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Abstract

Body and body image have long been studied in psychoanalysis and also the most recent brain imaging studies have
focused on this important topic. These studies are particularly important for Eating Disorders (EDs) and for body
image disturbance in eating and weight disorders. The central core in the psychopatology of EDs are overvaluation
of body and shape concerns, low self-esteem, body dissatisfaction, its correlation with the internal world, attachment
insecurity, and a distorted development of the Self. Food and fasting are not just techniques for modifying the own
bodily-self, but also ways to change the own state of consciousness, to “feel something”, to gain the own perception
of self. In fact EDs, and in particular Anorexia Nervosa, are not only a constellation of eating symptoms, but they are
underwhelmed by deeper and rooted disorders of the Self or the personality. This concept is particularly important
for the therapy of EDs: psychodynamic psychotherapy, in particular, is not focused on the symptoms of the disease,
but, through the embodied simulation, the intentional attunement, the central role of the therapist, the mirror neurons
and the virtues of the therapist, is centered on the creation of a solid therapeutic relationship, through which a new
and mature identity can be acquired, replacing the false-self of the patients with EDs. Another important topic, in
particular for EDs’ therapy, is the resistance to treatment, because patients with ED have an inner ambivalence
towards the illness: eating symptoms produce discomfort, but they also mask the inner conflicts that occur during the
illness. The shared implicit relationship between therapist and patient is the fulcrum of the change, representing in the

hic and nunc a meaningful intersubjective encounter of the self with the other.

3.1 Introduction: The body from phenomenology to the neurobiology of
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intersubjectivity

The lived body (Leib, according to Husserl’s terminology [1]), compared to the physical body (Korper [1]), is at
the center of the concepts of self-consciousness and intersubjectivity [2]. Self-conscience does not only consist in
knowing an external object, but in getting back it in its own experience. The impression that the body receives from
contact with the world produces the feeling of its presence in the world (“ipseity") and without this perception no self
is possible. Intersubjectivity is based on the direct perception of the emotional nature of others, and the perceptual
bond with each other is realized through identification with the body of the other. So intersubjectivity is the
intercorporeality, by which we recognize the other as similar to what we are [3].

The model of embodied simulation (ES) [4] is the result of evidences about mirror neurons and constitutes
one of the most significant aspects of intersubjectivity understood as “intercorporeality”, decisive in recent
studies on the factors of change in psychotherapy [5].

The concept of ES is part of the interactionist theory and of the intersubjectivity’s theory [6] (importance of
social relations) about the significance [7]. The body is the major source of significance, since it not only
constitutes the experiential aspects of interpersonal relationships but also their linguistic representations.
Reconceptualization of intersubjectivity, as well as resulting from the convergence of recent psychoanalytic
developments, [8-9] is also, above all, the result of recent neurobiological acquisitions.

Brain imaging studies confirm neurodynamics as a basis for psychodynamics [10], useful to redefine the self not just
as self-consciousness, but rather as a result of the relationship with the environment and hence with the Other.

The intersubjective approach moves psychoanalysis from a mono-personal psychology to a bi-personal psychology,
based on the recognition that the most important and efficient aspect of clinical work is the exchange of two
subjectivity from which arises "an unpredictable material co-created”[10].

The study of the neural bases of our ability to be connected to others’ interpersonal relationships gives further
empirical value to the model of intersubjectivity. Through the intentional attunement, "the other" is much more than
a different representation system: it becomes a bodily-self like us. The results of neurobiological research on mirror
neurons suggest that "when we look at the emotion and feelings of others, an important aspect of intersubjectivity is
the re-use of the same neural circuits on which our emotional and sensory experiences are based ” [6].

The theoretical assumptions of this development are undoubtedly recognized in Sullivan's interpersonal approach,
but even more evident in Adler's Individual Psychology (IP) [11,12]. In addition to the claim of self-affirmation, the
other fundamental element of psychic life, according to the Individual Psychology, is the social sentiment/social
interest: the primary affective-social bond that determines a "necessity" of cooperation and emotional sharing with

peers.

