European Journal of Psychotherapy & Counselling

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/rejp20

Shift in representation and symbolisation of
affective experience: A paradoxical outcome in
therapy
Lars Henrik Kaasen Thoresen, Hans Hella Thørnquist, Erik Stänicke & John
Mcleod
To cite this article: Lars Henrik Kaasen Thoresen, Hans Hella Thørnquist, Erik Stänicke
& John Mcleod (2021): Shift in representation and symbolisation of affective experience: A
paradoxical outcome in therapy, European Journal of Psychotherapy & Counselling, DOI:
10.1080/13642537.2021.1923048
To link to this article: https://doi.org/10.1080/13642537.2021.1923048

© 2021 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.
Published online: 09 Jul 2021.

Submit your article to this journal

View related articles

View Crossmark data

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=rejp20

EUROPEAN JOURNAL OF PSYCHOTHERAPY & COUNSELLING
https://doi.org/10.1080/13642537.2021.1923048

Shift in representation and symbolisation of affective
experience: A paradoxical outcome in therapy
Lars Henrik Kaasen Thoresena, Hans Hella Thørnquistb, Erik Stänickec
and John Mcleodd
a

Clinical Psychologist, Oslo University Hospital, Oslo, Norway; bClinical Psychologist,
Diakonhjemmet Hospital, Oslo, Norway; cDepartment of Psychology, University of Oslo, Oslo,
Norway; dProfessor Emeritus of Counselling, University of Abertay Dundee, Tallaght, Dublin

Shift in representation and symbolisation of affective experience: A
paradoxical outcome in therapy
Abstract:
Defining outcome represents a key challenge for psychotherapy theory, research and
practice.The present paper uses a case study of a client with anorexia nervosa to
contribute to thedevelopment of conceptual understanding of the nature of para
doxical outcome. In this case,different sources of outcome data offered different
answers to the question of whether or not the therapy had been successful.
Qualitative thematic analysis of therapy transcriptions was carried out, using
Interpretative Phenomenological Analysis (IPA). Both the process of change that
occurred in this case, and the conflicting outcome indicators, could be explained in
terms of a model of affect elaboration. These findings are discussed in terms of the
need for caution when interpreting results from outcome measures in psychotherapy
research and practice.

Verschiebung der Repräsentation und Symbolisierung
affektiver Erfahrung: Ein paradoxes Ergebnis in der Therapie
ZUSAMMENFASSUNG:

Die Definition des Ergebnisses stellt eine zentrale Herausforderung für Theorie,
Forschung und Praxis der Psychotherapie dar. Die vorliegende Arbeit verwendet
eine Fallstudie eines Klienten mit Anorexia Nervosa, um zur Entwicklung eines
konzeptionellen Verständnisses der Natur des paradoxen Ergebnisses beizutragen.
In diesem Fall boten verschiedene Quellen von Ergebnisdaten unterschiedliche
Antworten auf die Frage, ob die Therapie erfolgreich war oder nicht. Eine qualitative
thematische Analyse der Therapietranskriptionen wurde unter Verwendung der
Interpretativen Phänomenologischen Analyse (IPA) durchgeführt. Sowohl der in
diesem Fall eingetretene Veränderungsprozess als auch die widersprüchlichen
Ergebnisindikatoren könnten anhand eines Modells für die Ausarbeitung von
Affekten erklärt werden. Diese Ergebnisse werden im Hinblick auf die
Notwendigkeit der Vorsicht bei der Interpretation der Ergebnisse von
Ergebnismessungen in der psychotherapeutischen Forschung und Praxis diskutiert.
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Cambio en la representación y la simbolización de la
experiencia afectiva: Un resultado paradójico en la terapia.
RESUMEN:

Elaborar el resultado representa un desafío clave para la teoría, la
investigación y la práctica de la psicoterapia. El presente documento utiliza
el estudio del caso de un cliente con anorexia nerviosa para contribuir al
desarrollo de la comprensión conceptual de la naturaleza del resultado
paradójico. En este caso, los resultados de distintas fuentes de datos ofrecie
ron diferentes respuestas a la pregunta de si la terapia había tenido éxito o no.
Se realizó un análisis temático cualitativo de las transcripciones terapéuticas,
utilizando el Análisis Fenomenológico Interpretativo (IPA). Tanto el proceso de
cambio que se produjo en este caso, como los indicadores de resultados
contradictorios, podrían explicarse en términos de un modelo de
elaboración de los efectos. Estos hallazgos se discuten en términos de la
necesidad de precaución, al interpretar los resultados de las medidas en la
investigación y la práctica de la psicoterapia.

Spostamento nella rappresentazione e nella simbolizzazione
dell’esperienza affettiva: un risultato paradossale nella
terapia
ABSRACT:

La definizione del risultato rappresenta una sfida chiave per la teoria, la ricerca e
la pratica della psicoterapia. Il presente documento utilizza il “case study” di un
paziente con anoressia nervosa, per contribuire allo sviluppo della compren
sione concettuale della natura dei risultati paradossali. In questo caso, diverse
fonti di dati sui risultati hanno offerto diverse risposte alla domanda se la terapia
avesse avuto successo o meno. È stata effettuata un’analisi tematica qualitativa
delle trascrizioni della terapia, utilizzando l’analisi fenomenologica interpreta
tiva (IPA). Sia il processo di cambiamento che si è verificato in questo caso, sia gli
indicatori dei risultati contrastanti, potrebbero essere spiegati in termini di un
modello di elaborazione degli affetti. Questi risultati sono discussi evidenziando
la necessità di cautela quando si interpretano i risultati delle misure di esito
nella ricerca e nella pratica in psicoterapia.
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Déplacement de représentation et symbolisation d’une
expérience affective: un résultat paradoxal en
psychothérapie
Définir un résultat est un défi majeur pour la théorie, la recherche et la pratique
en psychothérapie. Cet article utilise une étude de cas d’un patient souffrant
d’anorexie mentale afin de contribuer au développement de la compréhension
conceptuelle de la nature du résultat paradoxal. Dans ce cas, diverses sources
de données sur les résultats ont offert différentes réponses à la question de
savoir ou non si la thérapie avait réussi. Une analyse thématique qualitative des
transcriptions de séances a été pratiquée en utilisant la méthode IPA (Analyse
Interpretative Phénoménologique). À la fois le processus de changement qui
s’est opéré dans ce cas mais aussi les indicateurs d’un résultat contradictoire
peuvent être expliqués en termes de modèle d’élaboration de l’affect. Ces
résultats sont discutés en termes de nécessité d’être prudent lors de
l’interprétation des mesures d’évaluation en recherche et dans la pratique de
la psychothérapie.

