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ABSTRACT

THE RELATIONSHIP BETWEEN SYMPTOMATOLOGY AND
THE DEGREE OF REPRESSION OF SEXUAL CONFLICT

By

Ira Moses

A continuing line of research (Reyher 1958, 1961,
1967; Perkins and Reyher 1971; Burns 1973%; and Sommer-
schield and Reyher 1973) has consistently found a relation-
ship between the frequency and type of symptom elicited in
the laboratory and the degree of repression of hypnotically
implanted sexual and/or anger conflicts. The purpose of the
present investigation was to test whether 1) the symptom-
repression relationship could be replicated utilizing non-
hypnotic techniques and 2) the symptom-repression relation-
ship could generalize to symptoms in every-day life: repres-
sion would vary for symptoms of skin disorders (which would
have the highest repression scores), respiratory ailments
(which would have intermediate repression scores), and head-
aches (which would have the lowest repression scores).

With eyes closed, subjects (N=25) were read a false

story (paramnesia) designed to arouse sexual feelings towards

an attractive older woman. The subject was asked to revisua-
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Ira Moses

lize the story and then to describe five minutes of free
imagery (whatever images that come to the mind's eye).
Subjects were queried each minute for feelings and bodily
sensations.

The experimental hypothesis could not be tested
since S's responses to the Cornell Medical Index could
not be categorized into mutually exclusive symptom groups.
Unexpectedly, this procedure, compared to the previous
research utilizing hypnosis, produced a greater variety
of symptoms in the laboratory in a briefer period of time.
Analysis of the symptoms elicited in the laboratory showed
a significant correlation between S's degree of repression
of Oedipal conflict and frequency of symptoms. Type of
symptom was also shown to vary with the degree of repres-
sion. Fluctuation of symptomatology determined by varia-
tions in the degree of repression, was also considered in

the context symptom change during the course of psychother-
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INTRODUCTION

In the psychoanalytic tradition, Alexander (1950)
proposed that a specific psychosomatic symptom is a func-
tion of a particular constellation of drives and defenses,
or as contrastingly proposed by Wolff (1950), a given
symptom is hereditarily determined and represents an in-
dividual idiosyncratic pattern of reaction. Until recent-
ly, due to the lack of a laboratory method for producing
psychopathology, these two opposed and influential theo-
retical positions could not be evaluated. A reliable
method of producing a wide range of psychopathology was
first reported by Reyher (1958, 1961, 1967) who found that
the degree of spontaneous repression of posthypnotically
activated anger (toward an authority figure), combined
With a destructive impulse, was related to the type of
symptom produced. He (1967) also reported that the GSR,
frequency of symptoms, and number of types of symptoms
were negatively correlated with the degree of repression.
These relationships were subsequently verified by Perkins
and Reyher (1971), Burns (1973) and Sommerschield and
Reyher (1973). In order to evaluate the theoretical posi-
tions of Wolff and Alexander, Sommerschield and Reyher
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(1973) compared an anger-aggression conflict with an Oedi-
pal sexual striving. No difference in the degree of
spontaneous repression or type of symptoms were found.
The type of symptom was neither solely attributable to a
hereditarily predetermined response to stress nor to the
type of drive constellation. Their conceptualization of
symptom choice is as follows:

We contend that the degree of repression of
a drive (any drive) is the crucial factor in the
production of a particular symptom. As repres-
sion begins to weaken, anxiety is released and
produces psychosomatic symptoms. As repression
continues to weaken, anxiety increases in inten-
sity and affects more physiological functions
until, at some point, the drive itself begins to
achieve expressive or symbolic representation in
the subject's behavior and/or symptoms. Further
weakening of repression permits the drive or
drive-related impulses to find more direct out-
lets with increasing awareness until full aware-
ness or consciousness is achieved and the drive
ceases to be pathogenic. In terms of this formu-
lation, the drive per se has nothing to do with
the specific form of a psychosomatic symptom, but
it has everything to do with the specific form of
a symbolic symptom such as a hand-washing compul-
sion or a snake phobia. Nevertheless, the degree
of repression determines whether a symptom will be
a compulsion or a phobia with the latter represen-
ting less repression (Burns 1972).

As a means of observing more closely the repressive process
and its relationship to symptom formation, Burns (1972)
used free imagery instead of the activation of posthyp-
notic conflict using conflict words. He confirmed the re-
lationship between degree of repression and type of symptom,

and showed that the onset of a symptom was concomitant with
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GSR activation, but not with an increase in drive repre-
sentation. Although in the right direction, the correla-
tions between degree of repression and both frequency and
type of symptom were not significant.

The role of demand characteristics appears to be
very limited since simulating subjects, with the exception
of Burns' investigation, consistently did not report as
many symptoms. Burns (1972) found the symptoms in a sim=-
ulating control group to be significantly less numerous
than in the hypnotically treated subjects. The occurrence
of symptoms in Burns' simulating Ss may very well have
been due to his use of a paramnesia involving Oedipal sex
as the stimulus for free imagery. TFree imagery (Reyher
1962), particularly when it is used in the context of em-
ergent uncovering psychotherapy, is intrinsically uncover-
ing and readily activates unresolved and pathogenic Oedipal
complexes.

Reyher and Basch (1970) further substantiated the
repression-symptom relationship by the use of a nonhypnotic
technique. Correlating self-report, and personality inven-
tory items, they found a significant relationship between
the frequency of symptoms and the degree of repression.

The purpose of the present investigation was to test
further the relationship between degree of repression and

type of symptom by preselecting subjects on the basis of

their having different symptoms in everyday life and com-
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paring them in terms of the degree of repression of major
drives. The symptom types under investigation were skin
disorders, respiratory ailments and headaches. It was
specifically hypothesized, on the basis of earlier re-
search, that the degree of repression of major drives
would be greatest for individuals with skin disturbances
and least for those with headaches. A formal hypnotic
induction was not involved, and no attempt was made to

intensify conflict.



METHOD

Subjects

Twenty-five volunteer male undergraduates ranging

in age from 17 to 20 years participated in this experiment.

Materials, Techniques and Experimental Setting

The Cornell Medical Index (CMI), State-Trait Anxi-
ety Inventory (STAI), the Stern-Reyher Symptomatic Reaction
Scale (8SR3), and the Reyher Drive Activation Scale were
used to assess S's symptom history, consciously experi-
enced anxiety, symptoms elicited in the laboratory, and
level of drive expression, respectively. The laboratory
was an accoustically quiet room equipped with a comfor-
table reclining chair, tape recorder, and a stop watch.

Free imagery was used to produce data for assess-
ing degree of drive activation.

