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A B S T R A C T

The following paper discusses the etiology of psychosomatic disorders. It proposes 
and develops a hypothesis that connects psychosomatic risk with traumatic experi-
ences in early childhood, including parental bonding pathology. To validate the hy-
pothesis, the paper stresses the deep resemblance between the consequences of 
childhood trauma syndrome (DESNOS syndrome) and the long-term results of neg-
ative somatic experiences, including the change in functioning on the neurophysio-
logical level (Bowlby’s attachment theory, object relation theory, study results for neg-
ative impact of somatic experiences, carcinogenesis models). On the other hand, the 
proposed hypothesis is backed by the current widely accepted role of stress together 
with adaptive and defensive strategies. They are refl ected in the forming of the type A, 
C, and D behavior patterns in adults and their signifi cance (apart from constitutional 
weakness) as factors of psychosomatic risk.

Key words: etiology of psychosomatic disorders, psychosomatic risk, traumatic fac-
tors, type A, C, D behavior, parental bonding, childhood trauma, body experience, 
body image.

S T R E S Z C Z E N I E

Opracowanie podejmuje problematykę etiologii zaburzeń psychosomatycznych. 
Stawia i rozwija hipotezę wiążącą ryzyko psychosomatyczne z wczesnodziecięcymi 
traumatycznymi doświadczeniami, łącznie z patologią więzów opiekuńczych. Celem 
uwiarygodnienia hipotezy opracowanie podkreśla daleko idące podobieństwo mię-
dzy konsekwencjami syndromu dziecięcej traumy (zespół DESNOS) a odległymi skut-
kami negatywnych doświadczeń ciała wraz ze zmianami funkcjonowania na poziomie 
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Body of recent literature shows that the 
current understanding of somatic disorders 
has been considerably broadened—depart-
ing from its original, classic character—as 
explanations regarding the mechanisms of 
psychosomatic disorders refer to all somat-
ic conditions, and recognize the importance 
of emotional and psychological factors in the 
development of said mechanisms.

The inspiration for this study was drawn 
from the empirical research on behavioural 
patterns and personality types A, C, D, as they 
are thought to be related to susceptibility to 
particular somatic disorders. The results sug-
gest that the psychological mechanisms that 
are typical of these personality types con-
verge with the consequences of traumat-
ic childhood experiences. The attempt to ex-
plain these observations was based on the 
conceptions and data regarding childhood 
trauma (cf. Kubacka-Jasiecka, Kuleta, 2012).

2. The aim of the study 

The aim of this paper is to provide support 
to the hypothesis binding the risk of psycho-
somatic disorders with the consequences of 
childhood trauma by gathering supporting 
evidence from the body of literature on the 
topic. It is the author’s opinion that what is 
a signifi cant factor mediating between child 
trauma and the psychosomatics of the adult 
are the common core characteristics of types 
A, C, D; characteristics that come as the af-
termath of negative experience of non-em-
pathic, dysfunctional maternal care, and that 

neurofi zjologicznym (teoria przywiązania Bowlby’ego, koncepcje relacji z obiektem, 
wyniki badań nad negatywnym znaczeniem doświadczeń ciała, modele karcinogene-
zy). Z drugiej strony przedstawiona hipoteza znajduje oparcie w szeroko akceptowa-
nej roli aktualnego stresu wraz ze stosowanymi strategiami adaptacyjno-obronnymi. 
Znajdują one odbicie w kształtowaniu się wyróżnianych u dorosłych wzorów zacho-
wania: A, C, D oraz ich znaczeniu (obok słabości konstytucjonalnej) jako czynników 
ryzyka psychosomatycznego.

Słowa kluczowe: etiologia zaburzeń psychosomatycznych, ryzyko psychosomatycz-
ne, czynniki traumatyczne, trauma dziecięca, wzory zachowania (osobowości) A, C, D, 
więzi przywiązania, doświadczenie ciała, obraz ciała. 

1. Introduction

The paper tackles the issue of psychoso-
matics and—in particular—the aetiology of 
psychosomatic disorders, which still has not 
been suffi  ciently explained.

Psychosomatics is a distinct branch of 
knowledge, whose sources can be traced 
back to psychoanalytical tradition and clin-
ical research related to it. Customarily, it 
strives to explain the aetiology of some so-
matic disorders. A psychosomatic disorder 
is an illness affl  icting the Soma (body), an 
illness that is infl uenced by Psyche (mental 
functioning), or that—in extreme cases—
was caused by a mental state (Rosenhan, 
Seligman, 1994). Constitutional weakness 
of body organs, which in stressful situations 
gives way to various pathological somatic 
changes, is of no small importance. In a nar-
row approach, the emotional factor predis-
posing to psychosomatic disorders is anxi-
ety alone (Korzeniowski, Pużyński, 1986, in: 
Dolińska-Zygmunt, 1996). 

Unlike conversion disorders, in psycho-
somatic disorders symptoms do not sub-
stitute emotions, rather each emotional re-
sponse is accompanied by changes in au-
tonomic nervous system and endocrine 
system; their frequent occurrences may 
cause damage to the organs ‘related to the 
emotion’. Chronic emotional tension creates 
favourable conditions for somatic disorders, 
and its sources may range from confl ict sit-
uations and sense of threat to external fac-
tors.
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translate into disrupted body perception, 
negative physical self, personality disorders, 
as well as pathological relationships with 
 others.

3. The problem of psychosomatic 
disorders’ aetiology

The problems stemming from the lack of 
a widely accepted defi nition, and the scope 
of the term of ‘psychosomatic disorder’ are 
associated with a variety of aetiological 
factors that are emphasised by diff erent re-
searchers. What is underlined in the litera-
ture on the topic is the complexity of aetiol-
ogy, and the fact that there are psychological 
and biological predispositions, as well as en-
vironmental factors involved. The biological 
predispositions are understood in terms of 
genetic factors (vulnerability of certain or-
gans), the sex of the person suff ering, and 
the properties of the nervous system that de-
termine individual susceptibility to the stress 
of critical events.

What gained considerable attention with 
regard to environmental factors was stress, 
together with the characteristics of reaction 
to critical (traumatic) events, and the coping 
strategies applied. Considering stress as a psy-
chosomatic risk factor, it is necessary to take 
a broader context of its psychological aspects 
into account, including:
 the characteristics of stress situation 

(strength, recurrence, life-threatening in-
tensity),

 relatedness (real or symbolic) to negative 
early-childhood experiences,

 relatedness to value hierarchy, goals and 
the sense of life of an individual,

 the characteristics of stress reaction style, 
including: susceptibility to a given kind of 
stress, perceptual patterns, as well as veg-
etative-somatic and emotional response 
patterns.
It may be assumed that a psychosomatic 

risk is linked to the lack of the ability to opti-
mally mobilise the defences, and to dysfunc-
tional or inadequate coping styles.