Μετατόπιση στην αναπαράσταση και στο συμβολισμό της
συναισθηματικής εμπειρίας: Ένα παράδοξο αποτέλεσμα στη
θεραπεία
ΠΕΡΊΛΗΨΗ

Ο ορισμός της έκβασης αποτελεί μια βασική πρόκληση για την ψυχοθεραπευτική
θεωρία, έρευνα και πρακτική. Η παρούσα εργασία χρησιμοποιεί μια μελέτη
περίπτωσης ενός πελάτη με ψυχογενή ανορεξία, προκειμένου να συμβάλλει
στην ανάπτυξη της εννοιολογικής κατανόησης της φύσης του παράδοξου
αποτελέσματος. Σε αυτή την περίπτωση, διαφορετικές πηγές δεδομένων
σχετικά με την έκβαση προσέφεραν διαφορετικές απαντήσεις στην ερώτηση
του αν η θεραπεία υπήρξε επιτυχημένη ή όχι. Πραγματοποιήθηκε ποιοτική
θεματική ανάλυση των απομαγνητοφωνήσεων της θεραπείας, χρησιμοποιώντας
Ερμηνευτική Φαινομενολογική Ανάλυση (IPA). Τόσο η διεργασία της αλλαγής που
έλαβε χώρα στη συγκεκριμένη μελέτη περίπτωσης, όσο και οι αντιφατικοί δείκτες
αποτελέσματος, θα μπορούσαν να εξηγηθούν με βάση ένα μοντέλο επεξεργασίας
συναισθήματος. Τα ευρήματα αυτά συζητούνται ως προς την ανάγκη για
προσοχής κατά την ερμηνεία αποτελεσμάτων από μετρήσεις έκβασης στην
ψυχοθεραπευτική έρευνα και πρακτική.
ARTICLE HISTORY Received 15 July 2020; Accepted 21 January 2021
KEYWORDS Illusion of mental health; Anorexia nervosa; Mentalization; Psychotherapy; outcome;

Paradoxical outcome; Affect elaborationErgebnis
SCHLÜSSELWÖRTER Illusion der psychischen Gesundheit; Anorexia Nervosa; Mentalisierung;
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resultats Paradoxaux; élaboration de l’affect
ΛΈΞΕΙΣ-ΚΛΕΙΔΙΆ Ψευδαίσθηση ψυχικής υγείας; ψυχογενής ανορεξία; ψυχικοποίηση; ψυχοθεραπεία;

έκβαση; παράδοξο αποτέλεσμα; επεξεργασία συναισθήματος

Introduction
Defining and measuring outcome represent two of the most challenging and
complex tasks of modern psychotherapy research. In this study, we discuss
a clinical case in which qualitative and quantitative data suggested different
conclusions. While the client herself described her therapy as having been
helpful, scores on key psychometric outcome measures indicated clinical
deterioration. Through an analysis of therapy transcripts, we looked at the
client’s experience in therapy as a way of helping us understand how we can
make sense of this type of paradoxical outcome. This case analysis is
intended to shed light on a phenomenon that might be quite frequent in
clinical practice, that is, a case where the therapy outcome measures indicate
a paradoxical result. For a seasoned practitioner, this might not be an
unfamiliar notion, as many patients might exhibit such patterns. However,
in psychotherapy research, there seems to be a more general perspective on
outcome that categorizes it as either good/positive or bad/negative. From this
perspective, if symptom scales show deterioration, the therapy is understood
as having been ineffective. An alternative position is to accept that outcome is
a complex phenomenon, and that change might happen through different
channels of expression and different levels of cognitive or emotional differ
entiation. For example, it has been found that as many as 20% of the clinical
population might exhibit an ‘illusion’ of mental health (Shedler et al., 1993),
which means that they might report good mental health, while actually being
distressed. Our aim in the present study was to use an intensive analysis of
a single case to explore this topic.
A mixed-methods theory-building case study was carried out, following
the principles outlined by Stiles (2007). Both qualitative and quantitative data
were analysed in order to develop a conceptual model of paradoxical out
come through intensive analysis of process and outcome in a single case. The
purpose of theory-building research is to contribute to the development of
frameworks for understanding that can be tested and further elaborated on
other cases, as well as forming a basis for studies using other methodologies.
To help us understand the observed changes in our material, we found it
helpful to drawn on the Lecours and Bouchard (1997) theory of the process
of mentalisation in psychotherapy because its explicit emphasis on how
affects are transformed from the body to the mind seemed to be particularly
relevant to patterns that the themes that were observed in this case.
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The case: ‘Lisa’
Lisa (not her real name), a young woman in her early twenties, had suffered
from anorexia nervosa since her early teen years. At the onset of what she
described as her ‘illness’, Lisa experienced two negative life events almost
simultaneously. She regarded these episodes as antecedents to her illness and
unhappiness. She went from being a spontaneous, untroubled and popular girl
with a large social network to becoming a social outcast after one difficult event
in elementary school. At the time, she felt that it was impossible for her to ask
for support from her parents as they were in the middle of a divorce. Lisa had
a hard time adjusting to life in this period. Prior to the treatment described
here, Lisa had received several symptom-focused treatments, over a span of
seven years. While these treatments had helped her to increase her body weight
and to maintain the weight after treatment, at the beginning of the therapy
described in the present study, Lisa remained preoccupied with food planning,
which dominated her social life and waking thoughts. Lisa graduated from
high school with excellent grades and had been accepted at a prestigious
university. She came into the therapy feeling as if time had frozen for her,
while other people’s lives continued. She wanted to start feeling alive after
seven years of illness, including overcoming a sense of being tired all the time.

