 
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62 myself [we both laugh a little], I suppose ... um ... And then ... [pause] I was very .. . 1 

63 remember getting to about puberty, I suppose, and being very aware of my body and how 

64 much I hated it .. . um .. . Because I was quite overweight by the time I got to ... standard 

65 five ... [mhmm] ... ! was very chubby ... and .. . um .. . 1 had very thin friends , and that used 

66 to ... that to me was a big problem ... was that my .. . 1 always thought they looked so lovely, 

67 and that I could never look like that...and ... that used to really make me ... get me very 

68 down. And that - like especially happened when! went to high school in [and?] standard 

69 five ... and that was a big aspect of my life, and ... then one day ... we went on holiday and I 

70 decided: "Okay, I'm going to restrict my eating this 

71 holiday ... " ... And ... 1...um .. . [pauses] I went on a diet, not, not a hectic diet ... But I came 

72 back and ! lost a lot of weight, and people were like: "Oh wow, you look so 

73 nice ... " ... um ... And! felt really good ... ! was like: "Wow" - for the first time in my life! 

74 felt thin .. . like consciously ... that ! knew about [mm] ... ! felt thin ... And I really enjoyed 

75 that feeling, ! loved it ... and !, like stalied wearing short dresses, and short skirts and 

76 stuff, and [mhm] ... um ... And then [sigh] ... that kind of phase of early high school was 

77 great for - when I was thin for a bit ... for about a year .. . And .. . then ... ! started getting 

78 victimized by this girl , who ... felt that ... she - we were very good friends for a bit and 

79 ... and then urn ... she turned against me, telling me that! lived in a bubble ... That I had 

80 such a perfect little life and that that bubble was going to pop really badly, really 

81 soon .. . And .. . she started haling me, like with this vicious hatred that I didn't 

82 understand .. . um ... [So it just came [She used to come [out of nowhere] pour coke over 

83 my head ... Oeepers] ... and like ... issue, like vicious threats, like ... If I waited outside 

84 school too long she was going to come and kill me ... And ... she was going to beat me 

85 up ... andfock me up ... and all this kind ofstuff, ja .. . And got all her friends and cahonies, 

86 like ... into the whole thing Oeepers] ... And ! - ! never understood what I' d done to, kind 

87 of ... [pauses] make her so angry at me? ... Because we 'd been really good friends ... And ! 

88 know she came from a very broken home, and stuff, so I don't know if it was the fact that 

89 ! had, like quite a solid fami ly life [mm] ... Because that's one thing that's always ... been 

90 very good for me, is that my family are very .. . close in a strange kind of 

91 way ... [mm] .. . and we get on very well, [mm] and they ' re a source of happiness to me 

92 [mm] .. . And they obviously weren ' t for her ... and!- I don't know .. .!t seemed to be based 
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93 on my perfect little life - bubble of a life ... All the [hmm] hatred and stuff, so .. .1 think it 

94 must have been related to that.. .And that [this is said with emphasis and volume] started 

95 another fear: ... of school. .. Of going to school. .. ! just obviously didn' t want to go to 

96 school, because! knew this [mm] girl was waiting for me, basically . .. to come an' like 

97 [this is said in an almost 'inward' manner - quiet and withdrawn almost] ... be horrible 

98 and nasty, and she accused me of cheating in tests and ! had to go and sit before a 

99 disciplinary committee's 'nd ... She was just.. .dreadful, she made my life 

100 miserable ... l...really . .. used to-! used to sit in my cupboard and cry ... cos [sjoe]. .. and 

101 she- she started to polarize my friends against me too, that was the other thing ... she went 

102 and told them, like things I'd been saying about them, 'nd ... Which left me with a really 

103 empty, really sad feeling, because I do tend to treasure my friends , like quite a [mm] lot, 

104 and l. .. you know, ! like to have a solid base of close [mm] friends [definitely] ... and ... to 

105 have tho- those girls who I'd been friends with since, you know .. .primary school...to 

106 have this silly girl come and tell them these things and for them to, kind of play on 

107 that... [pause] was [pause - these pauses serve to emphasise the horridness of the 

108 situation] .. . horrible ... urn ... and then, my mom got ajob in Grahamstown ... when! was at 

109 the end of standard seven . .. and that was great, because tha-the end of standard seven was 

110 probably the worst period ... ofmy life, I was ... seriously depressed,! think ... um ... ! put 

IlIon all the weight that I'd put on again, I...we-just wasn't happy ... ! [sigh] just wanted to 

112 live a norrnallife and I felt like! wasn't living it ... in Mafikeng ... um ... 

113 Claire: And within yourself, like um ... you said you felt very depressed and stuff like 

114 that...[mm] ... um .. . How did you, ! mean ... lust within yourself, like a sense of, you 

lIS know, your presence in the world. How did you feel, like before you came, I mean what 

116 was the sort of over-riding thing,! mean, did you - feel like youjust ... l don 't know . .. 

117 Sarah:! felt like sitting in a cupboard .. . ! felt like shuttingmyselfoff.. .l...um ... [goodness]' .. at-

118 1 know that from reading my diaries back then I was talking about killing myself... um .. .1 

11 9 know !- ! wouldn't have done it, ! don't think- I don't think! was that desperate then, 

120 but ... the thought didn 't sound so bad to me ... at that stage [so it really was quite a 

121 desperate stage ... ] . .. this girl was really making my life . .. a misery ... And urn ... ! couldn't 

122 run from her, ! couldn 't escape from her, I had to go to school ... and she was there, all the 

123 time .... and um ... it was a really desperate feeling, and - and! think that the only thing 
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124 that saved me was th ' t my mom got this job in Grahamstown ... 'nd then I knew I was 

125 leaving and I didn't have to put up with this for much longer, and I could just go away 

126 and leave her behind [mm], and never have to see her again ... [hmh]1 had like a real 

127 feeling of escape .. . And ... so we moved here ... and that was very intimidating for me, 

128 because I'd ai-been in one of those places where I'd gone to pre primary school , primary 

129 school and high school ... with the same people .. . [mm] ... you know, 1 hadn' t 

130 lert.. .And ... to suddenly arrive in Grahamstown, which is also very tight-knit kind of 

131 place .. . Having had that kind of history myself, but not fitting into th-the Grahamstown 

132 [here Sarah is actually referring to Mafikeng] one ... [mm] .. . was quite hard for me [mm] 

133 when I first got here ... [mm] ... um ... For the first six months, I was, kind of...a bit shaky, 

134 as to whether I was actually happy or not ... in Grahamstown ... um ... but, I - I did enjoy 

135 life a lot better, you know .. . 1 st-started playing sport [mm] and I lost a lot of weight 

136 [mm] .. . again ... and ... 1 w's just a lot happier .... And ... then I met [name omitted] and 

137 [name omitted] .. . um .. . and then, like ... my life took after -off after that really .. .! just- I 

138 had the most brilliant time [mm] ... at school .. . [mm] ... 

139 Claire: And tha .. . 

140 Sarah: I came out of my shell a lot ... 

141 Claire: The sense of shakiness before that.. .for the sort of, first six months of just 

142 fee ling, like shaky ... [Sarah sighs] ... [um .. . 

143 Sarah: ... just not sure who I was ... where I was ... um ... Also coming out ofa school where I was 

144 probably in the minority ofwhites ... [mm] ... like very much so - like twenty out ofa Ga] 

145 thousand Ga] , and then going to a kind of, like .. . very ... white-centred model C 

146 schools ... um ... Things that I'd always heard about, but never [laughs] gone to .. . was quite 

147 strange for me, and also like, I felt like 1 had to compromise some of my beliefs in 

148 like .. . Iistening to white girls bitching about black girls ... [okay] .. . listening to .. . but, you 

149 know ... and the other way round .. . [okay so ... ] ... I'd never reall y [okay] ... 

150 Claire: Cos you ... okay so you came from Mafikeng right? So .. . Ga] that was quite - also - that 

151 time ... wasn't that quite a hotspot as well Ga] , in telms of politics and stuff? 

152 Sarah: Ja .. . we had some terrible things with shooting and stuff like that ... um .. . [long pause] 

153 um ... 1 remember the one night...it was the night before my birthday ... and ... they're-

154 that 's when the A WB came into to town and started shooting everybody and there was 
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155 like ... guns going off and stuff and we had to hide under my parents bed, ' nd ... cos it 

156 wasn't safe to be near windows and stuff ... um ... Andjust the looting and stuff. .. Kind of 

157 shook my world a bit.. .suddenly there was .. .l don't know, it had happened in grade two 

158 though, grade two ... so I was kind oflike no- [so you were ... ) ... totally shaken by that... 

159 Claire: How old were you? 

160 Sarah: [Pauses) ... I was fourteen the second time it happened, and I wass ... seven ... the first time 

161 it happened ... so ... The first time it happened we had to like, hide under our desks [mm) 

162 and stuff ... there'd been a whole period before where we weren't allowed to go to school 

163 in uniform cos they were targeting school kids ... and we had petrol bombs in our library, 

164 'nd ... stuff like that, so it wasn't, like totally unexpected that this unrest was coming - but 

165 it did unsettle me to think that, I could die, like ... you know [mm). .. a bullet could come 

166 through the window ... 

167 Claire: So it was a real threat, I mean it was really ... 

168 Sarah: Ja [real) ... it was a real threat...and the next day, we like left really early ... um ... for 

169 Jo'Burg .. . But we were worried that there'd be .. . um ... roadblocks at Ventersdorp ... the 

170 A WB ... thing, and that they might cause trouble, but luckily there weren 'I. .. urn ... it was 

171 quite scary ... But as we were going out, the SADF were coming into 

172 town ... [mm) . .. um ... ja 

173 Claire: So then, coming from that environmenl. .. which ... in a funny sense, your, kind of, like 

174 your person ... your physical being was being threatened ... [mm) ... um ... then coming to 

175 Grahamstown ... which was quite different, and probably ... obviously it is quite politically 

176 kind of aware, in the sense that it's an academic town ... 'nd [ja) ... people are quite 

177 liberal, in a way ... urn ... but was that - was that quite a shift for you, at all? . .In any way? 

178 [mm) Like, you said about the model C schools, so obviously ... 

179 Sarah: um . .. I think coming to a town where there were like ... [pauses) academics ... like a very 

180 academic town, like this - but I'd always been surrounded by that, cos [ja) my parents 

181 have always worked in a university [ja) environment...so I felt quite comfortable [mm) 

182 with that ... urn .. .! think for me [this is said with volume) , in a way, like .. .1 found it hard 

183 to accept, like - like the kind of. .. you know, I think my parents had tried so hard to give 

184 me a different education, it was quite hard coming in ... to just fit in - slot in ... but in a way 

185 I really enjoyed il. .. I enjoyed having a school tie, I enjoyed having a uniform with a 
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186 blazer - I [okay .. . ] enjoyed [ ... so you didn't have that beforehand?]. .. No ... we had this 

187 very liberal school where we were allowed to do [okay] anything we wanted to ... and that 

188 used to drive me nuts ... 1 just wanted structure in my life ... [okay]. .. l wanted ... [pause] 

189 structure [said in a very definite tone of voice]. .. I didn ' t - just when I got sent six pages 

190 of rules by V.G. before I arrived, I was like: "Wow, at [oh ... [last" okay] ... [We both 

191 laugh] ... "At last. I'm go ing to a proper school" [laughs again] ... um ... [pause] which, 

192 ja ... 1 think I regretted the six pages of rules later at V.G. [Claire laughs]. .. but, at that 

193 stage I was - No [here her voice raises in volume again], 1 mean 1 was very happy to be 

194 coming to Grahamstown, and 1 was very happy to be in Grahamstown, even if I did feel a 

195 bit shaky, I think it was more to do with friends ... um, I was friends with a very 

196 depressive girl [laughs] for the first six months [okay] ... and ... ja-she didn't want to be 

197 here, she wanted to be back in Pietermaritzburg [okay] which was where she was from, 

198 [okay] and she was just negative the whole time, ' nd ... that kind of got to me a bit. But 

199 then, ja -like halfway through I started to be really good friends with [name omitted] and 

200 [name omitted], and after that ... ja ... 1 think was really, really happy [mm] ... at V.G. 

201 [mm]. .. You know - and I didn't have any boyfriends or things like that, which is what-

202 I did want a boyfriend ... but. .. that didn' t really matter that much, 1 was like ... was just 

203 really, really happy ... at V.G. 