3.2 Disturbance of body image in Eating Disorders

3.2.1 Body Dissatisfaction and EDs



Defining Eating Disorders (ED) on purely behavioral issues can not only be reductive, but even misleading
as far as therapeutic interventions are concerned. It appears more clinically useful to focus the disturbance on the
body image, since patients present a hyper-identification with their own lived body.

At the basis of ED symptoms there is a deep distortion of the perception of the size of the own body, which
is mistakenly evaluated as too heavy and perceived as uncomfortable [13]. Subjects feel fat in relation to their
whole body, even though in many cases a part of the body is perceived in a particularly distorted way:
usually the abdomen, the buttocks, the thighs.

Body dissatisfaction (BD) is an important risk and perpetuating factor [14-16] in EDs and is related to the
core psychopathological element represented by an overvaluation of body and shape concerns [17]. In the
adolescent population, the rate of BD predicts the development of EDs [18]. Heightened BD has been also
correlated with an earlier onset in anorexia nervosa (AN) [19]. It also predicts relapse after discharge in AN
[20] and can persist altered in recovered anorexic women [21]. Indeed, depressive symptomatology [22] and
low self-esteem [23] play an important role in increasing BD, both in EDs [24] and in the healthy population
[18].

3.2.2 Body Dissatisfaction in relationship with ED symptoms

The tendency to negate the disease complicates the perception of body and of the body image. Subjects with
EDs at the initial stages of their disorders often deny the disease and claim to be well in spite of the state of
starvation, to the point of not being aware of thinness, hungry and fatigue. Sometimes the severity and persistence of
perceptual distortion can constitute a disorder of body dysmorphism and may take on the features of somatic
delirium, requiring targeted treatments.

The fear of gaining weight in subjects with this disorder puts a powerful correlation with internalized body image
and dissatisfaction of the own body. Many patients decide to lose weight following comments from friends or
schoolmates or as a result of emotional disappointments (life events) or during periods of life where
responsibilities increase (fear of maturity). Nevertheless this is a pathological fear, not justified by the effective
weight or attenuated by a weight loss. The rigid diet then becomes a self-maintained behavior and becomes a
constant psychophysical commitment throughout the day. At a rational level there is the conviction of achieving
serenity by losing a certain percentage of their weight, but losing weight accentuates the desire for thinness and
ascetic non-finalistic tendencies, so the goal is constantly and consistently retrograde downwards as it approaches
[25].

The alteration of body image is therefore cognitive-affective and often requires targeted interventions (eg:
mirror exposure therapy). It may also be maintained by both trait alterations (endofenotypic) and state alterations
(linked to malnutrition) in neuropsychological functioning (cognitive rigidity, thinking polarization, loss of

abstraction and problem solving skills) [26].

3.3 Body Dissatisfaction and its correlation with the internal world and the meanings



of Anorexia Nervosa

The disturbance of the body image is accompanied by an altered interoceptive awareness (IA) which represents a
deep confusion in discriminating body sensations, feeling and emotions. It is strictly related to personality
immaturity, depressive feelings and perfectionism [27,28] and leads to great difficulties in discriminating hunger and
satiety.

Eating symptomatology has a sort of adaptive function for those who suffer from AN. The alteration of body
perception and consequent eating symptoms represent the attempt of subjects with AN of managing with a
deep anguish and struggling emotions that they are not able to copy with, and thus they “move” on eating
psychopathology. Few studies to date investigated the relationship between the reported meanings of AN
and patients’ clinical characteristics [29].

Marzola and coworkers [29] showed that AN may have three main deep meanings. The first is an
intrapsychic meaning, intended as a search for a new identity, self-control and expression of control/power; it
appears to be associated with a strong drive for thinness and a personality characterized by an low self-
directedness, suggestive for a fragile identity. The second is a relational factor, namely the illness becomes a
way to be recognized by others, it is associated with impulse regulation and low self-directedness. The third
meaning of AN appears to be the avoidance of negative feelings, emotions and experiences, it is associated
with an higher number of hospitalizations and with an elevated harm avoidance. Given the ego-syntonic nature
of AN and the adaptive function of this disorder, the understanding of different perspectives that therapists could
refer to, and patients could identify with during the therapeutic process is an indispensable part of treatment to
discover the individual meanings of the disorder [30].