Developed by Reyher (1960, 1969), free imagery
is used as a psychotherapeutic and research procedure to
uncover the aims and objects of repressed drives. By re-
questing S to close his or her eyes and describe images

"that come into your mind's eye," S is impelled to abandon
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secondary process, symbolic levels of representation
(words and speech) for a protosymbolic level (images).
Unlike words, protosymbols, according to Warner and Kaplan
(1967), contain a physical resemblance to their referrents
and therefore bring the subject into a more concrete and
intimate relationship with repressed drives (primary re-
ferrents). According to Reyher, "there is a reciprocal
relationship between visual image and drive; that is, an
image will stimulate the drive that it depicts and a drive
will produce an image to depict itself (the drive will
seek out an appropriate object)." As drives become in-
tensified, observes Burns (1974), a disequilibrium between
anxiety-producing impulses and the inhibition against them
(repression) occurs; this process results in a variety of
outcomes: symptomatology, acting out of impulse, or in-
creased repressione.

The CMI was developed (1949) as a nominal self-
report scale to collect medical and psychiatric history.
The test consists of 195 questions requiring a "yes" or
"no" response and takes approximately 10 to 20 minutes to
fill out. The questions relate to four classes of func-
tioning: bodily symptoms, past illnesses, family history
and behavior and mood. Related questions are grouped into

18 categories (e.g. Category A concerns eyes and ears,
Category C refers to cardiovascular functions, Category Q

to anger, etc.). Broadman (1952) suggests the use of the
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CMI as an index of emotional disturbance. Questionnaires
with more than 10 yes responses checked, with more than
six omitted responses, more than three yes and no res-
ponses, and in cases where three or more responses have
been changed, are all considered indicators of emotional
disturbances. Hamilton (1962) found that functional so-
matic symptoms, (responses in the A through L categories),
increase in proportion to scores of the psychiatric sec-
tions of the CMI, (responses in the M through R categories).
Matarazzo (1961) found that the number of medical symptOml
(A through K) was a good predictor for a number of psy-
chiatric symptoms for medical and psychiatric in- and out-
patients (N = 160).

Symptoms elicited in the laboratory were grouped
into a hierarchical scale (referred to as the Symptom Re-
action Scale - SRS) based on their respective magnitudes
on an index of repression. The SRS represents a "...con-
tinuum of repression with different types of psychopath-
ology becoming manifest as anxiety producting impulses be-
come more blatantly represented in an individual's aware-
ness." (Sommerschield, p. 279).'

The SRS, initially developed by Reyher (1961), de-
lineated 13 symptom categories. Burns (1972) found a .51
correlation between the rank of the drive scores for the
symptoms (N=36) generated in his research and the original

Symptom Scale. Subsequent revisions by Burns (1973) which
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depicted 73 categories and by Stern (1974) which includes
84 categories substantially expanded the original scale.

It is the latter revision which is used herein:

SYMPTOMATIC REACTION SCALE (Revised June, 1973)

RAS, I. Reactions produced by the presumed inhibition (I)
of the ascending reticular activating system (RAS) in order
of increasing activation:
l. ©Sleep
2. Sleepiness, yawning
3. Tiredness
4, Feeling of being "drained."
ANS, S. Reactions of presumed sympathetic innervation, au-
tonomic nervous system (ANS):
5 Tingling
e Itchiness, weals
7. Sweaty, clammy
8« Abdominal pain and gastric distress, "stomach
movinge.
9. Belching
10. TFeeling of malaise
1ll. Chest pain
12. Cold sensation
13, Goose flesh, shiver
14, Dryness of mouth
15. Tachycardia, heart pounding, pulse
16. Coughing
17. Breathing heavier
SNS. Reactions of presumed somatic nervous system (SNS)
innervation:
18. Tics
19. Tremors
20. Stiffness
2l. Tightness
22. Muscular aches and pains; also pains described as
caused by a specific external source (e.g., "My glasses are
hurting my nose.")
2%3. Tension
24. Shaking
UD. Reactions of an undifferentiated (UD) nature in which
the somatic, autonomic, and psychological components cannot
be specified:
25. Uncomfortable
26, Fidgety
27 Jittery
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28. Nervous

29. Shaky

30. On edge

51l. Restless

%32. Upset

33. Funny, uneasy

24, Queasy, antsy, stomach empty

35. Excitement, hyper, anticipation

25.5 Surprise, shock (score here only when not iden-
tifiable as DA (66) or some other category.)

PC. Reactions of presumed parasympathetic (P) inner-

vation (vasodilation), cranial division (C), autonomic
nervous system:

Syme

%6. OSensation of warmth

37+ Dizziness, light headed

38. Headache

39, Throbbing in head

40, Pain behind eyes

41, Vatery eyes

42, Blushing

42.5 Blood rushing to head

Reactions in which the repressed drive is symbolized

by the soma or sensory processes:

43, Hysterical symptoms such as blindness, deafness,
anesthesia and numbness.

44, Urges indicating that a conversion of affect has
occurred, such as urination being equivalent to ejacu-
lation, and hunger being equivalent to sexual impulses.
45, Alteration in body image such as limbs feeling
detached, elongated, or fatter; sensation of being
heavy, squeezed;

A0, Sym. Symbolic acting out (AO):

SED.
only

EA.

46. Repressed drive acted-out in behavior without
awareness e.g., running pencil through closed loop
made by forefinger and thumb.

Somatic (S) expression (E) of drive (D). (To be used
for specific paramnesias.)
47, Tingling
48, Pleasant warm fee11n§

Expression of anxiety (EA The neurophysiological

pattern of inhibition and excitation represented by repres-

sion is sufficiently weak to permit the experience of
arxietye.

49, Troubled, uptight, worried.

50. Apprehensiveness

5l. Anxiety

52. Scared, frightened

5%. Fearful, afraid
RSE. Reduction in self-esteem (RSE). Reactions in which

there is a perceived disparity between the real and ideal
selves.
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54, Experience of failure, feeling inadequate,
feeling dumb, stupid, idiotic, self-conscious,
impotent, powerless, helpless.

Dissociative reactions (DR) in which there is aware-

ness of an unknown force influencing one's affect, think-
ing and/or behavior:

55. State of confusion, inability to concentrate,
bafflement, inability to think.

Includes such reactions as one's thoughts being
pushed and pulled but the content of thought cannot
be specified; awareness of blocking out something.
56. Strong urges not carried out in behavior, such
as wanting to move hands around or to rub something
or to get up and dance; feeling confined, restricted,
pressurede.

57. GSomething racing up and downe.

57.5 Feeling "stoned" or "out of it," or "feel like
I'm talking in my sleep," or "even though I'm talk-
ing, it's like I'm daydreaming.,"

DR, PO. Disturbance in physical orientation. (P0).

58. OSensation of floating, sensation of rocking or
motion.
59. Out-of-one's-body experience.

DR, CE. Alteration in perception of time, place and iden-
tity which disturbs continuity of experience (CE):

DA.

60. Disorientation in direction or place.

©0.5 Disorientation in time. For example, " I don't
even know how long I've been here."

©6l. Depersonalization: feels like someone else or
experiences a loss of personal identity. Includes
talking about oneself in the third person. (Score
only when S is not using the third person to make a
generic statement, e.g. "It's easier to think with
your eyes open.")

2. Amnesic and fugue states.

Reactions denoting disturbances of affect (DA) as re-

pressed drives approach the threshold of awareness and
conscious apprehension:

NR.