204 Claire: You had one boyfriend though at V.G ... 

205 Sarah: Tom ... 

206 Claire: Ja .. . [Sarah laughs] [Then we both laugh] 

207 Sarah: No, that was at the end [We both laugh] ... No [drawn out 'Nooo'] .. .! guess, like - I did 

208 have a few messed up things towards boys, because 1 didn't really - I was quite shy 

209 [okay] ... And .. . 1 was scared of boys, very scared of boys ... 

210 Claire: Why were you so scared of boys? 

211 Sarah: I don't know - I don't know, because I did have boy friends when I was in Mafi [ ... and 

212 you had a brother] keng ... And 1 had a brother. .. 1 think [sighs] . .. 1 don't 

2 13 know ... um ... [long pause] ... 1 just used to feel revolted at the-at the thought of having a 

214 boyfriend ... for a long time when I was younger [mm]. .. But, 1 don't know - 1 thought 

215 that was normal. .. was like: I really wouldn't want a boy near me .. .! was like that kind of 

216 thirteen year old, like [okay] ... 
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219 Claire: [n terms of school. Anything that stood out, like any stories or any ... [what at-at 

220 V.G.?] .. .Ja ... 

221 Sarah: . .. um .. . ! think mainly like the fun things with [name omitted] , especially ... like ... the 

222 Brent fan club ... and like . .. going to the library and sticking horoscope stickers ... Iike at 

223 [Claire laughs] all the - on all the shelves [Claire laughs], and like: "You will meet a tall 

224 dark, handsome man ... Or maybe you won 't" [we both laugh] .. .Just things we found, like 

225 utterly hilarious, that. .. [Sarah laughs] perhaps aren't so funny now but we were like, in 

226 stitches [we are both laughing] ... [ja] in pain with laughter [ja] - at the time ... um . .. ! 

227 think that's ... and I remember walking up to A11 School one day after the standard eight 

228 dance ... ugh ... the standard eight dance ... [this is said with mock dread] and that's a story 

229 [Sarah laughs]. .. The standard eight dance, where [name omitted]'s cousin set us up with 

230 two St. Andrew's boys ... who were ... absolutely appalling [Claire laughs] ... And we had 

231 nothing to say to them the whole night, and it was just dreadful - the whole night was 

232 just so embarrassing and dreadful. .. [Claire laughs] ... Which did nothing to make me feel 

233 better about boyfriends ... [laughs] after that ... 

234 Claire: In what way was it embarrassing? 

235 Sarah: ... um ... we just had nothing to say to each other [Oh god ... ] [Sarah laughs] ... They 

236 weren't very attractive either [both of us are laughing]. .. So we didn't feel particularly 

237 inclined to try and find something to talk about, so ... we ended up ignoring them the 

238 whole night ... And then, 1 danced with [name omitted]'s partner, cos! decided that he 

239 was better looking than my partner [Claire laughs], so I danced with him, and then the 

240 next day at school there was this huge scandal ... that I'd stolen [name omitted]'s 

241 partner ... [we both laugh] [Oh goodness ... ] ... Which [name omitted] was like: "She could 

242 have him ifshe wanted to"[we both laugh] ... um ... but anyway, we just found it hilarious 

243 and also embarrassing. And one day me and [name omitted] were walking up to Art 

244 [mm], and you know that middle field between ... [yes] ... where we - our digs [yes] 

245 [referring to the digs in which both Sarah and I had lived during our third year of our 

246 university degrees] and the top of the art school? [ja]. .. we were walking up there and we 

247 were talking about the standard eight dance ... and we ... we actually - I had to sit down, I 
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collapsed with laughter, I was just like - I was crying .. . And I [Claire laughs) remember 

Nikki coming up behind us going: "What are you guys laughing about now?" [Sarah 

laughs) because like ... ' was actually unable to move, or talk, or anything [Claire 

laughs] ... so 'just remember school was a lot of laughter ... I think, and ... not taking them 

- for once in my life, , relaxed, I didn ' t take things so seriously, ] didn 't feel that if' 

didn't work hard, you know [mm) ... 1 actually adopted quite a - kind of...laid back 

attitude to work, like ... [mm] ... You know: " Whatever". [name omitted] style .. . ] think 

[name omitted] influenced me a lot in [mm] - how' thought...um ... And, ] think, only 

later did' realise that some of [name omitted)'s thinking perhaps isn ' t like so great 

[Sarah laughs] ... Iike, some of her attitudes to things aren't like - shouldn 't particularly 

be copied. I don 't think I was consciously trying to copy her, ] just really admired her 

[mm] ... And found her really funny, and [ja] .. . attractive personality 

[ja .. . definitely) .. . and [name omitted] too, I enjoyed [name omitted] a 10t .. . um ... You 

know, we played squash together, I loved playing squash ... urn .. .la, I just had a brilliant 

time .. . 

Claire: And urn ... in terms of, like lovi ng playing squash, and then also, you know, yo u 

said about ... previously you had weight issues, and stuff like that [Ja ... ] ... um ... 

I think the thing was that I did so much more exercise when I was in Grahamstown 

[okay] ... 1 lost - I was very, very thin when 1 left school, I was like forty eight kilograms 

at one stage, which was far-far too thin ... ] a - 0 - yes, at the beginning, when [Sarah 

starts tapping the table with her fingers] I first arrived my [tapping] dad wasn 't living 

with us, cos [tapping occurring more often now, throughout] he stayed in Mafikeng [oh 

okay] for another year [tapping) [okay) .. . um ... 1 got [tapping] very, very thin ... I just 

wouldn 't eat, and ja ... [tapping becomes more constant - almost like each tap articulates 

her words) that 's when I dropped to like forty eight kilograms [was that urn ... ] , swear 

borderline .. . [ ... not wanting to eat? Or?] .. . lt was just, really wanted to be thin, j ust 

needing to be thinner and thinner and thinner ... 'just ... [and your behaviour around 

it? ... ] loved it... [I mean, did you actively, like - 1 mean, was it.. .like, were you kind 

of.. .doing everything you possibly could do to get thin ... ] ja [or ... what were you doing, 

or ... ]... I was restricting my eating hectically. , would only eat fruit, 

basically ... [okay] ... and I'd eat supper, but only if I'd done like shit loads of 
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279 exercise ... um ... [okay ... and did that make you, like a lot more aware of your 

280 body ... and ... ] ... ja .. .1 was - I've always been very aware of my body, ever since J kind 

281 of realised that I was overweight...[okay]. .. um ... l...ja no, my - I mean my weight did 

282 fluctuate at school, even then - like the December holidays ... I would tend to put on 

283 weight [mm] , and I'd feel terrible .. . and I'd come back to school and start exercising and 

284 stuff, and I'd drop weight again, and then ... [okay] ... 1 did yo-yo a lot at school, and I 

285 did ... have very bad eating patterns [okay] ... um ... starving - binging, starving-

286 binging ... I've always had those kind of problems ... And I started throwing up at about 

287 the end ofmatric . . . um ... [okay] . .. 1 don 't know why. At first I thought: "Well, I'm feeling 

288 so full, I just can't handle thi s food [ja] ... I'm so full [ja]. Let me just throw up because it 

289 will. .. " [ja] . .. " ... make me feel better" [ja]. And then it just became, like an easy thing, 

290 like . .. But I - I kind of stopped that ... um ... at the end ofmatric ... 1 felt that I didn 't need 

291 to do that [ja] ... like, I thought: "No, okay - stop it, cos now you ... you know .. . now it's 

292 bulimia" [Sarah starts rubbing the table with her finger - quite hard] [okay] .. .If you 

293 carryon with it [okay], then you've got a problem" [then wipes the table with her hand, 

294 as if wiping something off the table] ... um .. . 

295 Claire: And at that - like ... around, sort of those eating habits, and stuff like that - like, I mean 

296 [draws in her breath] ... um ... [then sighs] ... The emotions? I mean ... 

297 Sarah: [In a definite tone] Guilt. .. lots and lots of guilt. .. Over-riding sense of guilt that I couldn't 

298 handle .. . [Of what you were doing to yourself?]. .. urn... No, of eating too 

299 much ... [okay] ... Every time I ate [alright] too much, I would feel so guilty [okay] ... I'd 

300 be like: "Why can't you control yourself?" ... um ... 1 think that's what led to throwing 

30 I up ... cos I'd fe lt less guilty, at least if! got rid of some of it [ja] ... urn ... just - ja ... intense 

302 guilt...um ... um ... [Iong pause] .. . But also like, so much hunger [Sarah laughs] ... like, 

303 [mm] 1 was just so hungry ... all the time ... lt was just like ... I'd sit there and talk about 

304 food , like ... bar one's and custard [this is said in 'dreamy' manner] [Claire 

305 laughs] ... [name omitted] would be like: "Ja,ja , ja .. " [Sarah laughs] ... but. . . 

306 Claire: And your mom and dad? Like family, were [they aware, or. .. 

307 Sarah: They were extremely worried [okay] . .. um in standard eight, I remember. .. but, that was 

308 just for about a couple of months, that I was so bad [okay] , and then I kind of levelled out 

309 again [okay] .. . um ... decided I didn't really need to be that thin - I was looking [ja] 
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310 terrible ... and [ja] .. . you know, started like [laughs slightly] .. . on week-ends - say on 

311 week-ends: "You can eat whatever you want [okay], just control yourself in the week 

312 [okay] ... and it will be fine" [ja]. So it - just a bit more balanced ... [ja] and [ja] , I put on a 

313 bit of weight, [okay] and I felt fine about it [mm] ... um .. . And ... 1 think my mom knew 

314 that I was ha-when I started throwing up, I think she knew, and she worried about it a 

315 lot ... um ... [pauses] At university too, cos in first year I did too .. . [mm] ... um ... 1 think she 

316 was very, very worried ... I think urn - Ja I felt very secure at the end of school, though. I 

317 felt like - you know how you do - [ja [you're invincible ... ] ... definitely] .. .it's like I felt 

318 a the end of fourth year [mm] ... : "You're invincible", you know - like [takes a breath in] 

319 you did so well, you know. I 'd done everything I wanted to be, I was a prefect, I was my 

320 squash captain, I'd made E.P. squash, I was in first team swimming [breathes in] ... I'd 

321 got my academic colours, I was like [mm] - like: "You've done well" [ja] ... okay ... And 

322 then - ja, then I think getting to first year was [pauses] a shock .. . 

323 Claire: A shock? 

324 Sarah: I loved first year, in way, like I loved having the freedom to go out, and like get drunk 

325 [says this in a near whisper - a conspiratory tone, and laughs], 'nd [we both 

326 laugh] ... Party at the Union [Claire laughs at the manner in which Sarah says this 

327 statement - almost as if she is trying to convey how 'cool' we all thought it was at that 

328 time] - stuff like that. But I also found it extremely hard ... [okay] ... um ... on an, kind of 

329 emotional level. I felt. .. I lost self confidence - a lot of self confidence I lost. .. urn ... 

330 Claire: And where did that come from? 

331 Sarah: [sl ight pause] Don't know - I think ... [pauses] ... Once again, I just - I felt ... [pauses] 

332 inferior ... um ... And once again, also related to looks, in a lot of ways, which was so 

333 strange ... [mm] ... but just - you know, like obviously I had a lot of pretty friends, and I 

334 just felt thatIwasn't getting any attention ... [okay] ... and that that was quite hard for me, 

335 [mm] like - and then I thought: "Well, you're fat, you're ugly" [mm] ... um ... and then not 

336 doing particularly well academically in first year. Not really trying - but like ... [mm] ... 

337 not really doing that well . So kind of, relegating myself to the mediocre in every way, 

338 which ... 

339 Claire: And how did that feel? 
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340 Sarah: Well, it felt pretty shit [mm]. But 1- you know, I thought: "Well, okay - that's who I am. 