Finally, a psychopathologic element that plays a central role in AN is anger. Anger is a powerful emotion
that subjects with ED often are not prepared to manage. It represents the reaction to both the sense of
confusion, inadequacy and impotence they perceive in their inner world, and the sense of constriction,
disengagement, neglect they perceive in the relationships with significant others. Anger is better managed by
individuals with greater character strength which is related to better integration of the self [31]. In the treatment of
patients with bulimic symptoms, binge-eating is related with Trait Reactive Anger and Anger Expression which are
fully mediated by Cooperativeness. Thus relational dynamics and temperament are particularly central in the

expression of BN core eating symptoms [32,33].

3.4 Body Dissatisfaction and distorted development of the self

The relationship between body image disturbance and eating habits is obvious, but more complex than it
seems. The eating habit fills the lifestyle, becomes the self, the whole personality of the subject [34]: food
and fasting are not just techniques for modifying the own bodily-self, but also ways to change the own state of

consciousness, to "feel something™, to gain the own perception of self [35].



Recent studies [36] confirm that dysfunctional aspects of the self (Winnicott’s “false-self”) [37] cause
resistance to treatment in patients with EDs [36]. Patients with ED have a particular inner ambivalence
towards the illness: eating behaviors produce psychological discomfort but, on the other hand, they
dangerously mask the inner conflicts that typically occur during the illness.

It is for this reason that these patients exhibit marked aspects of egosyntonia together with poor awareness of
the disease, further contributing to the occurrence of resistance to treatment. Thus, a vicious cycle of
resistance to treatment is thus formed and it is reinforced by “contaminant emotions” [38]: conscious and
unconscious meanings of body image disturbance, family dynamics, countertransference and therapist’s
reactions, anger and aggressiveness of the patients and in his/her environment [36,39].

This vicious circle should be considered when choosing the therapy in patients with EDs. In particular
psychodynamic psychotherapy is not only focused on the symptoms of the disease, but, through the
embodied simulation, the intentional attunement and the central role of the therapist, is centered on the
creation of a solid therapeutic relationship, through which a new and mature identity can be acquired,
gradually replacing the false-self of the subjects affected with AN. Since resistance can be also considered as
a regulator of the therapeutic relationship, therapists should address this issue being aware of transference
and countertransference, meanings of symptoms, patients’ narcissistic vulnerability, interpersonal dynamics

and resistance to treatments, and carefully managing their own emotions in addition to patients’ ones [39,40].

3.5 Body dissatisfaction and Attachment Insecurity

A growing body of evidence supports the observation that an insecure attachment plays a central role in the
development of mental disorders and that a treatment aimed on enhancing attachment security may improve
symptoms and psychopathology [41]. Strong literature data show that an insecure attachment style [15,42-45]
and also affective temperaments [33] are implicated in the pathogenesis of Body Dissatisfaction (BD) in
general and in EDs in particular. Although it has been proffered the hypothesis that a constellation of
personality traits may explain both attachment insecurity and BD in EDs, it has been shown that attachment
insecurity, need for approval in particular, are related to BD in EDs, independent of the patient's personality [46,47].
Clinicians should focus on attachment concerns in any type of ED presentation because of the primary role played by
attachment and need for approval in the therapist—patient relationship [48]. It is crucial to consider the important
effects of attachment insecurity on psychotherapy prognosis [49] since it can reduce the ability to form and maintain
a trusting relationship with a psychotherapist [50], and this issue may be especially important in the patients with
EDs.

Attachment insecurity represents the common root between body image development and the development of the
self. The experience of maternal love during childhood is a neurotrophic factor on the GM volume of many brain
areas involved both in attachment and in the construction of the self. Non-secure attachment is a core feature of
anorexia nervosa both at psychopathological and neurobiological levels while the feeling of anger towards the

caregivers have opposite effects on brain areas [51].