©%. Apathy, blase.

o4. Humorous reaction.

©65. Ego alien affect -- feeling weird, strange, o0dd,
unreal, unnatural, crazy, spooky, foreign. There must
be a distinct reference to a negative feeling, sur-
prise, shocke.

66« Superego reactions -- feelings of being alone,
abandoned, guilty, depressed, disgusted.

67. TFeeling bothered, feelings of dislike, frustra-
tion, impatience, cynicism.

68. Anger

Neurotic reactions (NR) indicating that the threshold

of awareness has been reached and psychological mechanisms
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are activated to prevent repressed drives from being ex-
perienced and consciously apprehended as part of one's
self:
69. Obsessive behavior: any perseverative thought,
image, tune, verse, etc.
70. Compulsive behavior: any intention or behavior
designed to increase the order, symmetry or neatness
of the room, materials or personal clothing or image.
This includes such "mental games" as placing one's
foot on the floor so that it is bisected by a tile
line or equidistant from two thingsj; mentally draw-
ing lines between things to create pleasing geometri-
cal forms; square corners, etc. Also score any urge
to take note of or describe items or features of the
room. Also score extended imagery which is highly
veridical, i.e., which is purely descriptive of re-
alistic scenes from 3's everyday life, but which
does not contain identified people or interpersonal
events. Also score imagery describing the room.
7l. Phobias: fear of a specific object in the room.
72. Some attenuation of perception: words getting
harder to see.
73+ Conscious denial of thoughts or affect.
PR. Psychotic reactions (PR) in which blatant derivatives
of repressed drives in awareness necessitate the defense
of projection to prevent derivatives from being conscious-
ly apprehended as part of one's self:
7%.5 Psychotic withdrawal "I'm tired of the world.
It's intruding on me."
74, Delusionse.
75. Paranoid thinking.
DP. Reactions in which there is profound disturbance of
perception (DP):
76. Hallucinations, positive: seeing a word when it
was not presented or seeing something other than a
word; also auditory or olfactory.
77« Hallucinations, negative: cannot see words pre-
sented.
775 Perception breaks down entirely, and "everything
seems like it's moving and changing."
ANS, PS. Reactions produced by presumed innervation of
parasympathetic innervation, sacral division, as direct
representation in awareness of repressed drives and their
objects is imminent and the integration of somatic, auto-
nomic and psychological processes begin to deteriorate. I
Indicates a failure of defense:
78« Explosive feelings in stomach.
79. Explosive feelings in chest.
80. Flatus.
A. Reactions in which the experience of anxiety maintain-

ing repression and auxiliary defenses is unattenuated
causing the disorganization of behavior:
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8le Urinary incontinence.
82. Fecal incontinence.

8%. Panic.
84, Terror

Spielberger (1960) has developed two brief (20
item) measures of two types of anxiety - State anxiety
(A-State) and Trait anxiety (A-Trait). A-State attempts
to measure one's transitory emotional states of conditions
which are relatively situationally specific. As described
by Spielberger, the test instructs the S to depict his or
her feelings at a particular moment as specified by E.

The 20 items attempt to elicit S's subjective, conscious-
ly perceived feelings of tension, apprehension and height-
ened ANS activity. DPast research, as reported by Spiel-
berger, demonstrates that A-State varies with stress
situations and relaxation training. The author suggests
use of A-State scale to determine levels of anxiety in-
duced by stressful experimental procedures.

The A-Trait scale is of a similar 20 item construc-
tion: however, it requests S to report how he or she gen-
erally feels. A-Trait is considered a measurement of
stable dispositional reactions to anxiety. A-Trait with a
retest reliability of .80, correlates .76 with IPAT and
«79 with the Taylor Manifest Anxiety Scale and therefore
can be considered a very reliable, as well as time saving,
measurement of anxiety.

Correlations between A-State and A-Trait scales



13
are predicted to vary with the type and amount of stress
under which the State scale is given. Ilowever, mediam
correlations between the two is .47.

Normative samples based on 982 college freshmen
show a mean of 38 for the A-Trait scale with SD of 8.2
for males, and a mean of %8.2 with SD of 8.2 for females.
A-State scale has a mean of 40.0 and an SD of 7.8 for
males and a mean of 39.4 with an SD of 8.6 for females
(Spielberger, 1960).

Both A-State and A-Trait scale correlate .70 with
Cornell Medical index for normative samples of hospital-
ized neuropsychiatric patients. Its independence as an
anxiety measure is supported by its lack of correlation
with IQ measures and achievement scorese.

Since this research, as in the previous line of
research, involves experimentally activated conflict as
well as activation of symptomatology, questions of ethical
considerations must be raised. In order to ascertain any
detrimental effects attributable to the experimental
technique, a brief questionnaire was administered to pro-
vide an opportunity for the subject to address himself to
these questions. (Appendix C). Included in the ques-
tionnaire is an open-ended item to test the presence of

any demand characteristics of the experiment.
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Procedure:

The CMI was mailed to S's to be filled out and
brought to the experiment. Upon arriving at the experi-
mental laboratory, S was instructed to sit in a soft re-
clining chair, close his eyes, visualize, and describe a
picture of an automobile. There was no casual or anxiety-

~

reducing conversation or rapport established with S prior
to the implementation of the procedure. If S asked ques-
tions of E, E replied in a matter-of-fact tone, "I know
you may have a lot of questions and I'll be glad to answer
them after the experiment." A stop watch, which was used
later in the experiment, was started at this time in order
to desensitize S's reaction to the ticking. Criteria for
participating in the experiment was S's ability to visual-
ize and describe an automobile for at least 30 seconds.

If S stopped before describing his image for 30 seconds,

E queried, "Can you describe anything more about it?"

All S's, however, satisfied this criterion. S was then

asked to keep eyes closed and "visualize this story as I

read it to you":

Fisenbud-Sommerschield Story

These events occurred one evening while you were
out walking. As you were leisurely walking, your attention
was drawn to an attractive, older woman who seemed quite
upset. You offered to be of assistance as the woman was
about to pass you. Frantically, the woman revealed that
she had lost her purse and did not have enough money for
her bus fare. Wishing to help the woman, you reached
into your pockets and your wallet. You only had a ter
dollar bill. You then offered to accompany her to th« bus
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and pay for her fare. She, however, felt very indebted
to you and insisted that you accompany her to her apart-
ment in order that she might repay you. Somewhat reluc-
tantly you agree.