The set of psycho-environmental factors 
encompasses family atmosphere, personality, 
and rearing methods, which may result in:
 disturbances in experiencing body and 

physical self,
 formation of dysfunctional attachment 

patterns that continue into adulthood,
 adaptive-defensive types of personality 

and behaviours in adults.

4. Behavioural patterns as 
a psychosomatic risk factor 

The idea of personality traits and their con-
stellation (along with genetic factors and oth-
er properties of an organism) as facilitators of 
psychosomatic disorders was fi rst proposed 
by F. Dunbar (1943). In time, the body of re-
search on behavioural patterns (personality 
types) related to particular somatic disorders 
grew, which established their psychosomatic 
character. As a result, the following personal-
ity types—treated as psychosomatic risk fac-
tors—were identifi ed: A, C and D; types that 
shape early in life and that tend to change 
very little during its course.

Behavioural patterns form on the basis 
of perceptual patterns—individual’s typical 
ways of perceiving, interpreting and judging 
situations, as well as patterns of emotional re-
sponse. According to K. Wrześniewski, they 
may be defi ned as “an individual’s typical pro-
pensity to emotional reaction that is relative-
ly independent from stress situation” (2005, 
p. 506). 

These behavioural patterns are the conse-
quence of the consolidation of a particular re-
lationship between a situation and personal-
ity traits that determine the interpretation of 
the situation, and thus directly infl uence the 
behaviour. Furthermore, these traits are re-
sponsible for interpersonal relations, internal 
confl icts, and the lifestyle or life path choic-
es. Long-lasting, recurring emotional states 
lead to the pathogenous physiologic chang-
es, whose type depends on the intensity of 
emotions, as well as their duration and con-
tents on the one hand, and constitutional 
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weakness of an organism on the other (cf. Al-
eksander, 1952; Lipowski, 1987; Reykowski, 
Krawczyk 1972).

Until now, three diverse types of un-
healthy constellations of A, C and D person-
alities’ properties have been described, and 
deemed to be in opposition to healthy types B 
and O (Denolett 2005; Mirski, 1998; Juczyński, 
Ogińska-Bulik, 2004; Wrześniewski, 1993).

Type A according to V. Price (vide: 
Wrześniewski, 1993), is grounded in three 
main beliefs:
 “it is important to constantly double-check 

oneself,”
 “there are no universal moral standards,”
 “all resources at one’s disposal are insuffi  -

cient to realise set goals.”
Type A is a means of regulating individ-

ual’s relationship with the environment, it is 
rooted in elevated need for achievement that 
is bound up with tendency for domination 
and aggressiveness. It is also related to some 
aspects of personality and temperament, as 
well as to situational factors (cf. Wrześniewski, 
Eliasz, 1988). It is characterised by extreme 
competitiveness, focus on life achievements, 
aggressiveness (sometimes strongly sup-
pressed), subjectively experienced time pres-
sure, haste in behaviour and speech, excita-
bility, alertness, and excessive responsibility 
(Włodarczyk, Wrześniewski, 1998). 

In his analysis of type A, Wrześniewski not-
ed that the following issues still need to be ad-
dressed:
 does the risk factor stem from only some 

aspects of the type (e.g. hostility), or from 
the whole constellation of traits?

 does type A constitute a specifi c psycho-
somatic risk factor that can cause only 
specifi c disorders, and if so—which ones?

 what are the mechanisms mediating be-
tween type A and the disorder’s develop-
ment?
It seems that these questions, despite 

growing numbers of empirical inquiries, re-
main—to certain extent—unanswered; even 
more so, as they are also valid for all the out-
lined types, including C and D.

Type C (cancer prone personality) poses 
a serious psychosomatic risk factor; it was de-
scribed in the context of research on oncol-
ogy patients’ personalities as a type decreas-
ing immunity and thus predisposing to cancer 
(cf. the models of carcinogenesis by H.J. Bal-
trusch, or by M.E.P. Seligman, in: Dolińska-Zy-
gmunt, 1996), as well as to rheumatic and 
gastrological diseases, or even to osteoporo-
sis (cf. research results in: Kubacka-Jasiecka, 
2006; 2012; Kubacka-Jasiecka, Wysocka-Plec-
zyk, 1998). 

The most characteristic features of type C 
(Morris, Greer et al., 1981; Temoshok, 1987; Ey-
senck, 1988)—are considered to be the sup-
pression of negative emotions (especially an-
ger, anxiety, aggression), and the inability to 
constructively cope with stress. The concept 
by H.J. Eysenck, pertaining to type C (the so-
called type no. 1), depicts it as a tempera-
mentally (constitutionally) conditioned type 
of personality being located in the upper-left 
quarter of a plane divided by Neuroticism and 
Introversion axes (neurotic introvert). Type no. 
2, neurotic extravert, would correspond to 
type A (H.J. Eysenck 1990, vide: Brzozowski, 
Drwal, 1995). Type no. 1 is characterised by 
low demand for stimulation, type C individu-
als are heavily dependent on signifi cant oth-
ers -severing the dependence bond is expe-
rienced as trauma, and leads to helplessness 
and loss of hope.

Moreover, based on empirical research T. 
Morris and colleagues (1981) underline not 
only the tendency to strongly repress and 
suppress anxiety and anger, but also the weak 
emotional expression, and the low levels of 
neuroticism—the so-called emotionally in-
hibited personality. Futile struggles with stress 
strengthen repressive experiencing and be-
havioural patterns. Furthermore, type C indi-
viduals are observed to show low self-esteem, 
and to lack self-acceptance, strong bond with 
life, and self-caring functions of self.