3.6 The self and Anorexia Nervosa

Patients with AN often experience problems of alexithymia, that is difficulties in recognizing and manifesting their
inner experiences [52-54] and consequently building and creating a personal narrative [55-57]. This problem can be
attributed to a deficit of the self, as Hilde Bruch argues [58]. The self has multiple roles since it coordinates various
functions on the affective, cognitive, social and sensomotor levels in dialectics between the inner and outer world
[59]. There are many overlapping areas between Self and personality [60], including the identification of
predictive factors and responses to treatment [61]. Adler’s thought anticipated this observation: in Individual
Psychology the Self and Personality are coincident [11,12].

The self is the connection between intrapsychic and interpersonal activity. It is the foundation of human motivation,
knowledge and individual relational ability. This can be defined as “ the integrative function of the self”, and it seems
to be compromised in subjects with a diagnosis of anorexia nervosa.

The self also involves a temporal concept, which goes beyond the synchronic dimension of identity: in fact it
describes the ongoing experience of self in the world in relation to the others as it evolves lifelong in each set point of
the life cycle (diachronic dimension of self) [62]. It plays a key role in maintaining Anorexia Nervosa, starting from
the troubling experience in adolescence and lasting beyond the food pathology’s resolution [63].

Along with Winnicot’s conceptualization of the “false-self”, Hilde Bruch [58] argues that it is the basis for the
difficulty occurring in subjects with AN in discriminating between their own and their caregivers’ expectations and
needs. This confusion involves body sensations (e.g. hunger) leading to serious difficulties for these subjects to
discriminate between physical sensations and emotions (interoceptive awareness) [52].

Also the subjective experience of one’s body seems to be not integrated in ED subjects. Their body is often perceived
as stranger because it does not refer to their sense of self: it becomes an objectified self-representation
("objectification” of the body) [64-66]. The body assumes the function of a symbolic screen on which subjects with
AN display their own suffering as a “concretized methaphor” [52]. At the same time the perceived body-image
represents the only way in which AN subjects perceive their sense of confusion and helplessness denied by the
omnipotence of a life without need of food.

Alfred Adler conceives [11] the self as the “lifestyle” expressed by personality traits of the individual. These are the
stylistic instruments the individual adopts to reach his/her inner goals. In this sense the extreme personality traits
which are particularly frequent in subjects with AN (high harm avoidance and perfectionism [67,68]) suggest the
construction of rigid frameworks overcompensating the pervasive weakness of the integrative functions of the self
(low self-directedness [69]).



3.7 Eating Disorders Treatment: The self and Psychotherapy

Eating disorders are not just a constellation of eating symptoms, but are underwhelmed by deeper and rooted
disorders of the self or the personality. As indicated by a growing number of literature data, psychotherapy, and in
particular psychodynamically oriented one, appears to be particularly addressed to the psychopathological core of the
disorder [70]. Psychodynamic models consider symptoms on one hand as an expression of suffering (primary
advantage), and on the other hand as an attempt to mitigate their pain (secondary advantage). Therefore the treatment
should not be focused on symptoms, but have to be based on a solid and active therapeutic relationship.
Psychodynamic treatment should be directed towards patient’s deficits in the formation of the self, including patient’s

difficulties in understanding and integrating internal states and emotions [40].

3.7.1 The common roots of psychotherapeutic processes

The understanding of the adaptive value of eating symptomatology to a pervasive anguish due to the deficit in the
structure of the self is crucial to help clinicians considering those needs and conflicts underlying the disorder and to
plan treatment interventions and goals shared with the patients [39,40,71].

To make their self to emerge patients need to be encouraged and supported to use their own resources to change
through psychotherapy. The ability of understanding themselves and a new feeling of self-worthiness felt
approaching the progressive construction of the self provides alternative motivations and strategies to give up the
disorder [72].

The solid therapeutic relationship based on a specific therapist’s awareness of the dynamics related to embodied
simulation and intentional attunement is the necessary reparative environment favouring the maturation of a new
identity replacing the “ED identity” of the patients [45,73]. This is in accordance with the early intuition of Alfred
Adler:

“The treatment involves and transforms both the therapist and the patient”... “the attitude (of the therapist) is
essentially empathic, and represented by the late assumption of the maternal function by the therapist...to see with

his eyes, hear with his ears... feeling with his hearth...” [11,12].
3.7.2 The role of the therapist in dynamic psychotherapy of AN

As a consequence of their frail self the patients affected with AN suffer from an overwhelming, globally pervasive
sense of inadequacy. Only by becoming partakers of treatment they can achieve differentiation of their self from
others, recognise their bodily sensations and emotional states, and go beyond the helpless passivity, submission and
hateful of indiscriminate negativism.