Once within her apartment she suggested that you
might like to look at her record collection while she
left to find some money for the bus fare. When she re-
turned, she seemed very friendly and reluctant to have
you leave. After talking about the collection, she of-
fered you a drink and a snack. She then turned on the
record player and you danced awhile with the woman. Grad-
ually you became aware of some stimulating, but disquiet-
ing thoughts and feelings. G&he was very good looking and
it seemed like such a pity to have all her beautiful soft-
ness and curves go to waste. ©GShe seemed to be silently
inviting you; her closeness, glances, words, and breath-
ing, suggested to you that she was becoming extremely
sexually aroused. You were just starting to make love to
her when suddenly more thoughts ran through your mind.
She was older, respectable, perhaps married, and undoubt-
edly very experienced. You wondered if you would be able
to satisfy her. How traumatic it would be if she laughed
at your advances. In spite of these thoughts, you found
yourself becoming increasingly excited and aroused. You
wanted to make love to her right there, but the telephone
rang. While you waited, you became so aroused and excited
that you could hardly speak. You made a hurried excuse
for leaving, promised to call her back and left the apart-
mente.

fal

After the story was read, S was instructed:
"Keeping your eyes closed, I'd like you to revisualize the
story that I have just read to you and describe it to me
as you revisualize it." After revisualization, E instruc-
ted S: "Keeping your eyes closed, I'd like you to now
describe whatever images that come to your mind's eye,
making note of any feelings or bodily sensations that you
may have." (Tape recorder was activated while instruc-
tions were given.) At the end of the instructions, the

stop watch was restarted, and at each 60 second interval,
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for a total of five minutes, E inquired of S: (1) "How
are you feeling?", and then after S's reply, (2) "Do
you have any bodily sensations?" If S replied, E queried:
"In what part of your body?" All other comments by E
during the free imagery period followed the standarized
guidelines adopted by Burns: 1) "What's happening?" if
S was silent for a period of one minute, 2) "Are you des-
cribing what's in your mind's eye?" whenever it was not
clear whether 5 was free imaging or free associating;
if S says "no", or if it seems necessary, E says: 3)
"Can you just wait for things come into your mind's eye
and describe them for me?" 4) "What was that?" if 3
speaks too low or indistinctlye.

After the fifth inquiry, S was instructed to open
his eyes. S was then given three instruments in the fol-
lowing order: A-State anxiety scale, experiment feedback
questionnaire, and the A-Trait anxiety scale. A debrief-
ing session then was held in which I answered S's ques-
tions concerning the experiment and his subjective exper-

iencee.

Scoring

Drive Activation: Individual protocols of free

imagery were scored on an operational scale as reported

by Reyher and Burns (1972) and further revised by Reyher
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(1974), to determine the degree to which Oedipal drives
were activated and represented in visual imagery. The
imagery was rated on three dimensions: 1) type of drive
present, i.e. the presence of drives of sex, anger, self-
esteem, and tenderness all received weighted scores of 2
and nonscorable drives received rates of 1; 2) the degree
to which the drive is expressed, i.e. if a drive is
merely inferred (di) it is weighted by 1, if it is de-
picted (dp) explicitly it is weighted by 2, if it is
recognized (dr) it receives a weight of 4, and if the
drive is experienced by S with appropriate affect (de)
it is weighted by 8; and %) the remoteness or blatancy
of the derivatives of Oedipal objects, i.e very remote
derivatives such as geometric forms and inanimate objects
receive very low weights whereas images of parents, woman
in the story, etc. receive the greatest weighted scores.
Derivatives engaged in interaction are further weighted
by scores up to 8. (See Appendix C for further details
on scoring.)

Each episode of imagery is scored on the three
above dimensions and these scores are multiplied to give
a drive activation score for each episode. The degree
of repression increases as this drive activation score
decreases. Repression is viewed as the obverse of aware-

ness and implies the active inhibition of the drive. The

concept of degree of repression is, therefore, a more
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comprehensive construct than the degree of awareness.
Fach symptom elicited by S was scored according

to its respective rank on the Stern-Reyher SRO.



RESULTS

Reliability

The interjudge reliability for the Burns-Reyher
Drive Activation Scale was computed by Spearman Rho for
ten subjects picked at random. A correlation of r = .82
was found between two independent judges who had no prior
interjudge training sessions. Utilizing the revised
Reyher Drive Activation Scale, an interjudge reliability
of .90 was found based on prior collaboration and train-

ing on scoring.

Experimental Mvpothesis

The experimental hypothesis could not be tested
because S's responses on the CKI could not be grouped into
the exclusive symptom groups under investigation (e.g. S's

with headaches also had respiratory complaints,etc.)

Unexpected Findings

Although only a few symptoms were expected because
of the uncovering properties of emergent uncovering psy-
chotherapy, we were surprised and amazed by the profusion
of symptoms that were produced (Appendix A). Three illus-

trative protocols are given below, two of which depict

19
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high drive scores and corresponding high symptom scores,
while the remaining one is indicative of the extensive

repression and low drive scores.

Code: Q-1 How are you feeling?
Q-2 Are you having any bodily sensations?
Q=3 In what part of your body?

Drive Score rank #24
f-symptom rank #25

SUBJECT #10201

(Silence)..should I do it right now?..shall I
describe the story again?..(E repeats the instructions)..
I'm walking down a lonely street..dark..kind of coldness,
being upstairs in the room with her..starting to make love
with her..kinda nervousness..very nervous.. my hand is very
shaky..eyes kind of jumpye..(Q-1l) kind of nervous and kind
of relaxedee(Q-2) noe..my arms seem kind of stiff..my biceps..
ummm the room being very dark and drabby..l kind of picture
myself being in the room kind of out of place..hands in my
pockets, shoulder kind of inwards..arms feel real tight..
legs feel that way too and uh that's avbout 1t, can't think
of anything else..(Q=1) tired..(Q-2) my chest seems heavy
.shead seems kind of high or light..feel likee.e.can't seem
to think of any more 1images..(§-1) very tired and kind of
small..feel 1like the chair is bigger than 1 am..throat
seems kind of ticht and clocced up and 1t's cleared my
head..seems very welrd..seems heavy..nard to describe..
eyes Seem nervous..arms seem to be quivering..football sta-
dium..l see a few people 1n the upper deck..a blue car..an
old one, 1949 or something like that..slanty back top..a
big thing..big tires..all the leaves on the trees and dif-
ferent colors..(Q-1) very tired..hard to describe..speech-
less sometimes I can't get the words out..seems as 1f I'm

oing up and down..next thing vou know I'm high and then

'm sinklng 1in thls chalr..back up and back down..my room
«.pretty nice place..kinda drabby..over on Abbott Road..
really nice place, kinda quaint..thinking of the Collings-
wood entrance..it's a big mess over there..have to walk
around it..weary..arms seem to be just there..head is sink-
ing slowly up and downe.e.legs feel stiff, that's 1t..(Q=2)
a lump i1n my throat..hands feel funny the way they're gripped.
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Drive Score rank #15