Type D, the distressed personality, was 
described by J. Denollet (2005). It is consid-
ered to extend over two main dimensions that 
are relatively stable personality traits:
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 negative aff ection; occurrence of strong 
negative emotions—anxiety, anger, ag-
gression, irritation (so-called being 
‘charged’ or ‘worked up’),

 inhibition processes that translate into so-
cial inhibition, and are related to the so-
called inhibited temperament (a term in-
troduced by J. Kagan (vide: Strelau, 2004)); 
they are complemented by developmen-
tally unchangeable shyness and fearful-
ness that are connected with excessive 
control.
Type D individuals avoid diffi  culties and 

threats of social relations by refraining from 
expressing negative feelings and behaviours 
that would follow as their consequence. This 
conscious process takes place in social interac-
tions, as it is being dictated by the fear of dis-
approval and rejection. Type D individuals are 
characterised by insecurity, low self-esteem, 
pessimism, depressive attitude towards life, 
weak bonds with other people, and a tenden-
cy to worry excessively. They were also shown 
to have an inclination towards self-blaming 
(Ogińska-Bulik, op. cit.). According to Ogińs-
ka-Bulik (op. cit.), type D individuals: “show 

much stronger symptoms of stress caused by 
experiencing traumatic situation, manifesting 
in overexcitation, and recurrent trauma im-
agery, but also in—albeit to a lesser extent—
avoiding thoughts and emotions related to 
traumatic events.”

The data presented so far may suggest 
that the diversity of behavioural types can 
stem from the connection they have with oth-
er threats that determine the choice of strate-
gies of coping with stress. They trigger a vari-
ety of adaptive-defence mechanisms that de-
fi ne neurophysiologic reaction mechanisms, 
which—in turn—determine the probability 
of disorders as a consequence of chronic and 
specifi c stress stimulation.

In order to complement the above pre-
sented signifi cance of stress for aetiology of 
psychosomatic disorders, it is necessary to try 
to characterise the behavioural patterns from 
the perspective of coping with stress (M.E.P. 
Seligman 2003):
 mobilising reaction of alarm and emer-

gency is characterised by anxiety, fear, an-
ger, hostility, and strong defensiveness; 
a typical feature of type A, being at risk of 

Fig. 2. Type D and other personality traits
Source: Ogińska-Bulik, 2009, p. 23.
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hypertension, heart attack, and other car-
diovascular diseases;

 de-mobilising reaction (neutralised or sus-
pended biological mechanisms of emer-
gency and activity) manifests itself with 
resignation, sense of helplessness, hope-
lessness and depressive conditions; a typ-
ical feature of type C, being at risk of can-
cer, rheumatism, peptic ulcer disease, 
coronary artery disease, as well as osteo-
porosis;

 particular susceptibility to stress, which 
evokes strong negative emotions, and the 
tendency to consciously control and curb 
them, is typical of type D—one that is es-
pecially prone to hypertension, asthma, or 
diabetes (cf. Ogińska-Bulik, 2009).
N. Ogińska-Bulik (op. cit.) compared and 

collated types A and C with type D by placing 
them on diagram stretching over the axes of 
Neuroticism and Extraversion—dimensions 
that are determined constitutionally (temper-
amentally) to a large extent, see: fi gure 2.

Individuals belonging to all the three 
types may be characterised as neurotic (on 
a medium level); in the case of type A they are 
neurotic extraverts, while types C and D may 
be classifi ed as neurotic introverts, although 
type D scores a little higher on the neurotic 
axis.

In her study, Ogińska-Bulik (op. cit.) ana-
lysed the relationships between type D per-
sonality and the two other behavioural pat-
terns: A and C. The former seems to bear more 
resemblance to type C than to type A. Per-
sonalities D and C share a tendency to refrain 
from disclosing emotions, while type C indi-
viduals are rather not well aware of the expe-
rienced stress, which tones down the negative 
emotions caused by it; they also have a ten-
dency to repress such emotions. On the oth-
er hand, type D individuals, being fully aware 
of the negative emotions caused by stress, re-
frain from expressing their feelings due to fear 
of social disapproval and rejection. It is typical 
of both types, C and D, to react to stress with 
helplessness, sense of hopelessness, pessimis-
tic attitude to life, and depression.

Moreover, what type A and type D have in 
common is the component of anger and hos-
tility. Each of them, however, is determined by 
diff erent factors. In type D it is linked with in-
terpersonal relations, and in the case of type 
A it is connected with individual’s frustrated 
need for success and control over the envi-
ronment. Type A individuals are more likely to 
show negative emotions, while type D refrains 
from expressing aggression. In stressful situa-
tions, both types are reluctant to make use of 
social support.

A. Mirski (1998) attempted to determine 
the similarities between types A and C. He 
pointed to a specifi c combination of aggres-
sion and anxiety that both types have in com-
mon. The diff erence he postulated is that type 
A suppresses anxiety, while type C suppress-
es hostility. The lack of self-care and healthy 
behaviours, which is observable in both cas-
es, is accompanied by hostility in type A, and 
by self-destructive behaviours in type C. Both 
type A and type C individuals are character-
ised by conformism, lack of autonomy, and de-
pendence on their environment. Those traits, 
however, do manifest diff erently. In the case 
of type A it is the conformism of goals—the 
strive for environment’s approval by achiev-
ing socially highly valued success. In the case 
of type C, on the other hand, it is the conform-
ism of means—undertaking activities that are 
approved of and recommended by signifi cant 
fi gures, functioning under the environment’s 
pressure. Low self-esteem and low self-worth 
are typical features of both types, although 
type A tends to compensate for it with rivalry 
and by achieving successes. It is also not atyp-
ical for them to experience little joy in life, low 
mood, and even depression.

Therefore, seemingly distinct behaviour-
al patterns A, C and D can be interpreted as 
established, habitual adaptive-defensive be-
haviours, individually diversifi ed strategies of 
child’s struggle for safety and parental love; 
strategies that are determined by both con-
stitutional and environmental factors. What 
may seem surprising is similarity, or even the 
convergence, of typical behavioural patterns 



63

Psychosomatic Risk from the Perspective of Attachment Trauma and Disturbances of Physical Self

with the characteristics of functioning of indi-
viduals that fell victims to dysfunctional past. 
By hindering the development of mature au-
tonomy, child trauma favours the shaping of 
inadequate strategies of coping with the at-
tachment trauma. Behaviours that are uncon-
sciously repeated year after year disrupt the 
psychosocial functioning of adults, paving the 
way for psychosomatic disorders. It needs to 
be stressed that, despite the close relation be-
tween body, neuronal and mental functions, 
to the author’s best knowledge, in the liter-
ature of the subject there are hardly any re-
ports of relationships between the aforemen-
tioned behavioural patterns and childhood 
past experiences, together with disturbances 
of physical self.