Method
Clinical setting
The client, Lisa, received 12 sessions of therapy at a psychodynamicallyoriented outpatient eating disorder clinic. The numbers of sessions were
decided upon before treatment began, and were limited to twelve in order to
fit the time frame of the professional training being undertaken by the
therapist. The therapist (AA) was 30 years old at the time, a student at the
professional program of psychology at a university in Norway, studying at
the fifth year out of six years in total. The fifth year includes 5 months of fulltime clinical practice, in which this therapy was carried out, and included
supervision by an experienced psychology specialist. Outcome measures
were used routinely as a part of the diagnostic and outcome evaluation in
the clinic, and recording of sessions was routinely used for supervision
purposes. Following completion of therapy, retrospective ethical permission
to use these data for research purposes was received from the Norwegian
Regional Committee for Medical and Health Research Ethics (National
Region South-East). The client gave written consent for the study, and
commented on a draft of the present article.
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Data collection
Standardized measures
There were two standardized self-report measures used: the SCL-90 and
EDI-2. They were administered at two points in time, one month before
the first session and between the 11th and 12th sessions. The Symptom
Checklist 90 Revised (SCL-90-R; Derogatis, 1994) is a 90 item questionnaire
with five point Likert-scale statements that seek to assess general psycholo
gical distress and symptoms over the past week. It is designed to measure
nine symptom-specific factors (i.e. somatization, obsessive-compulsive
symptoms, interpersonal sensitivity, depression, anxiety, hostility, phobic
anxiety, paranoid ideation, alienation/psychoticism) which can make up
three composite scales (i.e. global severity index, positive symptom total
and positive symptom distress index). Norms used in the analysis were
based on information available in Siqveland et al. (2016). The Eating
Disorder Inventory-2 (EDI-2; Garner, 1991) is a 91-item self-report ques
tionnaire with six-point Likert-scale statements designed to measure three
eating disorder scales (subscales of bulimia, body dissatisfaction and drive for
thinness) and eight associated psychological scales (ineffectiveness, intero
ceptive awareness, social insecurity, impulse regulation, interpersonal dis
trust, asceticism, perfectionism and maturity fears). With no Norwegian
norms for the EDI-2, Swedish norms were used due to cultural similarities
between the countries (Nevonen et al., 2006; Nøkleby, 2014). Both of these
questionnaires are widely used in research and clinical practice in the field of
eating disorders and have been found in many studies to provide sensitive
indicators of therapeutic change.
Therapy transcripts
Audio recordings were made of all sessions of therapy and were transcribed
by the first author.
Qualitative analysis
As we were interested in the client’s experiences in this therapy we used
Interpretative Phenomenological Analysis (IPA; Smith et al., 2009) as
a method of identifying themes within therapy transcripts. This method is
specifically concerned with the systematic analysis of lived experience of the
individual person, in its own terms. As well as giving a specific focus on the
experience of the client, IPA also encourages the researcher’s active inter
pretation of the material, making it possible to put the experience of therapy
in a wider theoretical context (Smith et al., 2009). Although IPA is usually
carried out on data collected in research interviews, it has also been used as
a method for analysing therapy transcripts (Halvorsen et al., 2016). We used
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IPA because we were primarily interested in understanding Lisa’s lived
experience as expressed in her therapy discourse, and because IPA is
a qualitative methodology that incorporates a phase of theoretical interpreta
tion. In accordance with the principles of theory-building research, two of
the researchers (LHKT and HHT) read the whole transcript and identified
parts that were relevant to the theoretical purpose of the present study.
Segments of the transcript were selected that addressed the following ques
tions: how does the client describe the effect of therapy on her life?; how does
the client describe her difficulties?; and, what changed during the therapy?
The same researchers conducted a thorough thematic analysis of these
transcript segments, in accordance with the procedures described in Smith
et al. (2009). The two other researchers functioned as independent auditors.
Divergent interpretations were discussed in a series of meetings, with the aim
of reaching consensus. IPA methodology emphasizes the importance of
using relevant theory to facilitate deeper understanding of themes, and
enable transferability of findings to other contexts and cases (Smith et al.,
2009). As a consequence, both the thematic analysis and the discussion
section should be read as arising from the application of the IPA method.
Researchers
At the time of the study, LHKT and HHT were at the final stage of clinical
training at the university. LHKT was the therapist for this case, collected all
data, and negotiated client consent for the study. Data analysis was con
ducted by LHKT and HHT, and audited by ES and JM(research supervisors).
LHKT and HHT espouse a psychodynamic approach to psychotherapy, ES is
a psychoanalyst, and JM is an integrative therapist. ES and JM have extensive
experience in the use of case study and qualitative methodologies in psy
chotherapy research. Throughout the project, different perspectives on the
case were explored and resolved in a respectful manner through dialogue.