341 I'm average. So that's fine" ... But also, like just seeing all these, like, good looking guys 

342 and stuff, and [Claire laughs]. .. All these girls, and ... like really looking up to the jocks, 

343 you know, like: "Wow ... [Claire laughs], that's so cool". You know. And all these jocky 

344 chicks were so cool [mm]. .. Not realising that they were all the sluts, basically, you -

345 [both of us laugh]. .. Getting used, [Claire laughs] but anyway ... As you don't in first 

346 year. .. So that was - and then,ja, like thal. .. kind of thing with Kerr -like kissing lots of 

347 boys and stuff, it was kind of to try and make me feel better [okay] ... but 

348 Claire: And did it? 

349 Sarah: No ... not at all. .. [laughs] And that's when I started like throwing up, as well ... and always 

350 related in a way to ... my self confidence [mm] ... um ... And then [sighs] .. .! think I found 

351 it very hard with [name omitted]. .. going off with Mark ja] ... and kind of disappearing 

352 from my life [mm] ... cos she'd been such a big part of it [mm] ... that was [pauses] I felt 

353 like I'd lost something big . .. you know, and there was nothing I could really do about 

354 it.. .as much as I tried ... um .. . But I kind of got [here her voices raises slightly in volume] 

355 over that - in the end I was like .. . ! was angry, but I was like: "Well. .. she's made her 

356 choice, that's fine. I still have other friends. ! can still carryon" [mm] ... and! felt stronger 

357 after that but that's when my admiration of [name omitted] kind of came to an end - in 

358 certain ways. Not - no I still admire her, bul. .. [no, no 1...] ... You know what I mean? 

359 [ja] ... Like: "[name omitted] is totally 'wow', she is perfect in every respect" ... that's 

360 when it came to an end ... 

361 Claire: So I suppose you kind of realised - all of us have flaws . .. 

362 Sarah: la ... and ! mean, because it was - I could see how [name omitted] was being exploited 

363 [here Sarah is referring to a friends relationship that had been particularly difficult and 

364 emotionally abusive] [mm] .. . And she wouldn 't help herself, and to me that was 

365 weak ... and ... ! was angry at her about that...um ... So second year 

366 [sighs] . .. [pause] .. . Second year was fun [slightly 'tired' tone of voice] as well ... ! felt 

367 more confident in second year and stopped throwing up ... uh ... [pause] ... I felt a bit 

368 more me ... Second and third year, I suppose - I'm lumping them to .. . [a bit more me?] 

369 ... gether [said almost under her breath] ... [pause] ... 1 felt like it was okay to be me, ! 

370 didn 't have to be, like some stupid jock ... [laughs] ... You know, ! could just be me . .. It 
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37 1 was fine [said rather absent mindedly] ... And then, I think ... halfway through third 

372 year ... [pauses] ... Oh, but tha - ja, the thing is I put on a lot of weight in second year. .. 

373 [okay] I got really, really big, like the biggest I'd been for a long time ... and that didn't 

374 make me feel happy at all [mm] ... I was very unhappy with that ... [pause]. .. um ... So, I 

375 think . .. first year up until the beginning of third year, was really like that [not completely 

376 clear of wording here], and then I started running ... with Maria [okay] ... And, my whole 

377 body shape changed [mm], like I lost a lot of weight [mm] . .. 1 felt so much better [mm] 

378 about myself[mm] ... And halfway through third year, was when - like the fruits of all of 

379 that really came together. .. And also, I'd done History 10 I, and found it really interesting 

380 [mm]. .. And kind of...decided I needed a calling, or a purpose, or something [here Sarah 

381 almost highlights or emphasises each word - from 'a calling . . .'in a staccato-like 

382 fashion] ... and that the degree 1 was doing wasn't giving me any kind of [mm] sense of 

383 satisfaction [mm] ... in any way .. . Oa] ... So [she lingers on the word rather heavily - her 

384 voice picking up a little more volume], I kind oflooked round a bit and - that was quite u 

385 - unsettling for me [suddenly her tone of voice changes, from being rather soft and 

386 steady, almost lazy, Sarah's voice suddenly shifts into a higher pitch - much louder now 

387 (almost like a crescendo in a piece of music) and almost excitable with great energy], 

388 because I'd always known, you know: 'Okay I'm gonna do HKE [Human Kinetics and 

389 Ergonomics] Honours, blah Oa] blah'. But it ... [pauses briefly] wasn't that bigger deal, it 

390 felt right that I should be, like questioning, and it felt good. It actually felt like I was 

391 liberating myself. .. 

392 Claire: So, in a funny way, the first time - cos you were saying, like when you were younger, 

393 how that unsettling, sort of - that unsettledness - you were quite glad to come to 

394 Grahamstown, where it's more str Oa] uctured Oa] ... And now, all of a sudden in third 

395 year - from going from structure, and then suddenly, kind of coming to a conscious 

396 decision of... going into less structure Oa] ... And now becoming unsettled 

397 was ... [that .. . [a] I felt [good thing for you] (this is said with emphasis and loudly) I felt 

'98 t ] ~ grea ... 

399 Sarah: ... 1 felt absolutely wonderful [Sarah 's tone of voice has now returned to a gentle, quieter 

400 tone] ... was Iike .. . 1 don't need to - and I felt very, very liberated, I was like: 'I don't 
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401 need to be like anybody, I can be [mm] ... as ' -and I started forming my philosophies on 

402 life ... and what I believed in, and what I didn't believe in 

403 Claire: And what did you believe in? 

404 Sarah: [tone of voice becomes a little more energetic now - not as loud as previously] I believed 

405 in ... humans helping humans, I believed that that is God ... God is ... people helping 

406 people [okay] ... um ... [pauses] ... And I felt that that was a good thing to believe in 

407 [mm]. .. um ... And so, I wanted to be part of that [mm] ... So ... that's why I decided to do 

408 Politics, it was like - 'Well it's that [here the words aren't quite clear - said under her 

409 breath] humanitarian aspect to it, so I'll do that'[mm] ... [pauses] Which is great [said 

410 loudly and with emphasis, although there seems to be a hint of 'doubt'] ... um ... I enjoyed 

4 I I my fourth year a lot, in terms of what I was learning - but I was a bit jealous of, like, you 

412 guys [referring to [name omitted], [name omitted] and myself - her close friends] doing 

413 Honours and stuff. I felt like I wasn't quite ... [both laugh] ... getting it, you know, like - I 

414 wasn't quite learning as much as you guys were learning, and ... I wasn't quite stretching 

415 myself as much as I could of. .. um ... and like you [refen'ing to me, Claire] were - had 

416 really nice classes and you were tight and stuff - I didn 't really get on with my class very 

417 [okay] well. .. And ... [pauses] you know that was fine [once again said with emphasis and 

418 increased volume - the word ' fine']- I had like lots of other friends [mm] ... it wasn't 

419 such a big problem [mm] ... But. .. [pauses] .. .1 sometimes felt it would've been nice to 

420 have had an Honours [ja] kind of year [ja] ... um ... And that kind of led, to a kind of 

421 academic inferiority feeling, like I was - like ... a bit dumber, like I was a little bit of a 

422 dumb downpla - playing from everybody else [okay] ... um ... Which like [voice becomes 

423 louder once again], it was - it wasn't too bad [this returns back to a softer tone of 

424 voice]... And at the end of fourth year again, I felt like I was on top of the world 

425 [mhm] ... like ... like I'd conquered, you know, like ... um ... it was such a repetition of how 

426 I felt at the end of Matric ... [pause] ... you know, I felt like: 'I'm me'[mm], you know, 

427 'I'm strong ... [mm] and ... blah, blah, blah' 

428 Claire: And that came with ... what - like, also you did quite well at the end of [I did quite well] 

429 Sarah: ... and I met Martin [her current boyfriend] , and he was like very complimentary about me 

430 and ... just thought [okay] [was so wonderful [she says 'wonderful' very quietly, it almost 

431 seems as ifshe is pulling the word back into her mouth] ... and ... that really bolstered my 
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432 self confidence a lot [' a lot ' also seems to be sucked back into her mouth], like very 

433 much . .. So ... I was just brimming with it by the time I left [to go to the United Kingdom], 

434 you know, I was very, very happy [this is all said rather softly] [mm] . .. [pauses] to go 

435 overseas .. . and then ... [pauses] . . . I think the most important aspect for me .. . although each 

436 stage of .. . Ieaving and going onto something new, has been ... quite traumatic for me 

437 [mm] ... except for. .. the time I started my politics thing ... [okay] ... Like to me, that was 

438 great .. . but, every other time it's been really traumatic ... [mm] .. . And I think going 

439 overseas was the most traumatic transition I've ever had .. . um ... 

440 Claire : How did that feel, I mean ... when - before you left . . . were you quite excited about it? 

441 Sarah: I was excited, I was extremely nervous, and I think that manifested in the fact that I 

442 thought my plane was going to crash ... um ... just really, really, nervous .. . um ... 

443 Claire: So once again, you have another kind of theme of instability again Oa] , cos at that time 

444 [March 2003] the world was also quite Oa .. . ] unstable [ .. . 1 was also, like thinking: 'How 

445 can I trust the world - how do I trust these world leaders [mm] ... to protect me? [mm] 

446 When [laughs while saying ' When '] they're being such wankers [mm] ... you know? .. . 

447 um ... [mm] Feeling very disappointed in the world order at the same time, thinking .. . 

448 Also thinking [here Sarah ' s voice picks up volume once again]: ' How can you have 

449 ideals?' You can't have ideals anymore, because ... um ... [pauses] .. . everything gets 

450 crushed ... [mm]' .. [Sarah sniffs - as if punctuating her point]. .. You can try and be a 

451 humanitarian, but you'll be actually - be playing into someone else's political cause, you 

452 know? ... You can never just [takes a breath in] help someone else without it having, like a 

453 [... so everything's like, kind of. .. ] motive [ ... political] and an agenda behind it -

454 everything's political. .. And that depressed me ... Well, it depressed me in a way [this is 

455 said almost as if she is now responding to her own statement - once again the volume 

456 picks up] - like, I wasn ' t like stricken down with griefOa, ja] or anything Oa] , but ... kind 

457 of put a damper on things, ' nd it just got. . . [pauses and breathes in] exaggerated by the 

458 Iraq war [mm, mm]. It was like: 'I can't believe these people are actually doing this ... 

459 [mm] ... They're just undermining the whole kind of international world order 

460 that ... [pauses] ... was specifically set in place after World Ward Two to prevent that kind 

46 1 of thing .. . [sniffs] ... And , ja ... 1 just felt really angry .. . And ja -like ... you know, just the 

462 week before I fly out Tony Blair puts his army around Heathrow Airport, I'm like [mhrn] 
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463 [Sarah laughs] ... freaking out...um ... [pauses briefly] ... So ... but uh - you know I was 

464 nervous, but ... you know my family were there [in the UK] and like my aunts and uncles, 

465 so I was like: 'No, it'll be okay, it'll be okay ... it's fine ' , you know ... [mm] ... I thought 

466 me and Martin were going to stay together, so ... [sniffs] ... You know, I just - and then: 

467 'I'm coming back in a year' I kept telling - 'I ' m coming back in a year. .. there's sti ll -

468 like something for me to dO ' [mm] ... And .. . ahh I guess I went over there to find myself 

469 and I lost myself[said in such an incredulous tone ofvoice] .. . Very, very big time .. . [ln 

470 what way? Said very quietly] ... 1 completely lost myself ... I put on a hell of a lot of 

471 weight again [okay] ... As happens every time ... um .. .1 fe lt ugly ... 1 felt inferior, I wasn't 

472 using my brain ... I felt stupid ... I couldn't read - I couldn't sit down and read [said in an 

473 ' unbelieving' yet slightl y frustrated tone] ... like - I actually couldn 't read ... It was just, 

474 like [laughs incredulously] horrible ... 

475 Claire: And that was distressing for you ... urn 

476 Sarah: It was incredibly distressing - the fact that I couldn't feel comfortable enough just to sit 

477 down and read a book ... um .. .The fact that I chose like the worst jobs avai lable [worked 

478 for several months in a hotel in the Lake District. Sarah experienced this job as 

479 particularly isolatory and insular] [Claire laughs] .. . I don 't know if it was some kind of 

480 form of self inflicted torture [mm] ... [pauses] ... Ja, I thought like - the reason I did the 

48 I care work, was like: 'I'll be a better person because of it' and I'm glad I did the care 

482 work [mm], because I think I am [mm] and I have an understanding now [mm] of people 

483 [mm] ... that I didn 't have before [mm] ... But... I mean it was hard [Sarah laughs] 

484 [mmm] .. . and mentally very [mm] draining - and emotionally very draining ... And ... 