5. Childhood trauma

Post-traumatic stress disorders come as 
a consequence of experiencing a safety- or 
life-threatening event as either a subject or 
a witness (Lis-Turlejska, 1998). Their develop-
ment is explained by the concepts of neu-
rological and psychological oversensitivity. 
What seems most important are the arousal 
mechanisms’ disruptions (Dudek, 2003). Se-
vere stress causes tension, and overreactivity 
of sympathetic nervous system, which is the 
basis of chronic tension (not excluding mus-
cular one; but also of irritation and constant 
alertness), as well as anxiety and somatisa-
tion disorders. The theories of psychological 
oversensitivity underscore the fact that trau-
ma occurs when the intensity of traumatic 
stimuli breaks through the stimulus barrier 
(a term taken from Freud, vide: Dudek, op. cit.; 
Lis-Turlejska, 1998).

In the case of childhood trauma (the so-
called DESNOS syndrome) there is the prob-
lem of chronically recurring threatening 
events and circumstances, whose patholog-
ical consequences are described as the so-
called Disorders of Extreme Stress Not Oth-
erwise Specifi ed. It may result from child 
negligence, emotional rejection and mal-
treatment, and most of all—from sexual 

abuse (Gaskill, Perry, 2012; Goodyear-Brown, 
2012).

The syndrome is often accompanied by 
symptoms of other disorders, signifi cant-
ly contributing to the deterioration of fami-
ly and social functioning. Traumatic experi-
ences resulting from overgeneralisation and 
false associations lead to stiff  imbalance, 
in which even neutral events are perceived 
and interpreted as negative and threatening 
(Kiecolt-Glaser & Newton, 2001, vide: Gaskill, 
Perry, 2012; Sikorska, 2012).

Traumatic experiences increase the risk of 
deep emotional, cognitive, behavioural and 
social (weak socialisation) problems related 
to physical health (Perry & Pollard 1998; Anda 
et al., 2006; Perry, 2006 vide: Gaskill, Perry, op. 
cit.). J. L. Herman notes: “Traumatic event dis-
turbs human autonomy on the level of funda-
mental physical integrity... The body, was as-
saulted, hurt, dishonoured” (1998, p. 64). And 
then he continues: “The identity developed 
before the traumatic event is irrevocably de-
stroyed” (p. 68). In the case of trauma, the 
younger the child, the greater the risk.

The symptoms of disorders are particular-
ly strong in sexually abused children, mani-
festing itself in greater vulnerability to being 
hurt, dysfunctions in arousal regulation, and 
inhibition of emotion expression, especially 
with regard to the negative ones. It was ob-
served that such children are, as Herman put 
it, “unhealthily attached” to signifi cant others 
who neglect or maltreat them. A defensive 
idealisation of the oppressing parent was ob-
served, as well as the transference of anger 
onto the nonaggressive parent. The defence 
mechanisms in such children resemble the 
so-called Stockholm syndrome, which was 
discovered in abducted hostages, and in con-
centration camps’ prisoners, etc. The climate 
of constant terror, and the unpredictability 
of violence lead to automatic hyper-obedi-
ence of children. The harm done to a child is 
removed from the consciousness and from 
memory by means of intentional suppression 
and denial that lead to repressing one’s own 
experience, while the primary adaptive goal 
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is to “maintain original attachment to parents 
in spite of everyday evidence of their ill-will, 
helplessness or indiff erence” (Herman, op. cit, 
p. 112).

Experiencing guilt and self-blaming are 
typical. Thinking about oneself as of “some-
thing disgusting” becomes the germ of 
“stained” identity, one that is “marked with 
sin”. Assuming responsibility (“I was the one 
who provoked it”) provides the sense of being 
in control of the situation.

Victims develop the so-called double-
think, a splitting of self-image into sanctifi ed 
self and despised self; thus the personality is 
fragmented, as well as the representations 
of other people. A. Miller complemented 
the picture the following way: “the less love 
a child received, and the more he or she was 
rejected and maltreated under the pretext of 
rearing, the more the adult is attached to his 
or her parents or other people, onto whom 
his or her expectations were transferred in 
the hope of one day being satisfi ed at last” 
(2006, p. 14).

M. Czub (2014) notes that the disorders 
of individual children depend on the context 
and the situation, in which they are harmed—
or abused in particular. The trauma results in 
a variety of individual diff erences, in particu-
lar: the development of susceptibility to harm, 
as well as the scope and the magnitude of re-
sulting disorders.

6. Dysfunctional attachment relation 

Early childhood dysfunctional bonds and neg-
ative family experiences mark and pathologise 
development processes (cf. Józefi k, Iniewicz, 
2008). Therefore a question arises, whether 
experiencing chronic lack of safety, helpless-
ness and emotional turmoil by youngest chil-
dren (not only by victims of oppressive and 
violent rearing) may be considered a source 
of trauma? The researchers specialising in the 
fi eld of childhood trauma agree that chronic 
state of ‘unspeakable terror’, overwhelming 
solitude and helplessness continuing from 
the earliest years meets the defi nitional crite-

ria of trauma. O. Sakson-Obada states directly 
that: “(...) the results of such experiences as 
long-lasting separation of a child with a car-
egiver, emotional damage and negligence, as 
well as physical negligence are severe enough 
to classify it as trauma” (2009, p. 63).

Experiencing disruptive anxiety, with-
drawal, and deep depression, which add-
up to form the so-called cumulative trauma, 
is the reason for problems with regulating 
emotions, controlling impulsive social behav-
iours, and many other forms of mental disor-
ders typical for post-traumatic conditions. The 
consequences of chronic child negligence are 
more devastating to personality than other 
single acts of violence, be it physical or sexu-
al (cf. Iwaniec, Sneddon 2002; Herman, 1998; 
Van der Kolk, 2003).

The issue of early-childhood maternal 
bond pathology as a psychosomatic risk fac-
tor is addressed by a number of conceptions 
that can be divided into three separate par-
adigms in psychological research: object re-
lations theory, attachment theory, and the 
approaches stressing the role of body expe-
rience and physical self forming as a mental 
representation of the body.

The above-mentioned theories lay stress 
on the negative infl uence of dysfunctional 
character of early relations with mother (car-
egiver) on the personality and later function-
ing of children (the so-called unresolved at-
tachment), as well as on the psychosomatic 
symptoms that come with age. In the follow-
ing part of the paper the above-mentioned 
approaches will be briefl y summarised with 
a highlight on the aspect of body experience 
disruptions which is more or less directly pres-
ent in each of them.