Results
Quantitative and qualitative findings are reported separately in the following
sections, starting with the qualitative findings.
Thematic analysis of therapy transcripts
On entering therapy, Lisa described multiple on-going difficulties in her life,
despite previous therapeutic interventions over a seven-year period. These
difficulties centred on a pattern of restricted eating consistent with a diagnosis
of anorexia nervosa. Our qualitative analysis of therapy transcript data enabled
us to identify four core themes, along with nested subordinate themes, that
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characterized an overall process of recovery. Being understood was centrally
important to the client. Taking up space was expressed in the client’s account
of difficulties associated with social situations, such as being afraid of taking
too much space or influencing others in a negative way. The existence of
a critical voice was a barrier to change. The process of recovery was represented
in the theme To become alive.
Core theme 1. Being understood
Understanding self. In session 1, Lisa told the therapist that she had ideas
about underlying causes of her illness. She also expressed that previous
therapies had not given her answers to questions of who she was and why
she got sick:
I have plenty of thoughts about what lies behind my illness, that is what is
bothering me
in a way, so I don’t know. There was a lot of focus on food and meal-plans
and those type
of things. While not giving any answers to the questions about who I am,
and why I got
sick.
Lisa explained that there was more to her than ‘how she looks’ and ‘how
thin she is’, and that this had not been understood sufficiently in previous
treatments:
Being branded as a girl who is only preoccupied with how thin she is and
how she looks and that does not take care of her body. That is also an area
where I feel like I have been misunderstood. (. . .) That there isn’t a room to
talk about stuff like that in treatment (Session 1).
Understood by others. Lisa’s acute sensitivity around being understood
encompassed a fear of negative responses from others. For example, in
session 1 the therapist chose to self-disclose his reactions when Lisa had
talked about her low self-worth:
T: It sounds like. It sounds sad, but you’re smiling.
C: Yes, because it is a bit funny (T: Okay), or I think that, it’s not funny. Or
it sounds like. I just always smile (T: Yes). Because it’s the easiest thing you
can do to create a good atmosphere. No, I do not know why I smile but.
No.
T: No. You smile, and I notice that I am also smiling. (C: Mhm) Ehm, but
when you told me, I notice it makes me sad.
C: Maybe I do it to ease your sadness (T: Okay). Because I do not want you to
hear that . . . I do not want you to get upset.
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She went on to explain that she imagined that the therapist’s perception
of her was: ‘Oh Lisa is so sad, I do not want to be with her’. His statement
had also made her aware of something being sad in herself: ‘Yes, but it was
nice that you said it, because if, or if people did not tell me (. . .) then
I wouldn’t, that maybe one would not have found out that it is sad. (. . .)’
(Session 2).
Self-understanding, particularly around emotional states, was problematic
for Lisa: at several points in the therapy she described having a hard time
figuring out what she felt: ‘very often I don’t know how I am doing’
(Session 4), and sensing bodily impulses: ‘there’s been such a long time
since I felt hunger or the feeling of being full’ (Session 7).
Uncertainty around self-understanding and being understood by others
represented an area of change within therapy: toward the end of therapy Lisa
informed the therapist that she had become more able to express ‘this is
actually how I feel’ and had become ‘more conscious’ of parts of her
experience that had gone unnoticed before.
Core theme 2. Taking up space
Lisa reported that she was accustomed to taking space in elementary school
by being a ‘girl who spoke her mind’. However, her experience was that being
visible and taking up space was hazardous, because it could lead to ostracism:
‘Nobody wanted to be friends with me anymore’ This sense of being an
‘outsider’ was also an element in her eating disorder:
T: What do you think I would think, then?
C: That Lisa does not keep her appointments. Or that she thinks that this is
not important, or, yes. It is not wrong to be late for an appointment (T: No),
but I think that it becomes very overdimensioned.
T: So, even though you understand that something is okay and that it is not
really a big deal, you still get that feeling that you do something that is wrong,
and that it defines you. That feeling you get, the feeling of being wrong. Do
you sometimes relate that to food and stuff? (. . .) Do you have anything
related to body with that emotion?
C: Mhm, yes I have.
T: In what way?
C: That I am not within a boundary, perhaps.
T: And what would you have to do to become within that boundary, then?
C: Look like everybody else (Session 7).
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The theme ‘taking up space’ represented Lisa’s sense of being the focus of
attention of other individuals in a way that was experienced as ‘negative’ or
not fulfilling the needs of another person, for example, by not helping, being
useful, making other people happy or listening to others. A recurring focus of
therapy involved Lisa exploring her fantasies about being understood in
unfavourable ways outside of the therapy room.
Core theme 3. The critical voice
Client-therapist discourse involved considerable use of metaphor. One meta
phor that the client repeatedly used was the experience of a ‘critical voice’
that described parts of her that were both negatively self-critical and con
trolling while at the same time having a protective function. How she
described this voice gradually shifted over the course of therapy. She began
to talk more about a benign voice, or side of her. In the process of therapy,
the client and the therapist made use of toy figurines to elaborate and explore
the meaning of these metaphors.
Making mistakes. The critical voice tended to be activated in situations
where Lisa saw herself as having ‘made mistakes’:
(. . .) The critical voice can also appear in retrospect of things and then it’s
not . . . then it’s more like, strict, but not just strict, more like strict in
a punishing way, rather than “you must do this”, it’s like commanding, “I
told you so”, and then that bad voice gains power. It draws energy from
situations like that. Yes. Because then it is even more apparent that “you
actually need a voice like that” (Session 8).
This excerpt indicated that her critical side not only punished her, but also
maintained itself by convincing her that she needed it.
The purpose of the critical voice. The critical voice was not all bad, but also
served a protective function for Lisa by keeping her from experiencing
something ‘bad’. She further elaborated on the critical voice and its func
tional aspects:
C: That bad voice makes sure that I am on time, that I do what I’m told. It is
a kind of self-discipline that one is dependent on, too.
T: So it can’t just be gone, it can’t be thrown out.
C: I think it is good for people having a balance between the two. If one has
a good balance between the two then maybe they can melt together and
become one. But the stronger they become, the more polarized they become,
in a sense (. . .) (Session 9).
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The existential consequences of this level of control over herself were
substantial, in terms of limiting her freedom to live her life and making her
feel lonely:
That I am lonely, that I don’t have anyone to be with. (. . .) But one of the
reasons why I think it is best to be home is that I become tired of being social,
because I have to watch out all the time (Session 5).

She also described a more benign voice within herself, which we understood
as representing a positive life force in her, a striking contrast to the critical
voice:
The stronger the good voice is, the harder it is to stay with that emotion that
one is not taking part . . . that time just passes by . . . one feels that one does not
have the right to take part in life . . . one thinks that it’s best if one just lets other
people live their lives so that one is put on the back burner. But when the
healthy, strong voice says that: “you have the right to take part in life, you can
eat and have fun and stuff like that”, then that feeling disappears a little. Yes.
The healthier I become, the more I feel that (Session 9).