f-symptom rank Fou
SUBJECT #1000

A big eyeball.. one lonely eye out in space..now
I see stars..stars moving around..trees..in background..
sidewalks completely empty..early morning sun rising Upe..
(Q=1) hot..warm, very warm.(Q-2) no feeling from the waist
downe.l iecel comfortavlc..tall bulldinZee.Ccltyeeiotls of
people..dark clouds..thunderstorm..lots of rain..lot of
water over the sea..black sea..huge waves..submarine below
the sea..diving and swimming nowe..(Q=1) no change..(Q=2)
Noeeflyingese.flying in a helicopter..now I feel like I'm
turninz around..like I'm spinning..how I'm diving down
1iniLo0 a fieldeecloser and closer to the field..back up a-
zain..(Q=1) I'm moving back and forth..(Q-2) excitement
like I'm full of electricity..it's completely darke.e.l'm
floating 1n a vold..notning in anyway at all..I'm spin-
ning around faster and faster..twirlinc..feels like my
whole body 1s spinning head over heals..nothing anywhere
but mee..getting dizzve..now L'm laying flat and spinning
aroundee(Q=1) dlzzy tense..(In what way?)..in my toes and
in my head..l'm spinning around still..one half 1s golng
one way and the other half is moinm the other wayeelt's un-—
comfortanlessl don't want to leave tne black vold..there's
nothing around..l hate getting a bearing..l don't want to
see anything or I'll get a bearing and stop seeing anything..
see the sun..just the sun and the dark, it's pullins me..
cettine closer and closer..room is vibrating back and forth..
SLLll splnnlne aroulde.(g=l) 8.1M0SL S1CK, 1N NIV 11E€30ee Q=)
fingers are cold, chest 1s sweating, still feel like I'm

vibratinge.

Drive Score rank #l1
f-symptom rank  #5

SUBJECT #1001

Patternsees..starting to go around...nothing in my
head right now Jjust thinking what this room is like... I
can't really remember it..(Q=1) OK..(Q-2) my feet feel feel
cramped...othinking of the tape recorder....tninking ol my
accountingeee.trying to think of my stereo at home..listen-
ing tO it.o.ocoooo-oooooo(Q_l) a little waI‘m...(Q—E) in my
upper half... thinking of the car again... 1t is still white
eeelly €yes don't see anything...now I'm thinking of trees...
(Q=1) fine..(Q=2) no..thinking of a girl...thinking of walk-
ing over here...see Pat.e..trees...peopleeee.(Q=1) fineee..
(Q=2) no...thinking of the river now...watching it go over
the falls..and the ducks..football field...just walking a-
round the campus.
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Twenty-three out of the 25 Ss made comments scor-
able as symptoms on the Stern-Reyher SRS, ranging from O
to 20 with a mean of 5.7. Table 1 is a correlation matrix

for the five dependent variables.

TABLE 1

Spearman Rank Order Correlations Between Average Drive
Scores (Drive), Frequency of Cornell iedical Index Symp-
toms (ClMI), A-State and A-Trait Anxiety, Total Frequency
of Symptoms (f-symp), and Frequency of Different Types
of Symptoms (f-type)

Cril A-STATE A-TRAIT f-symp f-type
DRIVE .09 « Ot .07 e 3% « 30
CMI - .07 JU2X* 27 5%
A-STATE - - JUB** <16 .11
A-TRATIT - - - .16 .15
*D ¢ <05
**p ¢ .05

A significant (r = .39, p&.025) correlation was
found between the total frequency of symptoms reported and
the average drive score (degree of repression), thus sup-
porting the previously cited studies. However, the fre-
quency of different types of symptoms (f-type), which was
computed by scoring only once the appearance of the same
symptom just missed reaching a significant correlation
(.05 level of confidence equals .33) with the degree of

repression.
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The frequency of CMI symptoms correlated signifi-
cantly (r=.42) with trait anxiety but not with state an-
xiety. The significant correlation was expected from
evidence which has previously demonstrated the relation-
ship between anxiety and medical symptomatology. (Spiel-
berger 1960). A significant .33 correlation between the
frequency of symptom types elicited in the laboratory and
the frequency of CMI symptoms was found. ©OSubjects endor-
sing more symptoms on the CiHI ltended to have a larger
variety of symptoms in the lab.

Since neither measure of anxiety correlated with
frequency of symptoms nor with frequency of different
symptom types, the experimentally activated symptoms,
therefore, cannot be merely attributed to consciously ex-
perienced anxiety reactions. The significant inter-test
correlation of the state and trait anxiety (r = .42) was
consistent with findings reported in the test manual

(Spielberger).

Dezree of repression: The obtained profusion of
symptoms afforded us with another opportunity to verify
the relationship between the degree of repression, fre-
quency and type of symptoms. DBurns scored the degree of
drive activation (repression) for the visual episodes be-
fore, during and after the appearance of symptoms. Un-

fortunately, this degree of precision was not possible in
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the present investigation because the manifestation of
symptoms was usually reported only after a fixed period
of time (one minute) when the subject was queried. The
lack of such precision in the present investigation pre-
sented a serious problem because average drive scores
from this fixed interval would not reflect the wide and
rapid fluctuations in the degree of drive representation.
Imagery depicting sexual intent towards an older female
can be followed immediately by remote images such as geo-
metrical forms, etc. The average drive score for these
two visual episodes might be the same as another subject
whose drive score is based on visual episodes depicting
intermediate degrees of drive. If the relationship be-
tween degree of repression and type of symptom holds for
these data, then the former subject should have manifested
a symptom which is higher on the SRS than the latter sub-
ject. Therefore, the most rational procedure was to com-
pute the correlation between the highest drive score and
the highest SRS score of the total five minute period of
free imagery. As expected, the obtained Spearman Rho cor-
relation between highest drive score and the highest SRS
score was .75 which is significant at less than the .01
level.

The relationship between degree of repression and
the number of symptoms was assessed by correlating the

highest drive score with the range between the lowest and
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the number of symptoms was assessed by correlating the
highest drive score with the range between the lowest and
highest symptom on the 3R3. As the drive achieves great-
er representation in awareness, it nevertheless still
procduces psychosomatic symptoms as well as symptoms pro-
duced by the drive itself no matter how high their value
is on the SRS. The obtained correlation of .65 was sig-
nificant at the .01 level.

Table 1 represents the same analysis using less
precise mean scores instead of highest scores and shows
that the .32 correlation between the mean drive activa-
tion score and the frequency of symptoms is, as was expec-
ted, substantially smaller but nevertheless significant at
the .03 level of confidence. The .30 correlation between
mean drive and type of symptom just missed achieving the

.05 level of significance.(.33).



DISCUSSION

The experimental hypothesis could not be tested
since all subjects reported either a variety of symptoms
or symptoms which were not being investigated. In order
to test the experimental hypothesis, thousands of Ss
would have to be screened with the CMI to locate enough
Ss to fill each of the mutually exclusive symptom groups
we had set out to study.