Object relations theories trace the sourc-
es of developmental disorders to pre-Oedipal 
developmental phase and to the shaping of 
mental structure (cf. Cierpiałkowska, 2007). 
The quality of early-childhood experienc-
es with mother expresses itself—as a result 
of their introjections and internalisations—
in positive and negative representations of 
self-object-aff ect, constituting an early stage 
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of what later becomes personality. Moth-
er’s empathic care, considering child’s emo-
tions, causes more and more integrated rep-
resentations of self and other people from 
the environment to emerge (Krueger, 2000). 
One’s own body may be experienced as a ‘safe 
whole’ or as sensational chaos dominated 
by the unthinkable anxiety, which Winnicott 
(1971) calls ‘the fear of breakdown of continu-
ity of existence’.

Failure in shaping positive relation appro-
priate for child’s age and for child’s need of 
object relations hinders future separation and 
independence from mother; it also results in 
frustration, anger and prevalence of primitive 
defence forms. The confl ict between positive 
and negative representations of mother fi g-
ure makes their integration impossible, dis-
rupting child’s normal course of development.

Disorders are the result of coming to a halt 
during the third phase of development, which 
is caused by unsuccessful diff erentiation be-
tween the representations of self and object, 
which in turn results from constitutional pre-
dispositions, insuffi  ciency of positive rela-
tions with mother, and/or from experienced 
traumas. In order to maintain positive rela-
tions with mother, it is necessary to separate 
by means of the mechanism splitting inter-
nal representations of self-object, the positive 
ones from the negative ones, protecting from 
the painful experience of the loss of the ideal 
object. The domination of the primal mecha-
nisms—splitting and projection—also serves 
a defensive purpose (Kernberg, 1976; Cier-
piałkowska, 2007).

Attachment theory, by J. Bowlby (2007), 
characterises the infl uence of child’s early re-
lations with signifi cant others—especially 
with mother—on emotional development, 
and particularly on the occurrence of sepa-
ration anxiety. Drawing on psychoanalytic 
thought, ethology, and object relations con-
cept the theory considers emotional bonds 
between a child and a mother fi gure to be 
instinctive and based on biological mecha-
nisms. What is crucial, is mother’s attitude; 
the shaping of attachment patterns depends 

on her empathy, appropriate ‘resonance’ with 
child’s needs, adjusting to them, as well as 
on frequency and quality of mutual contact. 
The so-called models and working schema-
ta—cognitive-aff ective schemata of self and 
attachment fi gures, and mutual relations 
between them—are formed on the basis of 
child’s relations with caregivers. Due to their 
pre-verbal stage of development the sche-
mata are sensorimotor and extraconscious 
in nature. In time, by the means of symbolis-
ing function they may become conscious and 
possible to verbalise, although it is not neces-
sarily always the case.

J. Bowlby (2007) underscores wide, 
far-reaching consequences of destructive at-
tachment; child’s growing frustration and an-
ger, anxiety, and the diffi  culties in controlling 
and expressing emotions. Improperly formed 
bonds may cause anxiety, proneness to de-
pression, low self-esteem, sense of helpless-
ness, chronically increased tension, and ag-
gression. It may also lead to social isolation 
and alienation. Other features that are not un-
common in such situation include lack in so-
cial skills—the ability to correctly assess oth-
ers and one’s relation with them, which trans-
lates into suspicion, distrust, and inability to 
benefi t from psychosocial support at times of 
trouble. All this may be observed in individu-
als who are characterised by behavioural pat-
terns that are thought to constitute psychoso-
matic risk factor.

Bowlby’s colleagues and disciples distin-
guished four patterns of attachment that cor-
respond with attachment styles in adolescent 
and adult relationships: secure, ambivalent, 
avoidant, and disorganised (confused). They 
can be described in two dimensions: depend-
ence–avoidance and positive–negative eval-
uation of oneself and others. The last three 
of the above-mentioned styles are classifi ed 
as disturbed, i.e. insecure (Ainsworth et al., 
1978; Ainsworth, 1982). Emotional overload, 
which comes as a result of dysfunctional rela-
tion with mother, causes all subsequent inter-
personal relations—including the neutral or 
potentially secure ones—are perceived and 
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experienced as threatening, also during lat-
er periods of life. Negative image of oneself 
and other people, as well as propensity for de-
pendence, or avoiding close relations are not 
without signifi cance as well.

7. Childhood trauma vs body experience 
and physical self disorders

Negative experience of one’s own body, 
symptoms related to experiencing one’s own 
physicality—somatisation states, not solely 
psychopathologic states are increasingly of-
ten becoming the focus of trauma studies, 
especially trauma related to early childhood; 
consequences of sexual abuse of children 
not excluding. It is currently emphasised that 
traumatic experiences infl uence not only the 
functioning of the brain but the whole nerv-
ous system, hormonal balance, muscle to-
nus, and the dysfunctions of the autonomic 
nervous system. To summarise it with a quote 
from R.C. Scaer: “Trauma causes physiological, 
neurobiological, endocrine and immunolog-
ical changes, which express themselves in 
the illness. Trauma changes the brain, which 
changes our body” (vide: Schier, 2005, p. 84).

K. Schier, who is one of the few Polish re-
searchers to address the issue, defi nes body 
image in the following way: “It is a complex 
process of experiencing oneself in the phys-
ical way, a phenomenon that I locate at the 
borderline between the inner world of a given 
person and that person’s relations with other 
people” (2010, p. 9). Physical self refers to the 
whole range of physical experiences on the 
surface and within the body; it involves three 
fundamental dimensions: mental experienc-
ing of physical sensations, experiencing body 
functions and their disruptions, and the body 
image, its cognitive representation.

A child that is a victim of dysfunctional 
caring relations develops a particular type of 
emotional regulation, which refers mostly to 
bodily sensations (this is true in the case of 
children aged around 4 months (cf. also Mahl-
er et al., 1975 vide: Schier, op. cit)). In the fol-
lowing stages of physical development body’s 

boundaries are discovered, various sensa-
tions both from the body and from the reality 
outside of it are discerned, and a stable rep-
resentation of one’s body and physical indi-
viduality is developed.

The diffi  culties in developing physical 
self result in a number of its disturbances. All 
child’s negative experiences, despite being re-
pressed from consciousness, remain ‘carved’ 
in body. Thus, the body becomes a “keeper of 
our history” to refer A. Miller (2006, p. 21), and 
“it strives to ensure we can live with our truth”. 
The body “tries to make us aware of our histo-
ry by the means of various ailments, so that 
we can understand the once abused and hu-
miliated inner child”.