The critical voice kept her away from life activities to gain control, while the
benign voice was related to her approaching life activities.
Playing with the critical and benign inner voices to develop insight. In
session 9, the therapist brought in some toy figurines and invited Lisa to explore
the meaning of these voices by assigning one for the critical voice and one for
the more benign voice in herself. An inner drama between forces then unfolded,
with a lot of ‘war language’, perhaps highlighting the pain associated with these
experiences: ‘a voice in my head that is very against me, (. . .), I must think hard
to fight, to defeat that voice’ (Session 8). The benign voice was represented by
a lion, which she associated with the lion from the C.S. Lewis Narnia books:
Aslan was crucified, or he wasn’t crucified, but nailed to a stone block.
And killed by the evil witch, and then he resurrected. So I kind of connect the
lion to everything that is good, and to Jesus in a way. So he is just good
(Session 10).
By contrast, her negative sides, or the critical voice, were represented by
a (male) spider that had ‘(a) web around itself, so that no one can come close’
(Session 10).
The therapist interpreted this as depicting the way that her critical side
created a distance between her and others:
C: . . . maybe he builds that web so that no one can come close to the real him,
because alone he stands a little by himself, wary. Yes, it is not enough with
just the spider, he needs to have something around himself.
T: Because without that web and threads of protection around him he
becomes weak (Session 10).
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Therapist and client continued using these metaphors over subsequent
sessions. For example, the following segment of active metaphor use, in
session 11, highlighted a co-constructed process of meaning-making around
points of contact between the lion and the spider:
T: Yes, if the lion was to say something like ‘When you say that, you make me
feel . . . ’
C: . . . insignificant and without value. And that I don’t, that it makes me feel
invisible maybe. And that, but then also, the lion says: ‘it’s really me who’s
working for Lisa to do well, not the spider’.
T: How does the spider respond then?
C: Uhm, ‘you don’t know what’s best for Lisa’ (laughs) ‘because I do’.
T: And how would the lion answer back?
C: The spider . . . uhm. The spider thinks that the lion is misunderstanding.
Yes.
T: What do you think the spider needs to hear or know to understand the
lion’s perspective better.
C: That he is destructive. Because he doesn’t know it himself.
T: If the spider is to hear that he is destructive. How would he feel about that?
C: He would probably be even more angry and just make more spider web.
So I think maybe the most important thing for the lion is to cooperate with
the spider.
An outcome of this type of exploration was that it became apparent that
the lion was not necessarily all good either: the lion might have been less
visible and powerful when the spider was in control, which disappointed
Lisa:
T: In what situations is he not so pronounced?
C: When the spider is very pronounced. Yes. It’s the fact that they must
cooperate. Or they must be able to think that the both of them can exist
together. And that, I wonder why, when he sees that the spider becomes so
strong, why would he pull back? Why doesn’t he do more for . . . if it is like
that for him, if he sees it as lost? If he even bothers to try. That he rather
sees . . . if I have like the upper hand I’ll do what I can, but that there is no use
in wasting energy when I see that it won’t go my way.
T: So he’s kind of like ‘choose your battles’.
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Table 1. Client scores on EDI-2 pre-therapy and session 12, and benchmark data.

EDI-2 scales
Drive for
Thinness
Bulimia
Body
Dissatisfaction
Ineffectiveness
Perfectionism
Interpersonal
Distrust
Interoceptive
Awareness
Maturity Fears
Asceticism
Impulse
Regulation
Social Insecurity
EDI total

Benchmark
Normal
Benchmark
sample
normal
M
SD
3.3
4.6

Benchmark
anorexia
patients
M
11.8

Benchmark
anorexia
patients
SD
6.0

2.0
7.6

4.1
14.5

5.4
6.4

2.6
2.6
2.0

3.7
3.4
2.8

12.9
5.6
4.9

7.3
3.7
4.1

7

2.3

3.4

12.0

6.6

4
6
6

7
5
4

3.2
2.5
2.6

2.1
3.1
3.5

6.7
6.8
5.4

5.1
4.2
4.1

3
58

18
70

2.7
33.5

3.0
25.6

8.2
92.8

4.4
37.6

Client
pretherapy
10

Client
session
12
7

7
3

0
8

0.8
9.3

10
2
1

7
6
6

6

a Nevonen et al. (2006)

C: So then sometimes he disappoints me, leaves me a little alone. So why is he
there, I wonder? (Session 11.)
In this exchange, the client seemed to be telling the therapist that she felt
let down by the lion, or the benign parts of herself, because it was not being
persistent to fight the critical parts of her. With this and the previous
excerpts, we clearly see how the therapist and the client actively used
metaphors in the sessions, elaborating on them together.

Table 2. Client scores on SCL-90-R pre-therapy and session 12, and benchmark data.
SCL-90-R scales
Somatization
Obsessivecompulsive
symptoms
Interpersonal
sensitivity,
Depression
Anxiety
Hostility
Phobic anxiety,
Paranoid ideation
Alienation/
psychoticism
Global severity index
a Siqveland et al. (2016)

Benchmark Benchmark Benchmark Benchmark
Normal
Normal
Clinical
Clinical
M
SD
M
SD
0.47
0.51
1.47
N/A
0.56
0.58
1.85
N/A

Client pretherapy
2.33
1.2

Client ses
sion 12
0.67
1.1

2.11

2.22

0.48

0.59

1.79

N/A

1.31
1.9
0.83
1.71
1.29
0.7

1.38
0.5
0.17
0
1.71
1.3

0.51
0.34
0.32
0.18
0.36
N/A

0.58
0.5
0.44
0.36
0.55
N/A

2.05
1.44
0.83
0.82
1.18
0.89

N/A
N/A
N/A
N/A
N/A
N/A

1.61

1.01

0.41

0.43

1.48

N/A
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The use of figurines to explore the meaning of her critical voice was
experienced as illuminating for Lisa, as highlighted by the excerpts above.
It seemed especially important for her to get to know the critical part of her;
its fears, intentions and even resources. The process of talking about it made
her uncomfortable, ‘the spider does not want to be talked about’ (Session 11).
But by the end of therapy she acknowledged the importance of understand
ing the critical voice: ‘(. . .) I am kinder towards myself and I have learned to
get to know my critical voice(. . .)’ (Session 12). If we were to interpret this,
but in the metaphoric language of the client, we might say that the lion had
gained more power within Lisa as it was better at handling the critical voice.
Core theme 4. To become alive
Lisa said that she thought ‘it was sad’ and ‘scary’ that the therapy was coming
to an end, and both the therapist and client recognized the importance of the
sessions. The main outcomes that she described, in the closing sessions of
therapy, referred to gains in self-awareness, kindness towards self, an
improved relationship with food, and reduced fatigue.
More aware. In session 11, Lisa reflected upon the fact that: ‘I am on the
right track, and that I’ve figured out a lot of things I didn’t know before the
summer’. In the final session, she stated that: ‘I think we have talked about
a lot of good things here, that has made me stronger and more aware (. . .)’
(Session 10). A key part of what she described as important in the work of
understanding herself, was attributed to the concretization of her inner
voices: ‘ . . . we have worked with and talked about what actually happens.
I am very conscious of what’s controlling me, whether it’s a spider or a lion
(. . .)’ (Session 12).
Kinder towards herself. Several times at the end of treatment, she described
how she had become kinder towards herself, and not as self-critical:
Yes, I think the good voice is stronger. I am better at talking to the bad voice.
(. . .) And it is maybe that I feel like the strong voice - no I mean the good voice
becomes stronger because I am not that self-critical. Yes, maybe I look at myself
like I am my best friend or a little sister or something like that (Session 10).