The traditional psychoanalytic setting may represent a despairing re-experience of inadequacy. They can experience
that ""someone else knew what they were trying but they themselves do not know it or do not feel (...). Insight for them

was just another “thing™ had passively accepted by their therapist but then depreciating it as if it meant nothing”



[58].

Approaching to AN patients then, the task of the therapist is not so much interpret the symbolic meaning of
symptoms, as to help and encourage the patient to face his/her life, past and present. “The problem now is to find out
their genuine self - what is the truth in them, from a careful consideration of the false self ”* [58]. According to the
need of an active involvement of the patient, at the beginning of the treatment it is useful a brief explanation on the
sense, at the time as the most general meaning of the disease. In order not to further undermine their self-esteem
therapist can only hint at the "reparative™ function that symptoms of malnutrition exert, and how it interferes with
their psychological processes. Being tuned to the more subtle distortion of their sense of reality, the therapist may
encourage, without being judgmental, the necessary revaluations. For many patients the therapy is the first
experience to be listened as worthy of attention, instead of receiving an interpretation of their feelings and of the
meaning of their communications.

The main therapeutic focus must then move from the content and/or interpretation of deficits and deep conflicts to an
emphasis on the relational interaction "here and now" to contain immediately the patients’ deep discouragement,
even if hidden. The base deficit of the anorexia nervosa, resulting in the deficit of self-concept, is recognized in the
lack of encouraging responses to implicit and explicit requests originated from those “good girls” [58]. This
formulation promotes a new process of care with an emphasis on encouraging autonomy and initiative in the patient.
It is therefore essential to redefine the role of the therapist. The therapist needs to tune to the failure of their intra-
psychic experiences, their dysfunctional ways of expressing organize and define their needs, and their emotional
confusion in relating to others [47]. The therapeutic relationship is an attempt to correct the defects and cognitive
distortions, as well as the sense of dissatisfaction and inadequacy that these patients perceive from their self which is
empty and unfinished, and then forced into a general sense of powerlessness, corrected by a grandiose “live without

eating or rather die!” [9].

3.7.3 The process of encouragement is the heart of the change in psychodynamic therapy with AN

The strategies of encouragement configure a set of cognitive-affective processing, attitudes and ways of being, doing,
and thinking of the therapist characterized by his trust towards the patient. If the therapeutic relationship is the core
engine of clinical intervention on girls with AN, the process of encouragement represents the heart of the therapeutic
relationship [9,58]. In light of the inconsistence of the self in AN patients, therapists’ attitude vicariates the deficit
function which permits to face and copy with life challenges, otherwise named “courage”. Thus for subjects affected
with AN the therapeutic work is not so much in the "dig" in the unconscious of mind, but in building a dialogue full
of empathic involvement, which crosses the experiential world of both the patient and the therapist and it is able to
produce an encouraging co-transfert related to the reciprocal organizing activities of both subjects.

The discovery of mirror neurons put the therapeutic process under a totally new light. It is now clear that there is an
implicit, unconscious mutual imitation between therapist and patient, and it is responsible for the process of change,
in a more substantial way than the verbal intervention itself. The therapeutic relationship is therefore characterized by

continuous and reciprocal unaware embodied simulations between patient and therapist. It is likely that the



simulation by the patient of the expression modified by the therapist of his/her experience, through intentional
attunement, performs regulator therapeutic functions. The model of embodied simulation [4,5] is important for
psychotherapy for several reasons: it provides a unified account of preverbal aspects of interpersonal relationships
that probably play an important role in the construction of the self, contributes to new definition of
psychopathological processes and especially reveals ability to analyse from a different perspective, the specific
dynamics that characterize the pre-verbal interpersonal psychotherapeutic setting. These acquisitions on the
development of the self as a neuropsychodynamic process [6,10] encourage a special revision of psychiatric
treatment especially in resistant patients. Many aspects of treatment resistance appear to be related to the therapist's
emotional attitudes [39,48,74].