D.W. Krueger (2002) provides a list of de-
velopment conditions that, in time, lead to 
disorders of physical self:
 intrusive and excessive stimulation by 

mother, resulting from her chronic need 
to remain in a state of fusion with the 
child—in such a case, one’s own body is 
experienced by a child, as little, immature 
or asexual. This is the case in anorexia or 
other various forms of body autostimula-
tion in reaction to danger (defensive body 
control or restoring vividness of body sen-
sations).

 inaccessibility of empathic mother leads 
to diffi  culties in determining body bound-
aries, and in identifying inner body sig-
nals. Traces of this regularity can be found 
in mechanisms of functioning in border-
line personality, and in individuals suff er-
ing from bulimia or depression (cf. Cier-
piałkowska, 2007). Other, distant con-
sequences consist of compulsive sex, 
frequent masturbation, and self-mutila-
tion (increasing the sense of vitality and 
awareness of one’s body).

 inconsistency in rearing, and traumatis-
ing unpredictability of adults’ behaviours 
shape the so-called dissociated image of 
reality (lack of continuity, elements of im-
ages and threatening experiences).
Carers that focus on physical aspect of 

child’s experiences communicate to the 
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child that in order to earn parental interest 
and acceptance the child should make pain 
and illness the leitmotiv of one’s organisa-
tion of experience. According to D.W. Krue-
ger (2000), the hampering of child’s devel-
opment expresses itself in regulating ten-
sion ‘through body’. It is what happens in 
the case of eating disorders, self-mutilations, 
undertaking overly demanding physical ac-
tivities or extreme sports, or psychosomatic 
problems. K. Schier states: “The gap between 
body and mind is bridged not only by psy-
chosomatic disorders, but also by intense 
stimulation within the body or by damaging 
it” (2005, p. 30; cf. also Anzieu, 1979; Schier, 
2002).

Inhibited body development manifests it-
self in experiencing emotions on the level of 
their somatic component—a regression (pri-
mary or secondary) of somatisation and sym-
bolisation of feelings takes place. These phe-
nomena obstruct the development of refl ec-
tive function, which requires introduction 
of distance (space) between a sensation and 
its expression; a space where thoughts and 
words related to emotional experience can 
occur. A person that is lost in the turmoil of 
unnamed emotions and experiences remains 
incapable of integrating the physical and the 
mental selves.

Disruptions of experiencing one’s cor-
porality are caused to some extent by defor-
mations of proprioception and skin sensa-
tions that are the outcome of lack of empath-
ic touch and bond with mother—inadequate 
physical closeness in early stage of develop-
ment, which is felt as threatening to safety 
and life. According to R.C. Scaer (already cit-
ed by K. Schier, 2005), the tendency to ex-
press hurtful emotions in the form of physi-
cal symptoms is found in people who experi-
enced the trauma of being hurt by others, also 
in the sexual sense. It is related to the inabili-
ty to grasp these traumatic experiences with 
thought or word, and to remember them. The 
feelings expressed in body are accompanied 
by the denial of experienced emotions, their 
repression, and accumulation of the so-called 

counter-energy (in the form of shallow breath, 
muscular tension etc.), which cause mental 
numbness (Lowen, 1995). Primordial physical 
experiences bring terrifying chaos called ‘the 
fear of breakdown of continuity of existence’ 
by D. W. Winnicott (1971).

Inappropriate relations with environment, 
relations that hurt a child, hinder the develop-
ment of physical self, strengthen the processes 
regulating emotional tension ‘through body’, 
in the form of symptoms of somatomorphic 
disorders, including conversion, dissociation, 
as well as psychosomatic disorders. The ina-
bility to capture trauma in verbal narrative is 
the reason why “experiences originating from 
body become cut off ”, “displaced” from one’s 
own body (Schier, 2005, p. 82). “It is the body 
that is ill, the body of a person who is not or 
was not loved as an autonomic human being, 
and what is more, a person whose body was or 
is to play a particular role for his or her psyche... 
When the soul suff ers, the body ails”, writes K. 
Schier (op. cit, p. 89). When under threat, by in-
ternal and external factors alike, the attention 
shifts towards physical self, as the most funda-
mental structure organising experience.

The structure that emerges is called, by 
D.W. Krueger (2000), a false physical self, one 
that is a defence constellation—body and 
physical self (embodied self ) serve the ‘inter-
nal object’ instead the real, one’s own self and 
its real needs. Physical self ceases being au-
thentic -a person ‘has a body, but does not ex-
perience it as his or her own body’, ‘he or she is 
not their own body’.

Psychotherapeutic process of restoring 
to consciousness memories—imprinted in 
one’s body—of previous negative experienc-
es eliminates the possibility of thoughtless 
release of deep emotions through one’s own 
body, as it removes directing them against 
oneself or others from the set of available op-
tions (Miller, 2006).

Summarising, disruptions in experiencing 
one’s own body by victims of early-childhood 
trauma boil down to the following:
 reducing the ability to experience sensual 

stimuli and pain (similarly to alexithymia),
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 lack of control over body, experienced 
emotions and their expression,

 lack of body acceptance, and negative 
self-evaluation of it,

 alternating opposing physiological reac-
tions: activation (of sympathetic nervous 
system) and lowering the tension, resig-
nation (activation of parasympathetic 
nervous system), which leads to particu-
lar physiological function disorders (cf. 
Dudek, 2003),

 tendencies to aggression and autoag-
gression, as well as sense of helplessness, 
which result in neglecting organism’s 
needs, and resignation from self-care in fa-
vour of survival.

8. Experiencing body and psychosomatic 
disorders

Polish subject literature relatively rarely as-
sociates the problem of psychosomatic dis-
orders with physical self disturbances, even 
though somatic illness is connected with the 
body: “In most cases, psychosomatic symp-
toms are not associated with their actual 
cause,” which, according to J. Herman (1998, 
p. 129), is thought to be rooted in a traumatic 
history of childhood.

Both traumatic events and inappropri-
ate mother–child relations change the way 
an organism functions in the fi rst place (Ken-
dall-Tackett, 2012; Van der Kolk, 2003). Body 
becomes threat sensitized and vulnerable to 
stress. Perceived danger activates three sys-
tems of an organism: fi ght-or-fl ight, HPA (hy-
pothalamic–pituitary–adrenal axis), and the 
immunology system, whose reactions in-
crease the risk of many somatic (psychoso-
matic) illnesses. What is meant by somatisa-
tion is a temporary mobilisation of somatic 
reactions as a countermeasure against stress 
and mental pain.

D.W. Winnicott (1993) conceptualis-
es psychosomatic disorders as a conse-
quence of unsuccessful integrative role of 
ego—a split of psyche and soma, and an 

instance of regression to primitive defence 
strategies of coping with danger.