The extremely pathogenic nature of the procedure
was not only surprising but remarkable. The subject mere-
ly is asked to close his eyes without ado and to visualize
a story that is read, revisualize the story after & was
finished, and then report five minutes of free imagery.
There are several ways to account for the abundance of
symptomatology. One is that the procedure is an indirect
hyonotic induction and that the absence of intent to create
conflict kept S's defenses at a minimum. Recent investiga-
tions (Reyher and Wilson, 1973) have shown that indirect
means of hypnosis are Jjust as effective as formal methods.
All that is required of S is to remain passive while the
operator directs his attention and behavior. In all pre-
vious investigations in this line of inquiry, a formal
hypnotic induction was performed, during which S was in-
structed to push the story (paramnesia) to the back of his

26
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mind and that upon awakening he would be overwhelmed by
impulses upon the presentation of certain cue words. The
paramnesia implanted during hypnosis consequently places
3 in an acute conflict since the female object in the
paramnesia (an attractive older woman) is too blatant a
derivative of his mother. S's spontaneous derivatives
of Oedipal strivings such as experienced in dreams and
fantasies, are usually much more remote. This explana-
tion is consistent with the fact that most of the sub-
jects did not depict a continuation of the paramnesia,
nor always depict females, during their five minutes of
free imagery. Females appearing in imagery were usually
girl friends or other females in non-sexual circumstances.
(This is similar to observations reported by Burns.)

An alternate explanation is that hypnosis was not
involved. Having S visualize himself in a situation with
such strong Oedipus complex overtones, stimulates his own
unresolved Oedipus strivings which produce anxiety and
psychopathology. The capacity of directed visual imagery
as well as free imagery to produce affective responses
is well known and is the basis for its use in systematic
desensitization and emergent uncovering psychotherapye.

Another explanation for the present data is that
the demand characteristics of the research were respon-
sible for the symptomatic responses of Ss. In support of

this explanation is the fact that S was given the CMI be-
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fore he was run through the experimental procedure anrd
that he was queried five times as to his feelings and
sensations. e might have erroneously inferred that we
wanted him to act as if he were expected to have symptoms
even if the procedure and other aspects of the instruc-
tions were not obvious in this regard and the experiment-
er was not expecting very much psychopathology. Opposed
to this explanation are the results of Veenstra (1969),
Karnilow (1971) and VWolfe (1971) in what turned out to be
the use of an inelfective paramnesia (Karn;low 1973);
they failed to produce any psychopathology in their hyp-
notized Ss despite their intent to do so by using obvious
conflict-producing procedures which have been standard in
this line of research. Larison (1973), using the same in-
effective paramensia, incorporated an amnesia versus no-
amnesia condition and queries versus no queries condition
and found no differences between them on the dependent var-
iables. Even though some symptoms were produced, the param-
nesia was obviously less pathogenic than the others that
have been used. Using the same design and procedure as in
his earlier investigation (the ineffective paramnesia),
Karnilow (1973) employed the same Odeipus paramnesia used
in the present investigation and produced many symptoms.
Thus, the productions of symptoms appears to depend upon
the paramnesia, not the experimenter, the amnesia, or the
inclusion of queries by E. Finally, the most important

consideration of all is that the type and frequency of
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symptoms entered into systematic and significant relation-
ship with the degree of repression. Most of the symptoms
elicited by S during the experiment (such as shrinking in
size, floating, depersonalization, somatic delusions,
spinning around and anesthesias) are clearly of a differ-
ent quality than those on the ClI.

The transparent symbolism of some of the protocols
warrants discussion because of their intrinsic interest.
In the protocol of Subject #1021, the subject saw himsell
starting to make love to the woman during the first minute
of free imagery. Inferences of the underlying psychody-
namic processes are as follows: the generation of anxiety
is indicated by the psychosomatic symptom of being ner-
vous and shaky. His repugnance for his Oedipus strivings
is represented by the room becoming dark and drab. Since
the older woman in the paramnesia was much too blatant a
derivative or representation of his Oedipus complex, he
was no longer able to see images. Further evidence of S's
Oedipus complex was provided by the concomitant feelings
of inadequacy manifested by feeling small, his shoulders
turning inwards, and his hands in his pocket. Other facets
of the Oedipus complex emerge as intimidating symbols of a
potent, phallic father in his imagery. These are the big
1949 car with big tires followed by the image of trees,
and by his inability to talk (aphonia). Unconscious wishes

for intercourse with mother were expressed somatically by
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the delusion of his body moving up and down followed by
further expressions of repugnance, viz., drabness, and
the Collingwood entrance to the university being a big
mess. The wish for intercourse also was represented so-
matically by his legs feeling stiff and the resulting
guilt was represented by the hysterical symptom of a lunp
in his throat.

The 3's sensation of moving up and down, the
stiffness of his arms and legs, feeling heavy, the turn-
ing inward of his shoulders, speechlessness, and the lump
in his throat are all indications of hysterical symptoms.

Protocol #1000 also is of marked interest, as are
most of them. Our inferences for this one are that the
stimulation of his Cedipus complex produced a feeling of
being alone or abandoned (lonely eye, empty sidewalks)
as a consequence 6f his incestuous wishes symbolized by
the rising sun (growing erection). At this point the ini-
tial symptom of being warm was psychosomatic, indicating
that anxiety was being generated, followed by a hysterical

anesthesia, including the classical la belle indifference,

from the waist down. The tall building, submarine, thun-
derstorm, huge waves, diving and swimming and rain sym-
bolize the erect penis, intercourse, ejaculation and semen.
The helicopter diving and pulling up and the moving back
and forth also are symbols of intercourse; and the feeling

of excitement and electricity reflect the activation of
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lust or libido. The spinning sensation is an hysterical,
somatic delusion representing intercourse; the sensation
of being dizzy in his toes is another of the many illus-
trations in this and the other protocols of the appen=-
dages of the body being used as phallic symbols. One of
the most remarkable symptoms in all our protocols occurred
when he felt that one half of his body was spinning one
way and the other half was spinning in the opposite di-
rection; that is, in a clockwise and counterclockwise
direction concurrently. This has only occurred twice in
our experience with emergent uncovering in psychotherapy
and it strongly suggests that one side of the body, the
left, symbolizes the bad, repressed impulses and the other
side, the right, symbolizes good conscience OT superego.
The activation of Oedipus strivings stimulates both sides
of the conflict simultaneously, thereby producing the
feeling of turning in both directions at the same time.
This symptom was followed by his statement, "I don't want
to leave the black void" which suggest the womb or uterous
and a desire of not wanting to get out by getting a bear-
ing. Retrospectively this explicates the initial space
analogy. TFinally he experiences the somatic delusion of
being pulled by the sun (attracted by his mother), vi-
brating back and forth (intercourse), an intensification
of psychosomatic symptoms (feeling sick and sweaty), along

with the hysterical reaction of his fingers being cold.
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Frotocol 1001 is indicative of subjects having a
relatively low drive score and a paucity of symptomatology.
In this subject we can see the instant activation of re-
pression as depicted by the remote derivatives (patterns)
which immediately followed S's revisualization of the
paramnesia. The onset of the first symptom (feet is
cramped) appears to follow the image of the room which
may be considered symbolic of the womb. Images appear to
dissipate into thoughts of his activities at home. (8 is
approaching closer to the Oedipal object). The symptom
changes to a sensation of warmth (sexual arousal) which
corresponds to his approach to his mother at home. The
images suddenly shift to the car and trees (phallic ob-
jects which can be considered derivatives of father).
Subsequent to the phallic images there is the appearance
of a more acceptable sexual object than the mother in the
representation of a girlfriend (FPat) and the symptoms dis=-
appear.