In the last sessions, she still seemed to be favoured the ‘good voice’ or the lion
over the ‘bad voice’ or the spider, by calling them good and bad voices. One
way of understanding the conflict between her voices was that talking about
the critical voice or spider and better understanding it made the conflict
clearer, as described under ‘critical voice’. She said ‘the good voice becomes
stronger because I am not as self-critical’.
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Improved relationship with food. Although during the course of the therapy
her weight was stable and without gains, another important aspect of the
relationship to food in an eating disorder is lack of flexibility in food intake.
Lisa reported that her mother had noticed changes in her eating patterns,
which might relate to flexibility:
I don’t know how [the treatment] has affected . . . I think that it has
affected how I eat. A week ago, my mom sent me a message saying ‘I am
so proud of how things are with the eating, I can tell that it’s going in the
right direction’. It is so nice to get a comment like that (. . .) that comments
on the symptoms of the eating disorder, so it might have had an effect on me
without me noticing (Session 12).
She also explained that she herself felt more flexible than before:
I am no longer restricted to just eating at home. I am very much on the
run, and I have to figure out what to eat. So I like fix a lot of food myself, I can
go out and eat with friends and eat lunch and stuff like that (Session 12).
Less tired. By the end of therapy, Lisa described a positive shift in relation to
her previous sense of constant fatigue and exhaustion:
I think that when I talk about difficult things . . . then I have less time to, or
I don’t have to think as much myself, and often the thoughts are tiring. So if
I can solve the problems, then I don’t have to . . . thoughts are quite tiresome
(T: mhm) and often when I talk about things then you get other points of
view . . . And that it wasn’t how you thought. Then things are solved quite
easily. (. . .) And then I have probably become more, uhm, yes, better at
sensing my emotions a little bit (Session 8).
One way of looking at this is that she was that therapy gave her energy
(made her less tired) because it helped her to solve problems that had
previously seemed insurmountable.
Analysis of data from symptom measures
The client’s scores on the EDI-2 and SCL-90-R symptom measures before
and after treatment were compared to published norms for clinical and nonclinical populations (Tables 1 and 2).
Previous studies have reported significant differences in both EDI-2
total and sub-scale scores between non-clinical and clinical samples of
eating disorder patients (Nevonen et al., 2006; Nøkleby, 2014), and in
patients who have received therapy for an eating disorder (Schlegl et al.,
2016). Lower scores on the EDI-2 are indicative of healthy eating, while
high scores are evidence of disordered eating. At the start of therapy,
Lisa’s EDI-2 total score fell within the non-clinical range, while at the
end of therapy it was clearly within the eating disordered population
range. On the basis of these results, if this had been a case within
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a psychotherapy outcome study, Lisa’s eating disorder would be categor
ized as having deteriorated over the course of therapy. Analysis of EDI-2
sub-scales indicated a mix of areas of improvement and deterioration of
the course of therapy (Table 1). The most significant negative shift was
in the area social insecurity (the extent to which the individual perceives
that social relationships in general are disappointing, insecure and that
people give little back). The next most significant area of deterioration
was recorded in interpersonal distrust (difficulties in the establishment
and the maintenance of close relationships, and the capacity to tell other
people about thoughts and feelings). Other subscale deteriorations were
recorded in relation to perfectionism and body dissatisfaction. By con
trast, while there was a substantial improvement on the sub-scales
assessing bulimia (items include: ‘I have gone on eating binges where
I felt that I could not stop’; ‘I stuff myself with food’), ineffectiveness,
drive for thinness and impulse regulation.
Over the course of therapy, Lisa recorded improvements in relation to
a number of subscales of the SCL-90 R: phobic anxiety, indicating fewer
difficulties relating to avoidance of different situations or places or experien
cing difficulties in crowded places; somatization, indicating less distress
arising from bodily symptoms such as tiredness, dizziness, nausea, troubled
stomach, hot flashes and chills, numbness, tingling and bodily weakness;
anxiety, indicating reduction in difficulties with nervousness, feelings of fear,
tension and uneasiness (Table 2).
Paradoxical outcomes
On the basis of comparison between qualitative clinical information from
transcripts of therapy sessions and data from pre- and post-therapy
symptom measures, it is possible to identify several areas in which contra
dictions between different outcome data sources occurred. The main
paradox was associated with overall estimate of outcome. Pre-post change
on Lisa’s total score on the EDI-2 suggest that her overall pattern of
eating disorder symptoms had become more problematic by the end of
therapy. This evidence is of considerable clinical relevance, given that the
primary goal of therapy was to address Lisa’s anorexia. By contrast, on the
basis of both qualitative data and SCL-90-R scores, it appeared that
therapy had been helpful for Lisa. A further area in which
a contradictory finding was apparent was around high pre-therapy buli
mia scores on the EDI-2, which stood in stark contrast with
a presentation in therapy of a pattern of eating disorder characteristic of
anorexia nervosa rather than bulimia. An additional contradictory or
paradoxical outcome could be observed in major increases in EDI-2
measures of interpersonal difficulties (interpersonal distrust and social
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insecurity; on both sub-scales Lisa shifted from the normal range at start
of therapy to the clinical range by the end), contrasting with SCL-90-R
scores for interpersonal sensitivity that remained in the high clinical
range over the course of therapy, and qualitative data that indicated
some gains in relationship functioning.