3.7.4 Empathetic comprehension as the core of the process of encouragement

The main goal of the therapy is to build a relationship that will allow security while promoting intimacy, based on an
attitude of acceptance toward the patient and trust in his/her ability to change. Special attention is given to the
understanding, on the part of the therapist, the quality of the transference. From a relational point of view the aim of
transference analysis is to modulate autonomy and dependence, discouraging regressive attachment and idealization.
It is therefore in the empathic understanding, resulting in the empathic process, which rank the main drivers of
change.

The process of encouragement may be viewed as a progression with different phases: a) the therapist in the accepting
listening attitude consents a controlled contagion driven by embodied simulation from acts, anger emotions,
defences, ambivalences, resistances of the patient; b) he "metabolizes” the emotions of the patient accepting them
empathically as they are; c) the elaboration of the patient’s transference, of the therapist's countertransference, and
especially of the meta-countertransfert [75] induces in him answers (emotions, enactments, content words and
prosodic tone, gestures) which are modulated by his/her self, possibly complementary to those of the patient and
eventually able to infect her; d) if the therapist is not discouraged in his empathic firmness the patient, sooner or later,
copy and active on these moments his/her embodied simulation; €) patients may manifest intentional attunements
leading to meeting moments bearers of change [9,76-78]. Empathic understanding - based on embodied simulation
and intentional attunement - is therefore the emotional context in which the affective present moments become
moments of meeting: these interactions make the experience of being heard which would need above all the AN
patients [58]. They will finally represent implicit models, that become part of the implicit procedural memory, which
are fundamental agents of development of the self and of change [5]. The willingness to listen in the sense of Bruch
[58] allows to perceive and modulate the quantum of closeness/distance that at the moment the patient is able to
tolerate without re-activate the regressive defence mechanisms represented by symptoms. Fundamental in this
process is the concept of meta-counter-transfert that comes from Michel [75]. It consists that the therapist “although
plagued by despair angry and destructive of the patient is able to recognize and accept these emotions in himself,
and suffer, but to use these emotions in favour of the change in the patient ... and not in a competition or an

aggressive avoidance ...”.



In a patient suffering from AN naturally forced to perfectionism, psychotherapy is an opportunity to test new creative
self-esteem: the therapist lives her as a person worthy of attention, commitment, concern and autonomy within an
optimal relational involvement amending both. This empathetic transmission of trust in a person affected by
suffering, loneliness and frustration re-activates the creative self to take care of herself [12]. Often to the sick AN
women this is, after many years, their first experience of receiving listening and attention to "those who are", now
and there, instead of receiving an interpretation about their feelings and communications [58,79].

Anorectic patients, as has been said above, have a profound feeling of being worth nothing [58] and an extraordinary
propensity to perfectionism [80].

In the “moments of meeting” therapist and AN-patient meet with the regressive deficit, the "secret force™ which
argues Seidel [81]. "Only if the patient feels to be not punished for those wrong compensatory goals, only if he is
implicitly provided a model of acceptance of his self to forgive himself that he was once so weak from having to
orient his life toward perfection, he may give up to those fictitious destinations that require his depression. Forgiven,
he can forgive himself* [81]. In the therapy patient’s authentic experience of the deficit along with his therapist
gradually corrects the per-version to a con-version of the instances of care of himself, which are so severely
compromised as studies on attachment are confirming [44,82].

The cornerstone of the theory of Bruch for AN was to accept the potential insecurity. All AN patients are eternally
concerned about the image they have created in the eyes of others, they have an attitude of basic distrust towards the
relationship with others and carry on the conviction that all look at them with contempt and distrust even though the
“real” others do not. This is the internalization of a “judging other” and they have to protect against this. Patients
need to perceive that focused and alive attention is rewarded with what they have to say and to share. The contact
with AN patients involves the therapist in an experience which is quite different from conventional psychotherapy of
other diseases because the AN patient is getting away from the contrasts that fuel the possibility of change, the
essential focus of the therapy, while the body is consumed further. The AN chronic patients do not accept the
treatment as a defining force in their life and fictional adherence to treatment is the most dangerous of resistance
reinforcing the fictional self of the patients. The agreement between the therapist and the patient with chronic AN
must keep in mind these contrasting perceptions that require a fundamentally different model. Most patients want to
free themselves from the tyranny of the disease, but in the end, they will seek constantly to avoid change.