As transparent as these remarkable protocols may
be to some observers, in emergent uncovering psychotherapy
many clients eventually achieve blatant depiction without
the benefit of interpretations ol making love to his mother
along with the retaliation of the opposite sexed parent,
sometimes with mutually murderous confrontation. These
often take very regressed expression in the form of infan-

tile oral, anal or cannabalistic fantasies; however, these
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repressed fantasies emerge generally only after months of
psychotherapy. Because of the relative blatancy of visual
depiction and the outcropping of vivid psychopathology
after only five minutes in experimental subjects, we plan
to use this paramnesia at the very beginning of psycho-
therapy with clients hopefully to accelerate the process
of uncovering. Administering a variety of paramnesas
designed to stimulate different commonly encountered re-
pressed conflicts may operationally define areas of con-
flict that need to be resolved in psychotherapy. Fsycho-
diagnosis therefore would become more objective and rele-
vante.

The data of Sommerschield and Reyher (1973), Burns
(1972), Karnilow (1973) and the present research all are
consistent with Freud's observation that hysterical symp-
toms represent a fixation at an early genital stage of
libidinal organtion reflecting an unsuccessful repression
or resolution of the Oedipus complex. These investiga-
tions have in common the use of the same Oedipus paran-
nesia. This is particularly impressive when considered
in relation to the other investigations (Karnilow, 1973;
Larison, 1973; Ferkins and Reyher, 1971; Reyher, 19532,
1061, 1967; Sommerschield and Reyher, 197%) in this line
of inquiry which used an anger-aggression paramnesia ex-
clusively, or in addition to the Oedipus paremnesia, and

only produced a few hysterical symptoms.
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Two of the items on the questionnaire considered
the ethical issues of this technique which activates
symptoms. The subjects' responses apparently reveal that
this procedure was not particularly stressful or upsetting.
Eighty=four percent (21) of the subjects reported they
were treated "very well" or "fairly". Sixteen percent
(4) reported some negative feelings about the experiment;
however, these reactions do not appear to be uniquely at-
tributable to this procedure: "treated like a statistic",
"suinea pig". Criticisms of the experiment were distri-
buted as follows: seventy-two percent reported no criti-
cisms, twelve percent complained of some frustration of
the task to report imazes, and 16 percent (4) felt uncom-
fortable with equipment in the room or with the presence
of the E.

)

Sur~ecstions for Improving Design and Future Research

Since S's usually did not report symptoms spon-
taneously, but rather waited until queried, some accuracy
in assessing the degree of repression was sacrificed. Ad-
ditional instructions which would facilitate the timing of
S's responses may be ameliorative. Since it has already
been shown that demand characteristics for symptom produc-
tion are minimal, the additional instruction of "describe
any feeling or bodily sensation you have immediately" may

clarify the procedure for S and increase the preciseness
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of repression scores.

Frevious research, Sommerschield (1973), has
shown no significant differences for Oedipal as compared
to anger conflicts. A duplication of this study utilizing
non-hyprnotic techniques as employed in this experiment
appears to be in order. Turthermore, the QOedipal conflict
per se nust be viewed as not merely a sexual conflict but
rather a conplex constellation of conflicts: sexual
drives towards opposite sex parent, agmgressive and hostile
fantasies toward same sex parent, fear of loss of love and
retaliation, feelirgs of inadequacy. wnich components or
combinations of these conflicts are attributing to the
symptom production remains unanswered. The use of a series
of paramnesias 1is indicated for comparison of relative
pathogenicity. IManl's (1971) discussion of objectively
unpleasant stimuli offers some suggestion for future par-
amnesias: frustration, threat to physical integrity, loss
of love object, separation, loss of self esteem, etc. A
comparison of various paramnesias can provide further data
on the role of drive constellations on symptom etiology.

Expanding the subject population to include fe-
males, clinic populations, and increased age ranges are
some logical extensions of this resecarch. TFerhaps a large
N study to collect normative data on sympltom frequency,
types, and repression would be another step towards a

systematic study of experimental psychopathology.
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Since the ClII excludes many syinptoms appearing on
the GR35 and many psyclhiogenic symptomatology, no adequate
comparison could be made between the symptoms appearing
in the laboratory end those in S's everyday life. TIuture
research is planned which will utilize the ER3 and a psy-
chological symptom checklist as a subject feedback ques-—
tionnaire which will te administered after the experimen-
tal procedure. Interesting comparisons could also be in-
vestigated betwecn degree of repression, experimentally

activated synpiomnatologsy, and physical disease patterns

reported by subjectse.

Clinical Validation

Clinical validation of theoretical constructs
developed in the laboratory is always desiravle. Fortu-
nately, this researcher was engaged in psychotherapy train-
ing during the course of this research project. The fol-
lowing protocol provides a quite dramatic verification of
the degree of renression theory. The client, male, age 206,
seen 5 times per week for ps;chodynamic psycnotherapy,
quite spontaneously elicits a conmplaint about a recent
change in sympltomatology:

Session #35
Client: ".ee.e.psycho-somabic like symploms are coning uUDee

ny skin is giving me more provlems NOW...N0re so
than my anxietye..

TH: could you tell me more about that?
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Client: TI've been breaking out more often...scales on my
SKineeesince about Fridayee.es I cuess I've got
them all over my Dody now...completely scaled
over this weekend...itching all over....least
I'm rid of some anxiety..l haven't notice my
pouncir;; un and down in my belly..Il wonder wnat
happened to that.... I'm feelins a little bit of
that (anxiely) right NOWeee

TH: What can vou malke out ol that?

Client: I think they're (stomach feelings-anxiet~) be-

in~ crushed more then ever...(I) feel pressure
of work and sSClOOl..

TH: Crushed?

Client: As I begin to got more self control I say to my-
self-cet to worki...I'm putting aside all my
anxiety feelingse...making them subservient to my
feelings of get to worki: do my thesis! get uple..
the way I'm dealing with my feelings..l'm sup-
pressing them (during the day) then I deal with
them during therapye....the pressure and tempo
feels that instead of dealing with my feelings
and spernding time on them I brusnh these anxiety
feelinrs aside... the anxiety comes on but I brush
them 8SidCeeseel still don't read the newspapere.e.
..5till anxious about my kid..(etc.)