Illness is sometimes called a bridge be-
tween mind and body, because “(...) every psy-
chosomatic symptom bridges, in a way, the 
mind and the body” (Schier, 2010, p. 86). A re-
lationship, which loosens during normal de-
velopment (desomatisation), during illness is 
being restored in a way; it is created as new, 
together with regression to aff ect somatisa-
tion. The bridge between the body and the 
mind is constructed not only of psychosomat-
ic disorders, but also of intense stimulation 
within the body, or self-mutilation (cf. Anzieu, 
1979; Schier, 2002). In Jung’s concept, body 
becomes a personifi cation of mental Shadow, 
which leads to psychosomatic symptomatolo-
gy or self-mutilations (ibidem). “The narrative 
of attachment patterns may fi nd its expres-
sion in a language of a body in illness” (Stora, 
2007, vide: Schier, 2010, op. cit.).

According to A. Miller (2006, p. 57), indi-
viduals suff ering from psychosomatic disor-
ders “sacrifi ce their body (off er themselves) 
in order to protect the inner image of a par-
ent”. Having referred to writer Marcel Proust, 
she quotes from his letter to his mother: “For 
I would rather suff er from asthma and be as 
you like me, than cease to suff er and be to 
your liking.” The fragment shows his aware-
ness of the origins of the crippling affl  iction, 
and its psychosomatic nature. On the same 
page Miller adds: “body talks to us through 
illness, various ailments. Its language cannot 
be understood as long as we fail to see our de-
nial of the truth of our own childhood. (...) the 
denial about personal truth driven them [her 
patients—added by D. K.-J.] to serious illness 
and early grave”.

The thought may be enriched by a quote 
from J. Herman (1998, p. 19–20): “Maltreat-
ed children (...) are capable of evoking sig-
nifi cant, if temporary, changes of emotional 
state by the means of deliberate activation 
of autonomic nervous system, or provoking 
its dysfunctions. Diarrhoea, nausea, compul-
sive sexual behaviours, compulsive risk-tak-
ing or hazard exposure, as well as ingesting 
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psychotropic drugs—all these methods are 
used to regulate internal emotional states. 
Thus, maltreated and/or abused children at-
tempt to eliminate chronic dysphoria* and 
simulate—even briefl y—internal state of 
well-being and satisfaction, which would be 
unattainable by any other means”.

This situation worsens during adoles-
cence, aff ecting future life and functioning in 
adulthood. The remarks and opinions of re-
searchers in this fi eld point directly to somatic 
consequences, including illnesses, early-child-
hood and subsequent traumas, as well as dys-
functional relations of infants with their moth-
ers and carers.

The research by R. Liedte (1990, vide: 
Gracka, 1993) characterise the parents of 
young psychosomatic patients as overpro-
tective, emotionally distanced, and depreci-
ating child’s important needs; it was also typ-
ical of them to exert pressure that deprived 
the children of independence. According to 
G. Rodin (1991, vide: Gracka, op. cit.), the so-
matic symptoms serve the purposes of re-
gaining closeness with mother, protecting 
from separation anxiety (symbiotic phase), or 
from the loss of object; they aim at recreating 
closeness and uniting with mother. This way, 
a somatic symptom may become a means for 
expressing thoughts, a communicate that the 
mother is capable of reacting to (child’s emo-
tions assume ‘somatic’ form). The ability to tell 
mental experiences from somatic sensations 
largely depends on parents’ discerning atti-
tudes.

The concepts proposed by object rela-
tions theorists, and self psychologists postu-
late that in the cases of individuals who are 
somatically ill and who have dysfunction-
al personalities early-childhood physical ex-
periences disrupted the process of mental 
structure formation. As a consequence, such 
individuals do not distinguish between the 

* By “dysphoria” Herman means: “a state of being 
lost, a sense of emptiness, terror, anxiety, anger, 
sorrow, above all else unspeakable solitude” 
(1998, p. 117).

realities of inner experiences (identifi cation 
with one’s own, internalised self or object) 
and real self, or the relation with real peo-
ple, which may manifest itself in abrupt os-
cillations of feelings and mood swings, shift-
ing from internalised image of self to object, 
and back again—as in the case of e.g. border-
line personality (Kernberg, 1976; Cierpiałkow-
ska, 2007). Expectations and needs of others 
(object) become primary regulators of emo-
tions and behaviour, from which individu-
als symbolically try to free, and become in-
dependent. Illness draws attention, it allows 
to avoid confrontation with mental pain and 
real problems.

It comes as no surprise that research on 
children—victims of trauma, particularly of 
sexual abuse (CSA syndrome)—also describe 
disrupted regulation of physical states (such 
as sleep/wake cycle), eating, excretion, gas-
trointestinal disorders, and many other inter-
nal organs (cf. Loewenstein, 1990; Demitrack 
et al., 1990, vide: Herman, 1998). Some schol-
ars cited by J.L. Herman (1998; Hoppe, 1968; 
Krystal & Niederland, 1968) also point to oth-
er frequent somatic symptoms, such as: back 
and pelvis pains, dyspnoea, heart pains, or in-
creased pulse. In the case of anorexia what 
was underscored was the dissatisfaction with 
one’s own body; the rigorous control of its 
functions was interpreted as a defence from 
overwhelming emotions of turmoil and help-
lessness (Perry & Pollard, 1998; vide: Gaskill, 
Perry, 2012).

9. Summary and conclusions

The aim of this paper was to introduce and 
support the hypothesis linking the symptoms 
of psychosomatic disorders with earlier dys-
functional relations of child and mother (car-
er). Furthermore, it was the author’s intention 
to show that not only the traumatic events, 
such as real rejection, negligence, maltreat-
ment, or sexual abuse of a child, remain the 
fundamental factors of psychosomatic risk. 
The role may also be played by family rela-
tions that, although seemingly normal, are 
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devoid of empathic maternal care that would 
meet child’s needs. The relations with mother 
that fail to provide sense of safety, and that 
introduce emotional turmoil may result in so-
matisation processes, and in susceptibility to 
stress of critical events.
1. In the light of the thesis introduced at the 

beginning, and supported by evidence 
from researchers from fi elds that until now 
have been regarded as separate, it may be 
concluded that the so-called ‘psychoso-
matic process’ has the following charac-
teristics:
 at its onset there is the experience of 

a broadly understood loss, the expe-
rience that—if not worked through—
results in a particular predisposition, 
body’s oversensitivity to challenges 
and failures encountered further in 
life; additionally, the presence of a set 
of neurotic features is also important;

 changes in organism’s physiological 
functioning lead to long-term dereg-
ulation of autonomic nervous system, 
and to chronic muscular tension;

 the chronic tension together with 
structural changes in internal organs 
can, in time, result in a variety of symp-
toms of psychosomatic disorders;

 disruptions of body functions occur as 
an eff ect of defensive recession of des-
omatisation process.