The ability of the psychodynamic therapist is crucial in fostering an attitude of hope in the patient, despite the
constant threats of denial and despair. It takes more than a set of technical knowledge, the acquisition of a number of
virtues - attitudes of mind and heart - that are embedded in the character and personality of the therapist. Brenner and
Khan [83] explore these “psychodynamic virtues”: thin and requesting empathy, ability to accept and confirm,
curiosity and confidence with the underlying meanings, humility in the face of uncertainties and ambiguity, openness
to transference involvement, ability to feel rewards and satisfaction for little things more inherent development of the

therapeutic process than its results.

3.7.5 The counter-attitude of the therapist between excessive zeal and discouragement



The continued efforts of the therapist to understand this strange and perverse disorder in people who want to live
without eating, and sometimes rather die can cause over-reactions that depend on the intense emotional activation in
the therapist, with alternating excess of zeal or loss of commitment and patience, and even aggression and rejection.
One of the main factors that complicate the psychological treatment of AN is that therapists do often experience
negative countertransference stubborn and difficult to manage [47,80]. Understanding the reasons of the patient is a
means to avoid the counter-aggression and discouragement of the therapists which feeds anger and control towards
the patient [84]. The alternation between different reactive attitudes of the physician can iatrogenically increase the
evil force of AN: accomplishment vs anger and punishment; impotence vs therapeutic fury; affective caregiving vs
expulsion; contagion of despair instead of hope; etc. Treasure et al. [74] cautioned therapists that they themselves
may play a role in involuntary perpetuating the AN and unwittingly encourage hostility. This may happen when for
instance they propose with excessive insistence replenishment and when their pessimism hinders motivation for
change. Any attempt to change the food rituals, even if using a gentle and rational approach, will be seen as a request
for a leap in the dark a dangerous assault, waiver of inalienable defences. Fasting, in AN, gives moral force and
psychic, while in progressively impairs vital functions. Studies on dopaminergic dysregulation in body emaciation
confirm the "doping" effect of fasting. The verbal or implicit pressures of the therapist can make the patient
distressed and prone to a further exacerbation of the symptoms: expect the change to a patient who cannot change,
from her/his point of view on pain of death, means to reject it and attack him/her. In fact for the patient to encourage
eating is not a careful and justifiable demand for a better life. The urgency of the clinician to move quickly with these
frighteningly ill patients is understandably difficult to hold, but the risk of iatrogenia is high. The enigma of AN is, in
fact, that the symptoms that compromise the life, the body and the mind can mitigate very well the mental sufferance
related to the deficit of the self.

3.8 Conclusions

In psychodynamic psychotherapy for ED a peculiar complexity is encountered in understanding and integrating
internal states and emotions. The way patients organize their interiority and relate with the environment is relevant to
understand not only the relationship between patients and symptoms, but also the one existing between patient,
treatment, and therapist [40]. According to these premises, the treatment should be directed by the patient’s
personality [36].

Then, how can the therapist exploit for therapeutic purposes what has been evoked in him by the emotion of the
patient? It should induce the experienced therapist to implicit virtuous affective participation, instead of leaving the
therapist under passive conditions, such as an empty screen placed in front of the patient. Such participation,
mediated by the virtues of the therapist, acts implicitly, rather than through verbal expression, generating a
movement of care in the patient [85].

The healer's wound [86] is in fact the premise-condition of compassionate propensity for therapeutic action.

The change, therefore, is due not to interpretations that unveil fictitious goals, but to the deep feeling of being heard,

felt and treated as a deserving person.



Implicit knowledge and system of fictions [9], especially in the therapist, represent a crucial area, a melting pot of
empathic imitation, belonging and cooperation.

The shared implicit relationship is the fulcrum of change, representing in the hic et nunc a meaningful intersubjective
encounter of the self with the other, made possible by the developments of the therapist-patient relational history and
of the shared coding systems of meaning [85].
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