“

The client's presenting provlem was massive and
diflfuse anxielty, guilt, and concerns about hospitalizing
himsell. As free imajery proceeded to uncover more specific
sources of anxiety (Cedipal strivings towards his mother,
incestuous impulses towards daughter, hostility towards
father and wife), he reported lhat he was gaining more
control over his anxiety and was beconing his "old self"
again, though this time he is aware that feelings of anger
and tendcrness are not spontaneously available to him. It
appears that the course of therapy has definitely altered
the degree to which his Oedipal and anger agrression con-

flicts were repressed.
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APPENDIX A
VERBATIM PROTOCOLS OF FREE IMAGERY

Subject #101

In my room, I've been working all nite and I'm
sound asleep, that's the way I'd like to be...I see a pic-
ture of my girlfriend..not doing much just sitting there..
(pause)...at the ocean..just sitting and letting my mind
wander..thinking Johnathen Livingstonee..(Q=1)..not too
bad I feel kind of peaceful inside..(Q=2)no..groggy head
haven't been sleeping (sigh)...back at the ocean...just
sitting on the rocks watching the waves come in..not do-
ing very much..just sitting and watching grey..warm inside..
I suppose... I'm thinking ahead to my chem class. I've
got & quiz today..not doing much..(Q-1) queasy inside..
its our first test..wondering how I'm going to do on it
(Q=2) nervous stomach, I suppose..at home now..sitting
and having dinner with my parents...just sitting and talk-
ing..not really doing a whole lot just talking...feeling
kinda good inside...back to the ocean, I'm afraid all my
thoughts end up there..just sitting on the rocks..(Q-1)
warm inside, feel good (Q=2) kind of feeling good and
happy..nothing but the ocean comes to mind..afraid I

could sit there all day and not do much of anything, I

41
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could probably think about it all day too...thinking about
the concert now..(Q-1) good inside..real good inside...the
inner rhythm is starting to go..um.. (Q=2) well just a
warmth (Q-3) in my stomach...High School football gamee..
watching it, the game where I get hurt...a lot people on
the sidelinesS...just excrutiating pain, rain on my face..
(Q-1) shoulders just twinged...that's what happened to me
that daye...(Q=2) should is sore.

Subject #120
I'm supposed to do this now?..(silence)ee.(Q=1)
I feel really relaxed (Q-2) no....(silence) (Q-1) really
relaxed (Q=2) no.....see a football game going on...MSU is
being beaten...(silence) (Q-1) same (Q=2) no....(silence)
ceee(Q-1) same (Q=2) NOeeeos.(silence) (Q=1l) no change..
floating on a cloud, relaxede..(Q=2) numb in the foote...

feel really relaxed.

Subject #105
(Silence for one minute)ee..(Q-1) little nervous,
what's going to happen..(Q-2) no..(silence)e...(Q-=1) all
rightee«(Q=2) nNoeess(silence for one minute) (Q-1) fairly
relaxed, little bit uneasy trying to think (Q-2) feel
pretty comfortable...I'm thinking of the next class I'm
in - it's a pretty big class, thinking about every time

you go into class everyone goes in and sits down and pulls
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up their newspapers; thinking that it gets kind of repeti-
tous...(Q-1) all right; nothing really..about the same...
(Q=2) no..silence...(Q-1) about the same (Q=2 no

Subject #1l46

(Silence..all I visualize is the bus stop..feel
very relaxed..no images..no one at the bus stop..(pause)
ee(Q=1) Relaxed. (Q-2) Not that I can perceive..still see-
ing that bus stop..the neighborhood seems to be 1920's,
0ld style buildings..beat up asphalt street..like narrow
streets in New York..there's a fire hydrant near the
bench near the bus stop..the bus stop sign..seems to be
fall...there are leaves near the bus stop. (Q-1) relaxed.
(Q=2) NO..(pause)..seems to be a very gray day like today..
cool..I'm looking at the bus stop from the window of the
apartment..from the distance of a block or two..people
at the bus stop..the bus is there..it's silver and green.
(Q=1) Relaxed. (Q=2) No.. my view is moved back from the
window of the apartment..l see the wall that the window
is on..a smoky gray wall with dark wood on the sill...
0ld type of register..there's a desk on the adjacent wall.
(Q=1) Really relaxed. (Q-2) NO. . piece of paper on the
desk..placed as if someone is going to write a letter..
little figurines above the desk cabinet..nothing specific.e.

just nebulous figurines..there's a very monotone type of

painting..dull color..vague images. (Q-1) Relaxed. (Q=2) No.
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Subject #206

I don't really have any..(silence for one minute).
(Q=1) Fairly relaxed. (Q=2) No. (Just wait for images to
come to your mind's eye and describe them to me)...only
thing I was thinking about was the story..the picture of
the woman as I described her before..thinking of us danc-
ing again..thinking that once I left I'd feel sad and
lonely..(Q=1) Sad when I'm thinking about the story..
(Q=2) None in particular. I was just going over the
story again..my arms are isolated from the rest of my
body..it kinda feels like I'm floating..(Q=2) Tingling
in arms..seems like my arms and legs are very long and
heavy..seems like the room is much bigger than I remem-
ber it being..(Q-1) Still pretty relaxed. (Q=2) Still
tingling in my arms..seems like I'm very small..when
compared to the room..seems like I'm laying flat on my
back and floating..seems like my legs feel long and heavy..

still tingling sensation in my arms..legs feel weak.

Subject #l41
I'm thinking about how weird the story was..
(Q=1) OK. (Q=2) Not really, maybe I'm a little nervous..
(just wait for things to come to your mind's eye and des-
cribe them to me)..(silence)..am I supposed to be think-
ing about the story?..(silence)..(Q=1) OK. (Q=2) No..
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(silence)..I really can't think of anything..(silence)..
(Q-=1) OK. (Q=2) No.. I'm a little thirsty..(silence)..
just thinking..really not seeing anything..Il just saw
that car..just thought about that story again..trying to
put things together..(Q-=1) OK. (Q=2) NO..(silence)...
just thinking about that story. (Q-1) OK. (Q-2) No.

Subject #148

(Silence)..What am I supposed to do? (E repeats
instructions) (Silence)ee..(Q-1) Pretty relaxed. (Q-2)
Legs feel spaced..head is kinda dizzy. I see a pelican..
see a bird..see the ocean..a tower in it.. one of these
lighthouses..(silence)..l see a fog..(silence)..l see a
rectangle just floating in space. (Q-1) Dizzy. (Q=2) No..
I see a nude body of a girl..(silence)..(Q=1) No. (Q=2)
just feel light..just revisualizing the story..see the
guy making love to her..see the pelican again..see the
sun setting in the ocean..now I see..now I see a plane,
a jet (Q-1) Same. . the Jet's going around in circles.

(Q-Z) Dizzyo

Subject #123
(Silence) I'm not sure exactly what you want me
to do. (E repeats instructions). Right at this moment
you mean? I see face of an older woman..the thoughts

keep coming back of whether I should have left or stayed
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and how much I would have done, if any. (Q-1) Warm.

(Q=2) I seem not so much sexually bodily more like.. I
feel far from that situation..I seem to see her expres-
sions when she was trying to keep me to stay..image of
her putting record on record player..casual talk..see

me running out again..thoughts should have stayed or

gone, that's pretty predominant. (Q-1) I feel that I'm
further.. I feel like that situation wouldn't happen.
(Q=2) I feel I wish it would happen..l wonder what it
would be like..I see her with a soft voice but still
somewhat of one that can control you..more or less being
able to tell you what to do without saying anything. (Q-=1)
Wishing that situation would be at this moment. (Q-2)
(Pause) I'm not sure what you mean.. (Do you have any
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