485 Claire: Was there anything from that kind of care work that you sort of ... have brought back with 

486 you that's really, sort of - touched you , or. .. 

487 Sarah: I think ... [pauses] ... When I first started the care work, I was like ... actually being 

488 quadriplegic isn't that bad .. . you know. You can cope pretty well [mm] when you' re on 

489 your own ... lf you have a carer with you all the time [mm] and stuff [mm] ... That was 

490 when worked with Paul and Sandy ... because they were such kind 

491 of.. . [pauses] ... [clicks her tongue - it seems like a gesture of reinforcement of the thought 

492 that follows] I liked them as people, like we got on .. . 

493 Claire: And they were both quadriplegic? 
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494 Sarah: Ja ... [okay] ... And Jonathan - the last guy I worked for- he was also really nice and really 

495 independent, and positive [mm] and all that kind of stuff [mm] ... But. .. whereas with 

496 Sandy and - and Paul, I was included in their everyday life [okay], like I had to take them 

497 everywhere and do everything - with John, I was left at home, like all day - I basically 

498 had to get him up and put him to bed ... which, you may think is good - because that's like 

499 less work ... [pauses] . .. but it was actually really frustrating [mm], cos I couldn' t 

500 read ... [laughs]. .. [so there was nothing to do .. . we say this almost in unison] there was 

501 nothing else to do in the little town that he was in ... I was stuck [mm] in a really [mm] 

502 horrible place [mm] ... There wasn't even like a Starbucks I could go and get a book and 

503 sit in, cos there was just like nothing - it was just this horrible little village [ja]. .. And 

504 [some words here which seem to flow into the other making it unclear what was said 

505 between 'And' and 'incredible'] incredible feeling of being trapped [okay] ... and just 

506 being anxious all the time, like actually feeling I was going to scream if I couldn't get 

507 out, like about to tear the walls down, like I was gonna go mad ... any moment [said a 

508 little softer] . .. And when I was working with him [John], that's when I felt that actually I 

509 wouldn't want to be a quadriplegic ever, and I became sc - really scared that I was 

5 I 0 ... like, I became to be scared of going in cars, cos I was like - all of them had been in car 

511 accidents - and I was like ... :'No, we're going to have an accident and I don't wanna be a 

512 quadriplegic' ... [mm] .. . um ... [pauses] ... And it wa - it was quite a positive feeling from 

513 the first two, but such a negative, like - And I came back with that fear, 'nd like [breaths 

514 in] ... [pauses] I was scared of everything when I came back: I didn't want to run by 

515 myself, made Martin come running with me all the time, I um ... And I only realized it 

516 when I look back now - when I came back - how depressed I actually was ... umm ... I 

517 made him, you know, run with me, 1 didn 't want to go anywhere by myself [mm]. .. I 

518 didn't want to stay at home by myself[mm] ... 1 was terrified of being raped .. .It had been 

519 the reverse before I'd gone to England ... Iike I'd been terrified of dying in a terrorist 

520 attack ... [mm] or something [mm] ... And co - on coming back to South Africa, I was 

521 terrified again ... 

522 Claire: So it's like, from broader kind of ... um ... sources of possible, like ... um ... danger. .. you 

523 kind of became more focused on ... real sources of danger that could really impact you 

524 [ja] individually [ja] ... Other person - by yourself. .. 
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525 Sarah: And l...ja ... 1 just became ten·ified [here Sarah expresses the word terrified in a manner 

526 that suggests a sort of inward, sadness] .. . [pauses] .. . And I think that.. . [pauses]. .. when I 

527 did actually get sick, like physically sick .. . with the kidney infections [mm] that I had 

528 [mm] ... um .. . 1 just never felt better after I had them ... and I thought.. .I was gonna die 

529 [Sarah's tone of voice has a vulnerable, sad quality to it - a tone of voice that seemed to 

530 communicate the reality of ' I thought ... I was gonna die'] ... like [here her voice fades 

531 away and the last two words are barely inaudible] 

532 Claire: Okay ... so just, just explore that one a bit. .. um [okay] ... in terms of the, like, the kidney 

533 infections, and . . . [1 think .. . ] ... how you felt [I -I felt that, like] about those .. . 

534 Sarah: .. . l hadn 't felt. .. You know, when I got back, I slept for a week and a half [okay] ... I think 

535 that was just - like, I just - I'd get up for like three hours and I'd have to go back to bed 

536 again ... That' s - I mean, that was how I emotionally exhausted I actually was, I think -

537 like ... I - I didn 't realize that when I was in England, how tired I was ... When I got back 

538 to South Africa, I couldn't keep my eyes open for over a week ... 

539 Claire: And the coming back to South Africa . .. like, the sort of, 'touch down'- the emotions 

540 associated with that, and then ... 

541 Sarah: I was so excited ... [okay] .. . 1 was just - all I wanted to hear was: 'Ladies and gentleman 

542 we 've arrived at Jo ' burg International ' [mm] ... it was like - when he said that, I nearly 

543 cried, I was just like .. . [pauses]: ' I'm so happy ' [okay]. I actually couldn 't believe I 

544 was ... [pauses] ... in South Africa again . .. [pauses] .. . And then flying to P.E. [Port 

545 Elizabeth] , I was [here she lingers on the s of ' was ' ] ... sitting next to this lady, and I was 

546 like [slight laugh]: ' I 'm so happy I'm going home ' [Here Sarah laughs] ... 

547 Claire: And Sarah, like in terms of ... um ... you - okay - saying that you were so emotionally 

548 exhausted when you got back ... and then, you sort of got kidney infections and [ja] stuff 

549 like that. . . 

550 Sarah: Thing is, I didn 't feel well [here Sarah really lingers on the emphasis of 'well'] the whole 

551 time I was back. After I slept for that week and a half I kid of woke up ... And I never felt 

552 well ... 

553 Claire: And was there anything before you came back that you think could have really had an 

554 impact on ... the way in which ... you felt, like in your body, in your self... 
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555 Sarah: Urn ... I hadn't looked after myself particularly well ... [okay] ... um ... I'd had a lot of 

556 constipation, I hadn't eaten lots of fruit and vegetables. I'd eaten [okay] badly basically 

557 [okay] ... um ... [pauses] I drank too much ... [pauses] drank too much coffee, didn't do 

558 any exercise ... Basically all the ingredients for feeling really 

559 rubbish ... [okay] ... um .. . [pauses] ... So I thought that when I got back and started 

560 running and stuff... you know, and eating properly [mm] and - but I found it hard to get 

561 into that, I just. .. didn't want to let myself [Sarah's voice sound almost incredulous, like 

562 she can' t really believe that she could have found the very thing that has been central to 

563 her life, i.e., running, exercise, etc., difficult to do or 'get into'] .. .! just wanted to slob in 

564 front of T. V. and eat chocolate and chips ... [here both of us smile, both knowing what 

565 that feels like] ... um .. .! had no kind of control over myselfagain ... And I was, like I f-

566 just felt disgustingly fat .. . 1 felt like a blob of note [mm] ... I just really ... hated it ... urn ... 

567 I just felt uncomfortably big ... And ... [pauses for a fairly long period] ... 1 never felt 

568 well ... [pauses - once again, for a fairly long time] ... An' I - I don't know if it was from a 

569 year of eating nothing but rubbish [mm] ... but ... um ... 1 mean I wasn't actually ever sick 

570 [Here, Sarah raises her voice] in the UK - I was in perfect health [mm] the whole time 

571 while I was there [mm] ... 1 never even felt remotely ill ... didn 't have to go to the doctor, 

572 or anything ... [okay] ... 1t was just after I - it was when I came back Ijust suddenly didn't 

573 feel well ... Like, I didn't feel good ... 1t was strange for me, because .. .! usually do feel 

574 fine ... um ... And then I actually really got sick [kidney infections] ... again and 

575 again ... three times [mm] ... And then bad reactions to the antibiotics [mm], which really 

576 frightened me - like I'd never had reactions like [mm] that to [mm] .. . You know, 

577 dizziness and sore eyes and vomiting and ... that's frightening [mm] when 

578 you ... um ... [takes a breath in] And then ... the - then the doctor said: 'Well, you don't 

579 have any infections anymore, you're fine', you know? And I was ... [said almost under 

580 her breath - quietly] 

581 Claire: So you went, you clearly had a problem, you went to him [ja], and he said [I went to him 

582 and ... ] 

583 Sarah: ... and he said : 'Okay well, you've got - you've probably - because you're constipated 

584 and stuff, that's what's been causing the repeat infections, so you need to eat properly and 

585 exercise' [takes a breath in] I was too scared to exercise ... [here Sarah's tone of voice 
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586 seems to indicate towards a frustrated, or disbelieving sadness towards something that 

587 has been such an integral part of her life] 

588 Claire: Why were you too scared to ex [I was] ercise? 

589 Sarah: ... s-scared to use my body, I was terrified of my body, because I think of all the reactions 

590 that I've been having [notice how Sarah shifts into the present 

591 tense] ... urn ... [pauses] .. . The [here Sarah lingers on the word] ... [pauses for a fairly long 

592 time] ... The urn [here Sarah 's tone of voice seems pregnant with an over-riding sense of 

593 sadness, as if she is about to cry] ... Like I think I'd gone running the morning that I had 

594 the bad reaction to the antibiotics [okay] ... And just felt so awfu l 

595 afterwards .. . And ... [pauses] ... Then another time I'd gone running, but I'd been sick 

596 [mm] - it was just before I'd had my kidney infection [mm], and I felt so dreadful 

597 afterwards [mm] as well. .. 1 actually didn 't want to use my body at all ... in any way . .. any 

598 kind of exercise ... [mm] ... 1 just s - wanted to ... [pauses] ... just keep quiet - like not 

599 disturb it [her body] so that it didn 't do anything horrible to me [here she smiles] ... you 

600 know ... 

601 Claire: Did you feel like you were separated from your [Ja ... completely] body? 

602 Sarah: Like ... ' Why is it making me feel so shit [she laughs wryly as she says this]', you 

603 know ... like [So it's ... ] 

604 Claire: ... kind oflike this s011 of di stant relation ... [Ja (said with force)] ... ship from it 

605 Sarah: ... And like a really horrible one . . . Because ... I've always had that di stant relationship in a 

606 way [here Sarah voice raises somewhat] [ja] to my body with like the eating problems 

607 [ja] and stuff [her voice returns back to a softer tone of voice]. So it's always been like 

608 [mm]: 'God, it's so ugly', you know ... [pauses] ... 'Do something about it' ... urn .. . And ... 

609 Claire: And in this situation - from what you've said before. You said how ... when you felt that 

610 you were too fat, you could go and you could restrict your eating and stuff like that, and 

6 11 now you have these kind of reactions in your body ... [mm] .. . Like the symptoms, like you 

612 were saying [mm]. .. dizziness, and ... nausea ... and [ja] stuff like that .. . And people were 

613 saying to you: 'Well ... there is nothing ... ' [And ... ] ... So then .. . 

61 4 Sarah: la, there was nothing I could do to stop it. Because, like usually if you' re feeling sick you 

615 can take something [ja] ... to cure you [ja] ... There was an unknown thing happening to 

616 me, and that frightened the hell out of me - I was like [okay]: ' Well , if it's unknown it 



137 

617 must be bad. It must be really bad, in fact it must be ... a brain tumour' [here Sarah 

618 laughs. This is said in an exaggerated fashion in order to emphasise how 'exaggerated' 

619 Sarah 's fears concerning this 'unknown thing' were at the time] , you know. And that's 

620 the kind of thinking that. .. took me on to this ... Iike unbelievable bought of 

621 hypochondria ... um . . . which, I don't know if it was hypochondria, because! was feeling 

622 so shit, I was feeling terrible",! felt...[Explain how you felt...] .. And ! was angry with 

623 my body [Sarah's tone of voice throughout is fairly loud and 'energetic' here] [okay] ... ! 

624 felt nauseas, I felt tired, ! had headaches, I had this crushing pressure ... [pauses] On the 

625 back of my head and on the top of my head, like it would just crush me, I couldn't 

626 actually talk cos it was so crushing [mm] ... And that like ... immediately ! thought 'brain 

627 tumour', you know [here she laughs wryly again] .. . um ... 