Discussion
In terms of clinical and qualitative data generated by the client, this case can
be defined as having a successful outcome. Lisa herself expressed that the
therapy had been helpful, she reported that a close observer of her life (her
mother) had noticed significant gains, there were clear links between key
elements of therapy process (e.g. therapist interpretation of transference and
use of metaphor) and eventual outcomes, and there were no extra-therapy
factors that could account for these results. These qualitative indicators
satisfy the criteria developed by Elliott (2002) to determine efficacious out
comes within single case qualitative data. By contrast, the psychometric
results were mixed. While Lisa’s scores on standard outcome measures
indicated reduction of somatization symptoms, they also recorded that she
became a lot less trusting and a lot more socially insecure. These negative
shifts were clinically significant – upon entering therapy her scores on these
factors had been very low, and increased to very high levels. The overall
change profile derived from quantitative measures suggests that Lisa’s eating
disorder had worsened over the course of therapy, while her well-being had
improved. Taking this set of qualitative and quantitative as a whole, it is
therefore possible to identify the case as an example of paradoxical outcome.
The paradoxical outcomes observed in the Lisa case can be understood
in different ways. In their programme of research into illusory mental
health, Shedler et al. (1993) identified a subgroup of patients that rated
themselves as mentally healthy, whilst physiological measures and clinical
judgment indicated that they were distressed. Shedler et al. (1993)
hypothesised that psychological defenses caused these patients to deny
the severity of their emotional distress when filling out the mental health
scale. However, since Lisa reported high levels of at least some symptoms
before the beginning of treatment, she does not easily fit the profile of the
group that Shedler and colleagues termed ‘defensive deniers’ (Shedler et al.,
1993).
From the first session of therapy, Lisa stated that in her everyday life she
generally endeavoured to appear more positively than actually was the case.
The low scores on the scales of social insecurity and social distrust at the
beginning of treatment might have been influenced by her need to present
a positive image to others. By contrast, it might have been easier for her to
communicate distress related to experiences of the body, compared to the
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more sensitive interpersonal area. These processes might be understood both
in the context of the operation of mechanisms of psychological defense
(Shedler et al., 1993), and the social context of the questionnaire adminis
tration (McLeod, 2001). These two perspectives do not seem to be theoreti
cally separate, as defenses are considered somewhat dependent on the social
context, and social contexts influence people’s defenses. A preliminary inter
pretation of the pattern of results in this case therefore suggests that changes
in psychological defenses might have influenced changes in the psychometric
data. Helpful therapy might have made it possible for Lisa to provide a more
authentic estimate of the severity of her eating-related relationship difficul
ties in her end-of treatment measures. By contrast, her intake scores around
somatic concerns were high, so it is possible that the observed reduction in
these scores may also be attributed to helpful therapy.
In terms of what might be regarded as a widely-understood typical process
of change observed by clinicans offering therapy for anorexia, it is likely that
the stabilisation of eating patterns, adoption of healthy eating, and ameliora
tion of associated processes such as secrecy and perfectionsm, would have
had a positive impact on Lisa’s well being and general mental health as
measured by the SCL-90-R. However, this process would not explain why
the EDI-2 total score shifted in the direction of apparent exacerbation of
Lisa’s eating disorder. Studies using the EDI-2 as an outcome measure have
found improvements in both eating disorder symptoms and well-being occur
in tandem – the oppositive pattern to that observed in the present study
(Schlegl et al., 2016).
We believe that the closer examination of the process of affect elabora
tion has the potential to provide a useful theoretical framework to under
stand this specific case, in which the change was characterized by reduction
of somatization symptoms and emergence of interpersonal symptoms (e.g.
heightened interpersonal insecurity and distrust). Of particular relevance is
the model developed by Lecours and Bouchard (1997), and based on the
concept of mentalisation. The key proposition within this model is the
suggestion that ‘affective experiences must first be represented and symbo
lized before they can become part of psychic life’ (Lecours et al., 2000,
p. 47). In summary: with respect to the Lisa case, we propose that for this
client, using therapy to engage with emotions associated with painful life
experiences resulted in a new ways of representing and symbolizing these
emotion, and that different information sources (outcome measures and
analysis of what she said in therapy) were sensitive to different aspects of
this process.
Within the Lecours and Bouchard (1997) model, drive-affects are experi
ences that are felt, and that represents biological innate needs, e.g. impulses,
wishes, feelings. The most important developmental challenges for the
human infant is to learn how to meet its needs in the world. A healthy
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mind is one that is able to make accurate predictions for how needs most
likely will be met in the real world (Solms, 2018). Lecours and Bouchard
(1997) argued that degrees of drive-affect elaboration can be conceptualized
along two orthogonal, theoretically separate, dimensions: (1) modalities of
expression/representation and (2) levels of affect tolerance. The first dimen
sion proposes four levels of expression of drive-affect from a low to high level
of mental elaboration: (1) somatic (e.g. expression of drive-affect through the
body; physiological sensations, bodily disturbances, etc.); (2) motor expres
sion (e.g. expressions of drive-affect using voluntary bodily movements); (3)
imagery (e.g. expression of drive-affect through, images, dreams, metaphors)
and (4) verbal expression (e.g. labelling of drive-affect using language).
The second dimension proposes five levels of affective tolerance/containment,
here presented in ‘chronological’ order from least to most tolerated: (1)
disruptive impulsion – uncontrolled or untolerated (often unconscious)
expression of affect; projective identifications, conversion symptoms, soma
tization (e.g. sudden stomach ache during a session, walking out of the room
and physical fights); (2) modulated impulsion – more adaptive than the first
level, but drive-affect not yet tolerated and is refused – content is not
reflected upon (e.g. ‘Oh no, I won’t make the appointment!’); (3) externaliza
tion – more tolerated drive-affect, less intense, but not fully owned as one’s
own affect (e.g. ‘she made me feel so down’); (4) appropriation – drive-affect
is fully tolerated and owned as one’s own (e.g. ‘I was afraid’), and (5) mean
ing association – drive-affect is tolerated and put in a wider context making it
more complex and meaningful to the individual (e.g. ‘I always feel anxious
before a doctor’s appointment’). The degree of affective tolerance can be
expressed through any mode in the first dimension.
The Lecours and Bouchard (1997) model draws upon a wide set of
notions from the psychoanalytic literature, most notably from two French
psychoanalysts; Pierre Marty and Pierre Luquet, and the British psycho
analyst Wilfred Bion (Lecours & Bouchard, 1997). They also draw upon
Freud’s bindung-concept, that bodily affective activation that has not yet
been processed can become more manageable through a binding-process
between words and experiences (Bouchard et al., 2008, p. 50).
The Lecours and Bouchard (1997) mentalisation model provides
a framework that accounts for the apparently paradoxical outcomes
observed in the Lisa case. As shown in the IPA analysis, the client stated
that she had become kinder towards herself, more self-aware, less tired and
more flexible with food. By contrast, psychometric data indicated
a decrease in symptoms related to phobic anxiety, somatization and anxi
ety, and an increase in symptoms of social insecurity and interpersonal
distrust related to her eating disorder. This pattern suggests that Lisa’s
symptoms and distress may have been more related to bodily experience in
the beginning of therapy, over the course of therapy she became more able