628 Claire: And you - you didn't think that injest, it was like seriously [No (said very definitely and 

629 with emphasis in an almost ' upt ight' manner - an uptight manner that is directed towards 

630 the experience and her anger towards her body at the time) .. ,for sure ... ] You thought... 

63 I Sarah:., .Iike I was convinced. I mean you don't get that crushing pressure in your head, .. and its 

632 nothing, you know [ja] .. . like ... l was convinced that there was no simple explanation to 

633 what I was feeling, and - and then I had this sore back, and .. . sore stomach, 

634 and ... urn ... [pauses] . .. la, I just felt - I cried, it was just crying a ll the time, like ... just 

635 wanted to hide, like - going to sleep was my favourite thing - I just wanted to hide 

636 away ... [mm] ... um ... 1 didn ' t want to see anybody, I just wanted someone to tell me what 

637 was wrong with me so that I could take a pill and it would go away, And I was angry 

638 with my body, so angry with my .. . [here she seems to swallow her words slightly, they 

639 almost seem to disappear as if being sucked back into her body] .. . lt was like: 'Why ... [ 

640 And just explore that one a bit] are you making.,.' 

64 1 Sarah: No! [This does not refer to her not wanting to explore her anger or a resistance towards 

642 her interviewer - ultimately she immediately gets into or feels her anger towards her 

643 body with her explanation 'No!'] lust: 'Why are you making me feel so horrible', you 

644 know [mm] .. . And especially as I was about to start my Masters with a really exciting 

645 project [mm], really wanting to get into things and ljustfelt [here she says 'just felt' in 

646 an almost staccato manner, which seems to highlight how tiring she found her 'illness' 

647 experience] so terrible ... 1 couldn't even move, I didn't want to see [Sarah draws this word 
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648 out lingering on it for a while - emphasising it) anybody, ] just couldn't do 

649 anything ... [pauses) [Sarah clicks her tongue against her teeth) ... And ] was afi'aid [here 

650 she emphasises the word by saying it somewhat louder than the rest of the sentence on 

651 either side of the word) to move, because if I moved I'd feel sick ... um ... My back would 

652 start hurting [mm) and when my back started hurting I got all panicked ... I'd have these 

653 panic attacks, and ... um ... which brought on dizziness and shortness of breath ... 

654 Claire: And your thoughts around those panic attacks? 

655 Sarah: ' I'm gonna die ... like this - there is something here which is killing me ' nd 1 am in the 

656 process of dying' ... [pauses) ... [okay) ... um .. . 

657 Claire: And you have no control over it. .. [1 have .. . ) ... or [ ... absolutely no can ... 

658 Sarah: 

659 

660 

661 

662 

663 

664 

665 

666 

667 

... 1 have no control over anything ... 1... can do nothing ... urn ... Obviously something 

really bad is happening to me [this becomes progressively less audible - i.e. , 'is 

happening to me' - it seems to gradually evaporate until the words become like empty 

traces) ... And I - it was just like the most... [pauses) . .. And I was so jealous of 

people ... such a feeling of. .. being distanced from people, like going to the Rat [a local 

pub) and ... like having a drink and looking at people, thinking: [takes a breath in) ' I wish 

I could just feel normal like they ' re feeling right now', [mm) you know ... [Claire takes a 

very deep and long in breath here through her nose - this is fairly important, as this is 

something that Claire experiences in her own life at times) ... '1 wish 1 could just feel like 

them ... [mm) ... Theyall look happy and normal. Why am 1 so - in such a - Why am I so 

668 unlucky that I have to feel like this? ' ... 

669 Claire: And your relationships at the time ... Iike ... 

670 Sarah: No, like ... my parents were very good and my brother as well, you know I think they were 

671 very kind of like: 'We'll find out what's wrong with you, don't worry' . But they didn 't 

672 know what was wrong with me either [here the wry laugh returns) ... so ... But my 

673 relationship with my boyfriend got quite bad . . . um ... ] go - became very suspicious and 

674 very paranoid about things, I was convinced he was going to leave me .. .J was convinced 

675 he didn't want anything to do with me .. . urn .. . Convinced he was having an affairs behind 

676 my back [smiles) ... um ... Ja, just worried all the time, that he was gonna leave 

677 me . .. [okay) ... um .. .Just to go with the- the whole self confidence issue, I 

678 think ... [mm) ... which was going down the tube [here Sarah's voice is fairly soft). .. And 
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679 then [sighs] . .. 1 went to the doctor's office one day - I'd been to two 

680 specialists ... Gynaecologist...um . .. a Urologist ... I'd had two sets of blood 

681 tests ... and ... nothing had come up. The blood tests had tested for everything: cancer, any 

682 kind of serious disease ... there was nothing ... So [here she lingers on the word] .. . the 

683 doctor said to me: 'There's nothing wrong with you, go home, you ' re okay ' ... and I said: 

684 'No, [here Sarah starts to laugh half heartedly] I'm not. I'm feeling so terrible' ... like: 

685 'What is wrong with me? ' .. . And he said: ' I think you - I think ... ' , you know, he referred 

686 me to a psychologist, he was like: ' I really think that you're depressed' [here Sarah's 

687 voice lowers] .. . and prescribed antidepressants for me .. . 

688 Claire: And in that moment, how did that feel. .. With him prescri - saying to you: 'I think that 

689 this is more than just physical ' .. . 

690 Sarah: That felt ... actually quite good ... [okay]. .. um ... because I felt that - Although [here her 

691 voice raises once again] it didn't explain all the individual symptoms, you know - the 

692 pressure, the sore stomach, the aches and pains. It felt like ... ' Actually that could be a 

693 plausible explanation' [okay] ... And ... [pauses]. .. you know, it turned out the nausea was 

694 like - I'd got myself into such a state that I had a spastic colon, which was just making 

695 me feel dreadful. .. [mm] ... the only plus side was that was when I lost all the weight I put 

696 on overseas [laughs], so - which has left me feeling great now [this is said fairly loudly] , 

697 but like [mm mm] ... I felt really terrible then ... [okay] ... um ... And ... the pressure was 

698 from the fact that my muscles in my back had formed such tight.. . knots ... that they ... 

699 were actually fused into knots [mm] in my shoulders [mm] and that was all up my neck 

700 and causing ... the pressure [sjoe] feelings around my head Ua] .. . And ... the back pain was 

701 the spastic colon, and ... it was all related to my mental processes basically, every - but, I 

702 mean the fact was that these were real things that were happening to my body, you know, 

703 1 wasn't imagining them or anything like that [mm] .. . And ... [pauses] it ja - I mean - but 

704 it all came from my mental state ... that ... And I just couldn't believe that - cos of the 

705 way ... I was feeling mentally that I could feel - my body could actually feel so 

706 terrible . .. I just felt that so hard to, kind of. .. grasp ... Until I started actually, 

707 like .. . physically, I mean .. . Actively taking my life back to, like - back - in control of my 

708 life ... um ... 

709 Claire: When you say: 'Taking your life back ... ? ' 
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710 Sarah: I decided to do something [okay] cos now I felt - if it was depression or something like 

711 that, then I could actively go out and do something [mmJ, whereas before I'd been 

712 convinced it was like . . . [pauses] ... deadly, you know. There was nothing I could 

713 do ... [okay] .. . Um . .. And that made me feel a lot better, you know. Then I started, 

714 like ... antidepressants, psychotherapy, and a whole lot of alternative therapies as 

71 5 well ... And ... [pauses] ... 

716 Claire: Did the symptoms clear up, or they still sort of, like ... 

717 Sarah: They still come back ... um ... I'm feeling a lot better now [okay] ... But I still ... feel 

718 nausea .. . [pauses] ... urn ... [pauses and sighs deeply] ... I still have that pressure feeling 

719 sometimes - my neck is still. . . [pauses] ... And ja, sometimes I feel really 

720 overwhelmed ... [pauses] ... Still. .. [pauses]. .. But...[pauses] .. . Since I've - I kind of hit a 

721 ... [pauses] ... turn in the road, a couple of weeks ago. I woke up one day feeling quite 

722 normal [mm] ... which was the nicest feeling [laughs in a manner that conveys reliefJ .. . I 

723 hadn't felt normal, for like seven months [still a hint ofa laugh], .. Ua]. .. um ... 

724 Claire: And that feeling of - just define feeling normal. .. [I say something here which IS 

725 inaudible amidst the sound of rustling paper] 

726 Sarah: [Here the volume of her voice rises once again] Waking up being able to slob through to 

727 the kitchen and make a cup of coffee without the thought of a cup of coffee ... churning 

728 my stomach [okay] ... um ... [pauses] Just enjoy the day, like look out my window and say: 

729 'Oh my god, what a beautiful day' [mm] ... Like that was such an amazing thing for me, 

730 because usually I'd be like: 'Oh, mm whatever' ... um... 'Not very interesting' 

731 [mm] . .. Nothing was very interesting ... and ... urn ... [pauses] ... Actually, like interacting 

732 with people without having my mind being - with my - out my mind being a million 

733 miles away Ua]. .. as to like my next chemotherapy ... You know like [here she laughs] 

734 [okay, alright] .. . when I was going to have to start chemotherapy [ja] or something like 

735 that [ja] ... um .. . 

736 Claire: So almost like just being present 

737 Sarah: Ja [said very loudly] ... just being in myself[smiles with a hint of a laugh] , as opposed to 

738 being a million miles away [ja] ... um . .. And its so funny, because two people have said to 

739 me: ' Wow, you're so much more in yourself than the last time I saw you' 

740 ... [pauses] ... Which is true, like . .. I wasn't in myself at all [this is said with a laugh that 
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741 communicates a sense of wryness, or perhaps dryness] ... it was, I was ... very not part of 

742 myself...um ... And through the process of actually doing things -like I'd taken control of 

743 my body again - the only thing was that the antidepressants ... made me shake [this is 

744 said rather slowly, almost as if she is being cautious], and they still make me shaky a bit 

745 [okay]. .. And twitchy ... um ... which made me think I had Mad Cow Disease . .. [Sarah 

746 laughs] ... But ja, seriously, like definitely Mad Cow Disease, which [takes a breath 

747 in] ... [pauses] ... was really bad for a bit, because [ja] with really [ja] bad shakes [ja] I 

748 was: 'Oh my God, it's Mad Cow Disease'. But now, I've kind of. . . I'm feeling better and 

749 I went to the doctor the other day and he said: 'Shakes and twitches are ... very much a 

750 part of being on antidepressants' ... [okay] . .. um . .. 'Please don't worry. You're okay' ... 

751 Claire: And your experience of the doctors? Like - different ones ... your exp .. . [um] ... eriences in 

752 the medical kind offield ... 

753 Sarah: I think the only ... doctor, medical doctor who kind of knew the whole story was Dr. * 
754 ... [pauses] ... um ... The other doctors I went to were - they didn't know the whole mental 

755 - they just knew they had, like check me out [okay] ... um .. . He [Dr. *] was very 

756 sympathetic actually ... At one stage - I think after the third infection [kidney 

757 infection] ... and I was still feeling so terrible [mm] ... I came in and I basically broke 

758 down in his office, I was like: ' I just can't carryon like this' ... And he was very, very 

759 sympathetic, and said: 'Don't worry, we'll find what's wrong with you. We'll turn you 

760 inside out' ... And he booked a whole lot of appointments for me right then and 

761 there ... um .. . Made sure when my blood tests came back, he said - explained the whole 

762 thing to me ... urn ... 'There's no cancer, there's no serious disease ... ', you 

763 know ... [mm] .. . ' ... this - this shows you this, this shows you that', you know ... 

764 Claire: And being shown those things, did that make [That made me ... ] feel better? 

765 Sarah: ... feel better ... ja ... made me feel that [takes a quick breath in] ... um ... [pauses]. .. I think 

766 he was a good doctor, in that I think he realised I was depressed quite early on ... urn ... He 

767 didn't actually say it to me ... [pauses] I kind of went to him saying: 'Maybe it's a mental 

768 thing. I'm not sure' ... He mentioned it to my mom. She kind of mentioned it to me and ... 

769 [here one or two words are unclear] ... ! went to him and said: 'Well maybe it is' 

770 [mm] ... um ... [pauses]' .. And he was very sympathetic about the whole thing .. . um ... Sat 

771 me down and gave me a good talk about - that the antidepressants were only forty 
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772 percent of the way, that the other sixty percent came from myself [mm] - sorting myself 

773 out [mm] ... um .. . [pauses] .. . And I'm actually very grateful to him, cos he was very 

774 comforting ... [that's good] ... mm ... [pauses] ... 1 - 1 didn 't come across - he didn't come 

775 across as like - [ja]. .. Writing me off ... ]pauses] at all . .. he was compassionate ... [long 

776 pauses - almost like a 'therapeutic ' silence] 

777 Claire: Okay ... Anything else that you want to say ... 

778 Sarah: No ... 1 don 't think so [this is said very quietly]. .. 

779 Claire: There ' s just a few questions that I just saw on - there ' s a ... li st of questions that they 

780 [Qualitative methodology books, for e.g., Atkinson (1998) to be specific] give you, often, 

781 to ask [okay]. And I just thought there'd be a nice few ones that I could .. . look 

782 at...um ... [pauses] .. .!n terms of, like your - kind of, you know you've - you 've 

783 experienced ... a lot of your life you've had these moments of instability and often it's 

784 been surrounded around your kind of, like - your sense of self and parts of your - aspects 

785 of your self... [mm] ... urn ... like ... In what sort of areas .. . would you see yourself as being 

786 quite strong ... 1 mean .. . 

787 Sarah: Urn .. . 

788 Claire: As being able to, ja - as being strong ... or 

789 Sarah: What do you mean - what kind of areas? 

790 Claire: Like ... In amongst this kind of feeling of instability you've often had - you've had 

791 methods, obviously, of being able to restrict things, or ... [mm] .. . try and improve things 

792 [takes a breath] ... um ... 

793 

794 Sarah: I think that that is a strength in that I can pull myself up out of it [ okay] ... and that I 

795 realise [okay] .. .! - I always realise when I'm sinking .. .1 always know when it' s 

796 happening [mm] ... I think this time was different because it was so intermingled with the 

797 physical. .. stuff that it was hard for me to realise [mm] that it was a mental thing, but 

798 both the other times ... 1 have managed to pull myself up out of it and ... urn ... by 

799 narrowing down things ... By setting ... timetables, by setting structure, putting structure in 

800 my life .. . [mm] .. . you know ... Make sure I run four times a week.. . make 

801 sure .. . [pauses] .. . you only eat this much in a week, and you eat whatever you want on 

802 Saturday's and Sunday's ... um .. .Just having ri gid ... [okay]. .. certain rigid [ja, ja] ... You -
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804 

you can only drink on Friday's, you know ... um ... [pauses] ... sort 

patterns ... [okay] ... um, which [pauses] ... gave my life some 
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of rigid 

kind of 

805 structure ... [mm] .. . and meaning [mm] and things [this word is not entirely clear - sounds 

806 like 'things']. .. [pauses] ... And also by thinking a lot ... um .. .ln terms of...what my life 

807 means ... and where I fit in ... um ... and ... through not having a religion or anything like 

808 that it 's - it's been quite hard ... um ... but ! have managed to do it. .. [takes a breath 

809 in] ... And ... I'm slowly regaining that now with the studies that I'm doing at the moment, 

810 which is why! love studying so much, because ... [pauses]. .. It opens you up ... to more 

811 kind of thoughts, which help you in the end ... so .. . 

812 Claire: And religion? 

813 Sarah:! don't know about religion ... urn ... ! have a thing against any kind of institutionalized 

814 religion, that kind oftrend ... [okay]. .. But, ! am drawn [here her voices raises in volume] 

815 to kind of like ... more spiritual, Eastern religions, like ... ! would find those fascinating, 

816 but I don't know if I could believe in them fully [here her voice lowers once 

817 again] ... [mm] ... God [this is in response to the very loud chirping of a bird] ... um ... I 

818 remember! - having a very Christian library teacher in standard five, who! really liked 

819 though - she was very nice ... And the thought had just occurred to me in standard five: 

820 ' What does my life mean? [laughs]', you know ... '! don 't believe in God', so what did 

821 my life mean ... and ... ! asked her and she told me not to ask such questions, because ... 

822 those kind of questions lead to suicide ... [takes a very definite sniff through her nose, 

823 almost as if she is punctuating her statement] ... Your life is for God ... [Iaughs]. .. So I 

824 was like: 'Well , in that case what does my li fe mean?' [here we both laugh for a 

825 while] ... [pauses] . .. So, ! don 't know - ! find religion breeds narrowness [okay] ... so 

826 many ways, ja ... [okay] ... 

827 Claire: Um ... [pauses] ... So ... just in terms of like ... [pause] giving some sort of completion or 

828 coming to a sort ofciosure ... What um ... [pauses] ... okay ... What are some of the things 

829 that you hope that you would never forget, or that have been most kind of 

830 like ... [pauses] .. . Anything about your life .. . 

831 Sarah: I think ... especially reaching ... [pauses] ... a stage of humility ... and not reali - not 

832 thinking that you're just invincible ... [okay] ... um ... [pauses] ... Finding more empathy and 

833 compassion for people through it. .. you know, not just writing depressed people off as . .. 
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834 'loonies' who can't get it together [so it's like a kind of empathy as 

835 well...[ja] ... through ... ] .. . I mean, that was ... kind of my attitude - was like, well not 

836 really, but like [sniffs] .. . I found it hard to empathise with someone who was depressed 

837 [mm] ... because it was like [laughs]: 'Well then sort yourself out', you know 

838 [mm] ... 'What's your problem' [mm mm] ... [takes a breath in] ... Which was weird fo r 

839 someone whose had depressive tendencies her whole life, but um ... [pauses and smacks 

840 her tongue against her teeth] .. .la ... just wanting to distance ... you know, I'd like to feel 

841 that now that I've been through lots - a really horrible stage ... that I've come out of it 

842 knowing how to deal with myself better ... and ... feeling stronger, and .. . not forgetting 

843 that ... not forgetting how awful it feels .. . [pauses] ... mm 

844 Claire: And so then, along that train of thought: What would make you feel - like what makes 

845 you feel alive now, like sort of. .. What really gives you that sense of purpose in your life? 

846 Sarah: I think .. . at the moment: studying [okay] ... because really, you know like I've just done 

847 some amazing theories which I just find ... [sighs quite deeply and pauses] ... you know, 

848 like the resurgent of idealism in a way [mm] .. . which I think [mm] is so brilliant...And 

849 my class are like that as well. They' re a bunch of bloody [laughs] ... like idealists 

850 basically [here we both laugh] and .. . We sit around [here her voice raises noticeably in 

85 1 volume], you know, going on about revolutions and [mm] knowing that ... [sniffs], you 

852 know it's probably impossible [here her voice lowers again] 'nd . . . You know the one guy 

853 [her voice raises again in volume] who wants to go off and work in the Congo - he's 

854 doing this theses on child soldiers and he wants to go to Kinshasa [mm] and interview 

855 them [mm] ... [smacks her tongue against her teeth] ... And he's a total - like, he ' s the 

856 American boy - he's like total idealist, you know ... and Tracey' as well - we're all 

857 like .. . bring back idealism [laughs] ... [takes a breath in] ... Which makes me feel good, it 

858 makes me fee l like people understand where I'm commg from 

859 and .. . um .. . [pauses] .. . Makes me feel like I can have ideals again ... which I think I'd kind 

860 of thrown away, as in like: 'Well, the world's a pretty shitty place' [note her tone of voice 

861 here] 

862 Claire: So were you an idealist beforehand, and then . .. 

863 Sarah: I wanted to be ... very much [ okay] ... I was an idealist for a bit... and then! kind of, like -

864 realism hit in [okay] ... !t got really bad [mm] .. . and ... !' ve just [the volume of Sarah's 
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865 voice raises once again] been reading theories now that have been like ... [pauses] .. . You 

866 know that there are actually people ... who ... still want to fight for something 

867 [mm] ... That's better [mm] ... Even if it is hard .. . [mm] ... it doesn 't mean that you 

868 shouldn' t have them ... [pauses] ... So ... I don't know [voice raises again] it just feels good 

869 - that... at the moment ... has given me . . . a great amount of oomph - 's just to think 

870 that. .. [sniffs] ... You know, that we can actually .. . have those kind of things . .. Made me 

871 feel a lot better. .. [mm] . . . Which is great.. . urn ... ja ... We're doing postmodernism at the 

872 moment, but . .. [sniffs again] [we both laugh] .. . 

873 Claire: How does postmod - does post modernism [laughs] . .. 

874 Sarah : 

875 

876 

877 

878 

879 

880 

881 

882 

883 

884 

885 

886 

'There ' s no reality ' [said in an almost childlike voice] [here we both 

laugh] . . .ja . . . Postmodernism depresses me ... 1 like to think that there is some structure in 

my life ... [pauses and then laughs] ... ja ... 1 don't know .. . [pauses] ... 's .. . quite funny, you 

know that Sockal affair - that Allen Sockal? [no]. .. The American physicist? [no] ... He 

wrote a .. . thing called: 'Towards a transformative hermeneutics ' - something about . .. the 

theory of gravity [okay] and you submitted it to a postmodernist. .. journal [yes] ... and 

they accepted it, and published it.. .And it was a load of crap. He'd basically written -

just put together a whole lot of jargon [yes, I've heard about these] ... and published it and 

um ... just to show that like, you know [Claire laughs] ... whatever ... [here we both laugh] 

and .. . 1 mean obviously it sparked off a war between like the postmodernists and the kind 

of objective realists, and stuff [Sarah sniffs] ... and he said ... um ... :'lf anybody thinks 

reality is socially constructed they can come and jump out of my twelve storey office 

[here we both laugh]' ... Which thought was quite funny [we 

887 laugh] ... hmm ... um ... ja ... that ' s about [Thank you ... ] it. .. 

888 Claire: Thanks very much .. .1 really appreciate this ... 
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2 Well , bet that you thought you'd never get this. Was hard to write some of 

, 
the parts of it, but was cleansing over al l. .> 

4 Sorry that procrastinated so horribly over it, am sure that something 

5 subconscious was probably at work there. 

6 To answer your questions. 

7 wrote it because I wanted to help. I always want to help, to make my 

8 experIences meanful to me. had student nurses attend both of my 

9 pregnancies so that they could get the exposure that they needed and have 

10 always been a willing gUInea pig. guess that a part of me defines my worth 

11 m how much I can help other people, and this is just another way to do 

12 that. 

13 2 Reflecting on it was a little eye opening, as it tends to be when I try 

14 and explain things to people. It is really hard to summarize all the stuff I 

15 have been through m a neat way. All of it intertwines 111 such a mess. 

16 Looking over all of it is a bit validating, in the way that if I was reading 

17 this about somebody else would feel for them, so I should have a little 

18 pity for myself too and stop beating myself over the head this much. 

19 

20 SCHOOL 

21 My earliest years I remember being shy, but happy. I played well with other children, and 

22 was generally a happy child, though I would easily burst into tears if my feelings were hurt, I 

23 would calm down quickly and move on. When 1 started going to school things began to change 

24 at about second grade. My mother was not very careful about making sure that I dressed 

25 appropriately or brushed my hair before I went to school, and so if my father was away at work, I 

26 often went in mismatched torn clothes . I had nice clothes - I guess those just happened to be the 

27 first things that I laid eyes on so on they went. I was pretty tomboyish so practical clothes were 

28 the thing. 

29 Whatever the reason, I became an easy target, and was soon excluded from most play and 

30 activities, though I had a few friends. This worsened over the years, and combined with self 

31 doubt and easy to trigger crying outbursts became a self perpetuating circle. I never really felt 
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32 that I belonged, or was equal to my peers, and I put a lot of pressure on myself when placed in 

33 group settings. Adults seemed to be my only outlet, but I was not supported totally by them 

34 either, as it is impossible to have an equal relationship with such an age gap. 