20

L. H. K. THORESEN ET AL.

to make sense of them in interpersonal terms. The Lecours and Bouchard
mentalisation model implies that helpful therapy involves a transformative
process through which somatic affective experiences are represented and
symbolized to become accessible to conscious reflection. Even though the
SCL-90-R scales are not made to measure levels of mentalized affect, one
could argue that the SCL-90-R scales indirectly capture this type of
transformation.
From the perspective of the Lecours and Bouchard mentalisation model,
the ability to mentalize is considered to be a tool to make a person’s life more
meaningful (Lecours et al., 2007). The intensity of a bodily experience (such
as anxiety) is an indication of level of mentalization: anxiety-laden bodily
experiences will be experienced as less intense, the more mentalized (i.e.
more meaningful) they are. Lisa’s scores suggest that these types of experi
ences had become less intense over the course of therapy, as she gives lower
rating on the somatic perceptions, anxiety and phobic anxiety scales after
treatment compared to before. Assuming that the scales completed by Lisa
actually measure what they are supposed to measure, then how could we
make sense of her being more socially insecure? How could she both feel like
the therapy had helped by making her less tired, more conscious and kinder
towards herself, and also feel much more socially insecure and less trusting?
We would argue that her somatization symptoms and anxious experiences
were transformed by gradually being more able to be expressed through
verbal communication. From this perspective, her high pre-therapy score on
bulimia could be interpreted as reflecting a level of preoccupation with the
concrete physical activity of eating that was replaced by a capacity to reflect
on the meaning of eating.
We believe that the Lecours and Bouchard’s mentalisation model (Lecours
& Bouchard, 1997) also makes it possible to understand the process through
which therapeutic collaboration through shared metaphor was helpful in this
case. At the beginning of the treatment, Lisa described herself as being
concerned with appearing more positively than was reflected in reality.
During the course of therapy, the critical voice became more evident. It
seemed as though it became easier to talk about this voice, and to describe it
in a more elaborate manner by using the lion and spider figurines.
Collaboration use of (and play with) metaphors can be considered
a method for working within the imagery channel as defined in the menta
lisation model. This channel is considered to be an intermediate level
between somatization and verbalization (Lecours & Bouchard, 1997).
Somatic experiences that are not available to the verbal channel of commu
nication, become more easily accessible through the imagery channel before
being verbalized. This process was apparent in how Lisa used metaphors
when talking about events from her everyday life. By using images and
metaphors Lisa was able to talk about her critical voice, and her eating
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disorder, in an indirect way that protected these sensitive areas of experience
from direct scrutiny. It also seems relevant to point out that it seemed like it
was easier to talk about the resistance to this treatment through the use of
metaphors: the spider did not like to be talked about.
Many clients with anorexia nervosa appear to be ambivalent about chan
ging in therapy, because their condition also has some benefits to them, such
having a sense of mastery (Nordbø et al., 2012). Other clinical features are
alexithymia and deficient interoceptive awareness, which impede a general
ability to sense and label one’s emotions, and to sense satiety and hunger
(Pollatos et al., 2008; Sifneos, 1973). Rizzuto (2001) suggests that imagery
and metaphor can give access to experiences otherwise too painful to talk
about directly, supporting the notion that metaphor is a general tool or
mechanism of the mind (Enckell, 2002). The sources of our mental repre
sentations are fundamentally bodily sensory experiences, which are subse
quently integrated in higher-order representations that are detached from
the primary experience (Rizzuto, 2001). Bodily self-experiences are hard to
convey in a straightforward language, but doing this through metaphors can
help to verbalize and share something ‘unshareable’ in the self-experience.
Metaphors, Rizzuto (2001) holds, are better able to grasp and ‘tie up’ basic
bodily representations, compared to the other channels of expression, which
might make them applicable for elaborating on somatized experiences. For
clients with anorexia, Skårderud (2007) has argued that their bodies might
act as concretized metaphors for inner experiences, especially when the
representational function of the mind is diminished and the client struggles
with verbalizing their emotional experiences. The body might represent their
inner conflicts, hence becoming a concrete metaphor for the mind.

Conclusion
The aim of this case study was to understand the paradoxes that emerged
between the psychometric scales and the client’s experience of change. In
some respects, psychological defenses seemed to be relevant in explaining the
observed pattern of outcome in this case. However, because the client’s
symptoms shifted from bodily experiences to social issues, the case could
not be categorized as a straightforward example of illusory mental health
(Shedler et al., 1993). Instead, the Lecours and Bouchard (1997) model of
affect elaboration seemed to offer a more comprehensive account of how
changes in psychometric scores might have been related to the therapy
process. Although we hope to have demonstrated the potential relevance of
the Lecours and Bouchard (1997) model, we acknowledge that other theore
tical perspectives could similarly be applied to the task of making sense of the
apparently paradoxical pattern of evidence regarding the outcome of therapy
for Lisa.
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We believe that it is likely that paradoxical and contradictory evidence is
frequently encountered in therapy practice (see, for example, Truijens et al.,
2019). The key learning point that we would wish to emphasise on the basis
of this case analysis, is that theoretical reflection on how it might be possible
to make sense of different sources of evidence can lead to new insights about
a case. Little is known about strategies used by practicing clinicians handle
apparently paradoxical client outcome and process data. Further research on
this topic would be valuable.
Our results question the validity of any single psychometric measure as
a sole source of information about treatment outcome, and support the use
of a diversity of information sources. We have not been able to find any other
research that has implicated mentalisation of affect as a contributor to
apparent increases in symptoms in mental health scales. Further research
needs to be conducted to investigate other cases of paradoxical outcome to
explore how this process unfolds in different contexts.

Limitations of the study
The therapist was also one of the researchers, which might have given him
some preconceptions and tacit knowledge that might have guided analysis
and interpretation of data. However, the three other researchers had never
met the client and could function as critical auditors of the therapist’s views.
The most important limitation of the study is that we could not ask Lisa
herself to offer her own interpretation of outcome scores, for example, in
respect of how she understood specific questionnaire items. We were unable
to collect follow-up data, which means that we cannot know if the changes
that she reported at the end of therapy were sustained over time. A follow-up
interview and further psychometric assessment could have helped us in
illuminating important aspects of our interpretation of case data. As the
idea for this study was decided upon after the end of the treatment, we did
not have data that could be used to analyse countertransference processes
within the case. Finally, while IPA is an effective methodology for analyzing
themes within lived experience, it is not a suitable tool for understanding
interaction patterns between the client and the therapist.
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