35 When I left elementary school for junior high I remember feeling quite excited, relieved that I 

36 would be leaving the teasing and exclusion behind, eager for a fresh start. These were to become 

37 my worst years, as several boys ganged together and would actively pursue me, kicking at me to 

38 make me trip when I wasn' t looking, body checking me into lockers or walls and other physical 

39 as well as mental abuse. Some of the girl s were verbally taunting as well , but mainly they just 

40 excluded me in that nasty way that girls do. I fe lt desperate to fit in somewhere, and spent a lot of 

41 time volunteering in the library and cafeteria. It was the only place that I fit, and was also free of 

42 the bulling. Though I had a few friends I was not particularly close to any of them. One friend 

43 gained another friend who though nice to me in the beginning borrowed items and money from 

44 me and then turned nasty when I refused to lend her anymore. Her and my friend ended up 

45 kicking me while I was sitting down reading one afternoon. I felt horribly betrayed and like I was 

46 the party at fault. I was quite the geek/nerd type, reading quite a lot and being nice to teachers 

47 ect - not the rebelling behavior which seemed to be the norm for that age group. The boys finally 

48 stopped hitting me when I started to fight back in grade 10. Kicked a few of them where it did 

49 the most good and eventually confronted one main aggressor with a threat in front of a large 

50 group of people to fight him fair and square so he would leave me alone. It felt good to stand up 

51 for myself, and I found myself doing it more often, but was still plagued by the feelings of 

52 unworthiness and whatnot that came with the bulling. 

53 I didn 't hold out much hope for high school when I entered it, but to my surprise my peers 

54 didn't tolerate bulling like they had at the junior high. Not that people usually stood up for me, 

55 but that it was just quietly frowned upon as juvenile behavior. The bulling continued a bit, but 

56 more with exclusion than with the in your face name-calling. I found a niche and a group of 

57 friends that I fit in with and gained more confidence in myself and my abilities, though I still had 

58 very low self esteem. I started to find my skill in areas that I enjoyed in school as well and ended 

59 up graduating with honors. I had a boy express interest in me in grade 12, and was so amazed 

60 that someone actually liked me, I wouldn ' t have dreamed of saying no to a date. Though he was 

61 not my type, he was not a bad guy, but we didn ' t really have the same goals in life (he didn 't 

62 have any interest in ever marrying and having children and I did). We were also quite different in 



149 

63 interests and other things too, so after 7 months I ended the relationship. It was horrid hUlting 

64 him like that, and I still feel guilty after all these years as I don 't think that he has ever totally 

65 forgi ven me. 

66 In college I was more confident, but still didn 't have a lot of skills for interacting with peers . I 

67 was never "cool" . In the first week of school a guy approached me and I was again shocked and 

68 honored that someone could be interested in me, so again went into dating. This didn't jive so 

69 well as I was at a real low, having just broken up with my first boyfriend and I didn 't feel very 

70 confident, and so was seeking outside support unknowingly. School went all right, and I did do 

71 well, but emotionally I was crumbling. He first started by some "harmless" comments as to that I 

72 wasn't so good at this, or could do that better. He wanted me with him always and didn 't want 

73 me to hang around with my friends. This grew into outright verbal abuse, putting me down 

74 constantly, and eventually rape. Though I never fought him, I didn't want to participate and felt 

75 horribl y violated but helpless. When in the second year of college I entered into the program that 

76 I had been striving for and was overjoyed he was not, as the program took a lot of my time. After 

77 spending long hours in the program I then would go up to his place, and as he boarded at a home, 

78 rarely ate supper as I didn 't want to infringe on the ladies place by bringing meals that I could 

79 prepare. So I often didn 't eat until 10 or II at night. My parents were not supportive of the 

80 relationship, but rather than feeling suppolted into ending it, it made me feel more like I was 

81 failing. By the end of the first semester I had been seeking out my friends more and began to 

82 think about ending the relationship. On new years eve I went over to a friends home to celebrate 

83 and he came back from his parents home early to surprise me. I was horridly disappointed as I 

84 couldn't relax and enjoy my friends company - had to constantly be at his side. He insisted that I 

85 dri ve him home shortly after midnight and he wanted me to go into the house with him to have 

86 sex. When I refused he was very angry. The next day when I went over we had an argument and 

87 he ended up hitting me (it was the second time) I asked him if he could ever promise not to hit 

88 me again and he said no, that I made him so angry sometimes that was what happened. It was the 

89 excuse that I needed to leave him. The only thing that I regret was not speaking to the police or 

90 to hi s parents (his dad was a physiologist) or something as I feel like I left other vulnerable 

91 women unprotected against him. 

92 The program continued on and I enjoyed it, but it was high stress and very demanding. I was 

93 friendly with the people in it, but didn't socialize with any of them out of school. I still didn 't 
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94 really fee l accepted, though I tried hard. But it was a good functioning work relationship with 

95 them. I became more confident and spent a lot more time with my friends, and did more things 

96 that interested me. I felt so relieved after ending the relationship that I could make the decisions 

97 for me. Though I didn't enjoy drinking, and very seldom had the odd drink, I went every 

98 Saturday out to the bar with my friends to dance, which I loved to do. It was there that I met my 

99 future husband , though I wasn't looking for a serious relationship at the time. I felt liberated and 

100 the most confident that I had ever been, and as the successes in school continued and I was able 

101 to realize my dream of becoming an Animal Health Tech I was quite happy. 

102 

103 FAMILY 

104 

105 What I remember of my childhood is more vague in spots where I had difficulti es. I remember 

106 my mother as not being precisely a bad mother, but not being there for us much either. I now 

107 know that she had issues and problems of her own that she was trying to resolve . I had a younger 

108 sister who in later years I ended up tormenting quite a bit. I would tease her by not letting her 

109 past areas or tickling her or holding things out of reach. Nice sibling stuff. I guess that it was a 

1 10 way of me trying to feel superior over someone as I felt so inadequate. 

I II My father was the one who I always sought for attention and love. I would become despondent 

112 if I discovered that he had left overnight for work for a week or more. He was always so loving 

1 13 and great to play with. Always a wonderful Dad. 

1 14 When I was about 8 yrs old, a good friend of the family and her daughter moved in with us 

115 temporarily, as she was moving from Vancouver island and needed a place to stay. She was 

I 16 much stricter than my mother, and at first we welcomed that support and guidance and structure 

117 that she provided. The house was clean, the beds were to be made so on so forth . We were a 

11 8 middle class family and now we looked the part . 

I 19 One day I came home from school and my parents asked my sister and I to sit down. They then 

120 told us that they were getting a divorce and that my mom would be leaving that day. I remember 

121 watching my mom load up the van with a feeling of di sbelief. I did not see her for two years after 

122 she left. I can remember feeling gui lty because I couldn 't remember exactly what she looked like 

123 or sounded li ke. 
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124 So the family friend just stayed. She and my father married a year or so later. I now had an 

125 older sister who was extremely popular, pretty and talented. I was a little thorn in her butt of 

126 embarrassment, though she didn 't treat me all that badly, I embarrassed her with my presence. 

127 At first it was wonderful having my new step mom. She was so put together and supportive. 

128 Unfortunately we think completely different. When I did things a certain way she would correct 

129 me to her way, even if they came to the same result, with the same amount of time or energy. In 

130 puberty I began to resent her strictness (well what teen doesn't) and was resentful of my fathers 

131 whole hemied support of her. 

132 My father fell when I was about 10 yrs old, and struck his head against a metal train car in the 

133 middle of the night. As no one saw him do this he eventually got up on his own and went to bed. 

134 The next morning he was very ill and so they sent him to a hospital which misdiagnosed him. No 

135 one realized he had fell. So they sent him home on a plane. He went into the hospital here the 

136 next day at my step mothers instance and spent a week there. He had fractw-ed his skull nearly in 

137 half and had a lot of brain damage. The next year was spent in a lot of rehab, and with 

138 workman's compensation board trying to get a settlement. Eventually he received a pension, as 

139 he is unable to work as his balance is very unsteady, he has constant migraine grade headaches 

140 and cannot taste or smell. It was hard adj usting to the "new" dad, who was not as patient as he 

141 had been in the past and who we could not wrestle with like we once had. 

142 I was an extremely gawky tall and thin young teen. Despite the fact that I ate like a horse all it 

143 did was shoot me up taller. I wasn 't consciously trying to gain weight, just had a big appetite. I 

144 also had eye glasses, and was very clumsy. I was also one of the youngest in my class. All of this 

145 combined to make me feel physically unattractive. 

146 We had some wonderful family friends that were great. Among them were the Parkes, that 

147 would take us to their cabin on the lake all the time. I have always felt wonderfully comforted by 

148 this family. 

149 As the years went on the tension between me and my step mother increased. We fought almost 

150 daily. Though I was not a "problem child" - I did my chores, did well in school and did not do 

151 "bad" things such as stay out late, destroy property, steal things or other typical naughty behavior 

152 I was rebellious and would spend hours in my room by myself. I was pretty disrespectful in a 

153 subtle way - for instance I would never dream of swearing at my parent, or near them for that 

154 matter, I was not happy with her authority and I made that clear. 
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ISS My step mom began telling me that I was to call my mom Barb and her mom. She said that my 

156 mom didn't love me. I was scared to spend time with my mom as I felt that I was unloved , and 

157 therefore clung to my step mom more, which is what she wanted, the security in knowing that 

158 she was loved. I once was playing with a child that I didn't know and had just met on vacation 

159 and when I referred to my step mom as "mom" she made a comment that she didn't look much 

160 like me (I am nearly 6 feet tall, my step mom is 4' 9") and I said that she wasn't my real mom. 

161 My step mom overheard and I got in big trouble for saying that. She was really insecure with 

162 herself and had to always portray the perfect family, like everything was always perfect. 

163 When I started grade 8 I was deeply troubled. I didn't want to leave my bed, or do anything. I 

164 was sad and crying all the time and was had a very negative self image. My family Dr diagnosed 

165 me with depression and started me on medication. I had many low times where I considered or 

166 half heartedly attempted suicide, it was with me in every thought. I made a will of sorts and 

167 planned my death out many times. I never quite had the guts to pull it though, took some pills a 

168 couple of times, but not enough to make me ill. I planned to go into the bush and starve slowly to 

169 death (quite the melodramatic and not so fun way to go) but my parents came home early and so 

170 I had to unpack with them watching and thinking what the heck is going on. They tried then to 

171 get me to see a physiatrist, but I refused. So the Dr continued to monitor my drug dosages. Near 

172 the end of Grade 10 I was able to stop medication. 

173 My parents were at a loss to how to deal with me. My step mom insisted that I was not 

174 depressed, that I was just trying to get attention. When she found out I was suicidal (a comment 

175 I made in school was brought to a teachers attention) she guilted me by saying how much I 

176 would hurt my father if I did that. As he was already pretty sick that was the last thing I wanted 

177 to do. HUitful, but effective nonetheless . 

178 When I was a month away from completing my AHT training my step mom was expecting a 

179 visit from a friend in England. She gave me the option of living on the fold out couch downstairs 

180 so that the friend could have the room or I could move out. I think that it was a big shock for my 

181 parents when I said that I would move in with my boyfriend, as I had always just sucked it up 

182 with whatever they asked me to do. I may have been pouty, or grouchy, but I always did what 

183 they wished. I have always been caught in the trap of wanting to please my parents so badly, and 

184 never feeling like I ever have completely pleased them, it is like a lock that I just can 't find the 

185 right key for. My sisters have always seemed to be more the apple of their eye. My older, so 
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186 popular and well liked, a dancer who became a pageant runner up. My younger sister who was 

187 extremely good in school, who needed my parents always ( I was always independent and 

188 wanted to figure out how to do things on my own without a lot of guidance from them). I felt like 

189 the odd one out always, and was glad to leave the home at 19. 

190 Out of the frying pan into the fire. Sonny and 1 had a lot to get used to in each other as we came 

191 from pretty different backgrounds. The first month was pretty much non stop yelling at each 

192 other. Nearly called it quits several times, but I realized that as big of a pain in the butt as he was 

193 being, he was still behaving fairly. No belittling, no hitting, no forbidding. We hung out with my 

194 group of friends often, and I could maintain my life outside the relationship. It was my first 

195 really healthy, honest relationship, and it is far from perfect, but I don't know of anyone that has 

196 the perfect relationship. 

197 I was determined to stand up for myself in this relationship. Sometimes things that he would 

198 say or do would be taken harder that what they were meant because of the baggage from my 

199 previous abusive relationship. We hung in there and moved from our first apartment to a 

200 basement suite. While living there he proposed on my 21 Sl birthday. It was a safe bet - I was 

20 I eager to cement our relationship. We decided that it was a good time to move into buying rather 

202 than renting so that summer we moved into our first home. The following spring we were 

203 married (I was 22, he 26). We have had our share of fights over the years, once he locked me out 

204 of the house because I made him walk home from the corner as he was a bit worse for drink and 

205 was insulting a friend. And I was rather insecure with my feelings and so was quite needy and 

206 demanding for his affections. Over the years we have learned that men and women have quite 

207 different ways of communicating and just because the one isn't doing things the way you would 

208 that it doesn 't make it wrong. We have mellowed too, and instead of my short bursts of temper 

209 resulting in a screaming fit and his slow bum keeping him from talking to me for day(s) we have 

210 learned to talk it out better. It is a comfortable fit. 

211 We decided to have a child and 2 months later I was pregnant.. Hormones are not my best 

212 friend so that strained our relationship a bit, but we got through it. After giving birth to my son I 

213 went through a bout of postpartum depression. On top of it my mother (barb) had just broken up 

214 with her partner and moved in with us. She wasn't terrific at giving me space (much needed with 

215 a month and half old baby) and ended up having a mental breakdown (turned out she has mild 

216 manic depression) and being hospitalized. 
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217 Here I need to back track a little. My mother came out to me just before we got engaged. I had 

218 already figured it out. I was, and still am, completely fine with the fact that she is gay. Heck, I 

219 don 't have problems with gay people period, and actually do a little minor advocating as well (it 

220 is wise not to announce that your cat is pregnant or bash homosexuals in front of me). My 

22 1 problem with my mother is that she is immature. She has a hard time with responsibility and 

222 tends to launch herself full throttle into new relationships, that crash and bum 6 months to 5 yrs 

223 afterwards. She has no savings, and so when relationships end she is impoverished and leans on 

224 her mother for money. 1 was a little worried when she announced that she would be moving back 

225 here just after 1 got engaged, and found that she tried to play up the "I was/am a great mother" 

226 thing. Was really uncomfortable for me, but I swallowed it for years as I didn ' t want to hurt her 

227 feelings. 

228 After my mother got out of the hospital I avoided her. I still do. Its what I do when I am 

229 uncomf0l1abie to the point of "can't handle it anymore." Not a healthy way to deal with things, 

230 but hey, I at least realize that and am working on it. 1 have since confronted her on the things that 

231 she does that are stressful for me, but it is such an integral part of who she is that 1 don't know if 

232 she will be able to change. 

233 I did meet a wonderful therapist that worked me through my postpartum, and relieved the guilt 

234 I had over "abandoning" my mother. 

235 My daughter was born in 200 I. 1 went back to work when she was 2 weeks old. Got really 

236 good at breast feeding and typing at the same time. It was stressful trying to juggle a job, new 

237 infant and toilet train a toddler, but I was blessed that the postpa11um period was only baby blues, 

238 and not a full flown depression. 

239 1 still find that 1 struggle with guilt over my mothering, and am scared that my kids will feel the 

240 same towards me that 1 have felt towards both my mother and step mother. Teen years should 

241 prove to be pretty challenging for me, 1 imagine. 

242 

243 JOBS 

244 

245 Other than babysitting my first job was at McDonalds. It was both frustrating and also 

246 confidence building. I learned that 1 could manage busy times, multitask and do a good job. It 

247 was frustrating as I often was mistreated by the customers (from being called a bitch because 
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248 there was pickles on their hamburger - which I had nothing to do with anyway) to being 

249 propositioned (was once even offered to share a beer with a homeless man up in the bushes 

250 behind the restaurant. No one stood up for me, so I had to do it for myself. I spent a year there 

251 before leaving for the SPCA where I had started to volunteer. 

252 The reason that [ had started volunteering at the SPCA was because I wanted to get into the 

253 Animal Health Tech program. I didn' t have enough experience to be accepted the first time that I 

254 applied, so this was a way to gain more to be hopefully accepted the next year. What I didn't 

255 expect was the passion that I would find for it. I spent the winter volunteering and was hired for 

256 the spring and summer. It was an extremely emotionally taxing job, and I was glad to be leaving 

257 when 1 got into the AHT program. I was burnt out, dealing with the euthanasia of animals and 

258 the realities of the public. I still kept volunteering during the time I was in school when I got 

259 chances to, but it wasn 't often as the program itself was very demanding. 

260 While I was in the second year of the program I got hired at a local veterinary clinic to work 

26 1 Sundays, which is the day that they are closed. This was a good job to teach me skills that I 

262 needed for being an AHT, but was very hard to deal with, as my boss - the vet - would give me 

263 one set of instructions, and the office manager would leave me a list with contrary instructions. 

264 When 1 confronted either of them (separately) they would say that I was to follow their 

265 instructions and ignore the others. I chose to follow the vets, as he was the owner after all. So I 

266 got some negative feedback from others for that. When [ graduated they kept me on more days to 

267 help cover for holiday time and whatnot, but then suddenly the vet told me one day that he didn't 

268 need my help anymore. I was crushed and asked to know why, and he just said that he had never 

269 promised me a full time job. I later discovered that he was trying to save money as he was 

270 building a new clinic and tried to cut almost everything to the bare bones. Unfortunate ly before 

271 the new clinic was completed and only a couple of months after I left he hung himself. 

272 So, left in a lurch I took a job as a telemarketer for a whole week. Couldn 't stand the pushiness 

273 of the business so I left that. Went by the SPCA to visit and help out and ironically a person had 

274 just left so a position was open, and I took it. With my higher confidence level and a bit more 

275 maturity I found that [ was better equipped to deal with some of the stressors in the shelter, and 

276 so managed myself better there than [ had before. [ became a cruelty officer and so had to learn 

277 how to confront people. By default [ also became the main media spokesperson so gained 

278 confidence in speaking to larger numbers of people and dealing with on the spot situations. The 
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279 shelter was great for me in that it helped me gain even more self confidence and assurance. 1 

280 knew that [ knew my stuff and could do it. [ was also viewed fairly positively by the main body 

281 of the public. It was damaging in that it is very emotionally exhausting and I encountered some 

282 negative people through it that had a big influence on how [ felt. It finally got to the point that I 

283 was glad that I had to leave the shelter, as it meant I could avoid the power struggles going on at 

284 a board level. [ was 7 Y, months pregnant when I left. 

285 When my son was about 1 '12 months old one of my teachers from the AHT program called me 

286 an offered me a position doing marking and tutoring for a distance education program to teach 

287 animal we lfare. It has allowed me to stay home with my children and still retain some autonomy, 

288 as well as bring in some additional income. 1 have been trilled with this job, as it is extremely 

289 flexible and I have a very easy going boss who I share a similar mindset and way of doing things 

290 with. It has just been confidence building in realizing that I can do this, am good enough to have 

291 this well esteemed of a job. 

292 As the kids have gotten older, I have been able to volunteer more and more at the shelter. This 

293 is very important to me, as I find it fulfil s me in a way that I cannot find anyway else. August of 

294 2003 was when I truly felt that [ "re-entered" the SPCA as I spent over 150 hours there in one 

295 month helping the animals affected by the fires that ravaged our area. Disaster work is stressful, 

296 but 1 find it an absolute blast. I have since gone to another fire this past summer, and plan to be 

297 available for future disasters. I do help in other areas, fundraising and the like, but my main 

298 passion is for the disaster work. 1 am such an adrenaline junkie. 

299 

300 

30 1 HEALTH 

302 

303 I have struggled with depression since [ was 13. Not a whole lot of fun, but at least by now I 

304 am fairly used to the routine and know generally when I need help. May come as a bit of a 

305 belated realization (hey, life has been really sucking for the past couple of weeks, I need to see 

306 the Dr.) but at least I catch things within the month. My depression tends to be SAD, so I try and 

307 catch as much sun as I can. 

308 [n 1994 I was diagnosed with Irritable bowel syndrome. Over the years [ have had just about 

309 every test known to mankind, and they still have not found anything to counter that diagnosis. 
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310 However, it refuses to be just normal typical TBS, and so I now have to go back to the specialist 

3 I I based on my most resent tests. (I have been having a lot more bleeding over the past couple of 

312 years, and over the last 8 mnths have been having melena and other bleeding from higher up. 

313 have just had a blood test come back that shows that my red blood cell count is low.) 

314 During the fires of 2003, my husband found a breast lump. It grew to about the size of a golf 

3 15 ball in two weeks. Thankfully after a couple of biopsies it has come back as non-cancerous, but 

316 they can 't tell me what it is. It isn 't a cyst or fibroadenoma, which are the two common non-

3 17 cancerous breast lumps, so for me it is again something that I obviously have, but they don' t 

318 know what the heck it is . 

319 

320 CONVERSION SYNDROME 

321 

322 In the spring of 2003 I was feeling pretty dam good. I went to a conference in reno, taking a 

323 journey by plane for the first time solo. I was happy, excited and confident. Plus I had a great 

324 time and learned a lot. When I was there, I experienced some dizziness, like the floor was 

325 moving or shaking. It was odd, and I even questioned a few people to see if they felt the same 

326 thing as we were on a floating floor, but it was only myself. When I got back the dizziness 

327 increased dramatically. I assumed it was an inner ear thing and went to the Dr, as I could not 

328 even drive at this time. My Doctor prescribed some pills to help with the extreme dizziness. I 

329 found it extremely difficult to concentrate and was misspelling words and reversing letters every 

330 3 word or so when [ typed. My hands started to shake as well. 

33 I A few days later [ suddenly began to stagger. It freaked me out, as I could barely walk. 

332 So when my husband came home we went to the walk in clinic. The doctor there was pretty 

333 perplexed, and referred me to a neurologist. When [ went to the neurologist he examined me, and 

334 then booked an MRI. But he said that he didn ' t really think that there was anything wrong as 

335 both my sides were equal in reacting. 

336 [ went home, very frustrated. [ could barely walk, couldn't drive or do many other things 

337 that I was used to doing. I could barely type, couldn't do my crafts, and even had a hard time 

338 writing. The MRI (which originally was supposed to be a 2 week wait) ended up not happening 

339 for 7 weeks. At about the 4 week mark I went to my regular doctor, as my quality of life right 

340 about then sucked, and begged for some help. He sent me for a CT which showed nothing. I was 
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341 also having daily migraines, and was taking T3's to control the worst pain (usually one every 

342 other day) 

343 Over time I began to slowly improve on my own, I got the hang of walking with the tremors, 

344 and though still hard, could type and write. Driving was still out of the question. When I had tlie 

345 MRI I went back to the neurologists. He confronted me and my husband (he even kicked me out 

346 of the room) and asked what major trauma I had gone through in my childhood to cause this. r 
347 was perplexed, and he said that there was nothing wrong with me, just like he had thought. He 

348 sold me a book to read on the migraines (which helped me immensely, and I got them under 

349 control) and he placed me on Paxil. 

350 It took a good couple of months before I slowly recovered. There was no sudden improvement 

351 with the paxil , things just continued to improve, as they had started to before r had the MRI. I felt 

352 guilty for wasting so much time and having caused my loved ones to worry. I also felt anger at 

353 the way r had been brushed off. 

354 I stayed on the paxil for a year, increasing the dose to deal with my SAD over the winter, 

355 which was really bad with the combo of me feeling guilty, nuts and stressed out from all the 

356 action. Weaning off Paxil was hell. I ended up having horrible zaps and really bad suicidal 

357 thoughts. I am glad to be off it. 

358 I still have problems with shaking hands and the occasional stagger, particularly when r am 

359 tired . I did see the therapist that I had seen after my son 's birth, and she helped me get over some 

360 of my anger and frustration that I had with myself and the doctors. It is still there, but isn't as 

361 much of a wound anymore. 

362 Its not that I don't want to be well , or that I want something wrong with me. I would dearly 

363 love to never have to see my doctor again except to bring the kids in for routine exams. But I 

364 hate that I have all these symptoms that end up to be "nothing". It makes me feel like I am 

365 wasting people 's time, and taxpayer money. If it could just be something harmless, but less 

366 ambiguous (as in your breast lump is just a cyst, or just regular depression) then 1 would feel a 

367 lot better. For some reason I can ' t be "typical" and so they end up having to run tons of tests and 

368 then .. .. nothing. I now hate going to the doctor, and delay going there as much as possible. I feel 

369 like he views me as a whiner, or as a hypochondriac, and does not take me seriously. It took me 

370 7 months before I called for an appointment about the melena. I just want to be healthy, or at 

371 least be ab le to do something about the things that I do have. 



372 

373 Well, thanks for listening, quite the read eh? 

374 

159 