2. The infl uence of early-childhood traumat-
ic events on health does also take place in-
directly (the psychological way of the so-
called psychosomatic risk). It is character-
ised by: 
 negative, instable image of real self, 

and the relations of self with environ-
ment;

 dominance of negative physical self 
over other aspects of one’s self; it may 
be accompanied by: loss of control 
over body functions, and somatisation 
tendencies;

 inhibition of emotional expression 
and verbalisation of feelings, as well as 
their somatisation.

3. Traumatic, pre-verbal experiences that are 
‘carved’ in the body result in the so-called 
insecure patterns of child attachment that 
form, diversify and stabilise during the 
course of life.

4. Experiencing trauma together with threat 
to sense of safety may lead to forming 
of defensive-adaptive behaviours—un-
healthy types of personality that are char-
acterised by:
 negative emotionality—tendency to-

wards anger, anxiety, depression (types 
A, C, D);

 controlling and suppressing emotion-
al expression and emotional verbalisa-
tion (anxiety in type A, anger and hos-
tility in types C and D);

 threatening world image, and insuf-
fi cient self-caring functions (in type 
A stress causes overly strong mobili-
sation, alertness and anger; in types C 
and D it results in insuffi  cient mobilisa-
tion, overly strict control and repress-
ing emotions, and social inhibition);

 potential tendencies towards escap-
ist addiction, impulsive and hazardous 
behaviours (the ground for it in type 
A is aggression, hostility and compet-
itiveness, and in types C and D—ten-
dencies to self-blaming and to self-de-
structiveness).

5. During adolescence and late adulthood 
the continuation of the child defen-
sive-adaptive behaviour (attachment pat-
terns, personality types) may be observed.

Apart from clinical evidence methodolog-
ically suffi  cient verifi cation of the proposed 
thesis requires objective empirical research, 
including longitudinal studies, which can 
combine complementary perspectives per-
taining to:
 long-term consequences of dysfunctional 

attachment relations,
 disturbed experiencing of body and phys-

ical self as factors mediating between ex-
periencing trauma and disruption of or-
ganism’s functioning,
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 the role of identifi ed behavioural types 
and types of personality (together with 
their psychoneurological mechanisms) 
treated as psychosomatic risk factors.
Both the results of previous psychological 

research, and the impressive achievements of 
neurosciences, physiology and psychology of 
child trauma reaffi  rms the hope that the full 
explanation of psychosomatic disorders can 
be found, as well as eff ective prevention and 
treatment.

References

Ainsworth M.D.S. (1982), Attachment: Retrospect 
and prospect. C.M. Parkes, J. Stevenson-Hinde 
(red.) The place of attachment in human behav-
iour, New York: Basic Books, pp. 3-30.

Ainsworth M.D.S., Blehar M.C., Waters E., Wall S., 
(1978), Patterns of attachment: A psychological 
study of strange situation, Hillsdale: Lawrence 
Erlbaum Associates.

Aleksander F. (1952), Psychosomatic medicine, Lon-
don: George Allen and Unwin.

Anzieu D. (1979), The sound image of the Self. The 
International Journal of Psycho-Analysis, 42, 
23–36.

Bowlby J. (2007), Przywiązanie, Warszawa: Wyd. Na-
ukowe PAN.

Brzozowski P., Drwal R.A. (1995), Kwestionariusz oso-
bowości Eysencka. Polska adaptacja EPQR. Pod-
ręcznik, Warszawa: Wyd. PTP.

Cierpiałkowska L. (2007), Psychopatologia, Warsza-
wa: Wyd. Naukowe „Scholar”.

Czub M. (2014), Zrozumieć dziecko wykorzystywane 
seksualnie, Gdańsk: Wyd. GWP.

Denolett J. (2005), DS. 14: Standard assessment of 
negative aff ectivity: social inhibition and type D 
personality. Psychosomatic Medicine, 67, 89–97.

Dolińska-Zygmunt G. (1996), Psychologiczne uwa-
runkowania podatności na choroby. G.  Doliń-
ska-Zygmunt (red.) Elementy psychologii zdro-
wia, Wrocław: Wyd. Uniwersytet Wrocławski, 
137–157.

Dolińska-Zygmunt G. (1996), Psychologiczne as-
pekty chorób nowotworowych. G. Dolińska-
-Zygmunt (red.) Elementy psychologii zdro-
wia, Wrocław, Wyd. Uniwersytet Wrocławski, 
177–193.

Dudek B. (2003), Zaburzenie po stresie traumatycz-
nym, Gdańsk: Wyd. GWP.

Dunbar F. (1943), Psychosomatic diagnosis, New 
York: Hoeber.

English O.P., Weiss E. (1949), Psychosomatic medi-
cine, Philadelphia and London: W.B. Saunders 
Company.

Eysenck H.J. (1988), Personality and stress as casual 
factors in cancer and coronary heart disease. 
M. Jansse (red.) Individual diff erences, stress and 
health psychology, New York: Springer, 129–145.

Gaskill R.L., Perry B.D. (2012), Child Sexual Abuse, 
Traumatic Experiences, and Their Impact on 
the Developing Brain. P. Goodyear-Brown (red.) 
Handbook. Child Sexual Abuse. Identifi cation As-
sesment and Treatment, Hoboken, New Jersey: 
John Wiley and Sons, Inc., 29–47.

Goodyear-Brown P. (2012), (red.) Handbook Child 
Sexual Abuse. Identifi cation Assessment, and 
Treatment, Hoboken, New Jersey: John Wiley 
and Sons, Inc.

Gracka M. (1993), Problem somatyzacji stanów psy-
chicznych – perspektywa psychologiczna. No-
winy Psychologiczne, nr 4.

Herman J.L. (1998), Przemoc, Uraz psychiczny i po-
wrót do równowagi, Gdańsk: Wyd. GWP.

Iwaniec D., Sneddon H. (2002), The Quality of Par-
enting of Individuals Who had Failed to Thrive 
as Children, British Journal of Social Work, 32 (3), 
283–298.

Józefi k B., Iniewicz G. (2008), (red.) Koncepcja przy-
wiązania. Od teorii do praktyki klinicznej, Kra-
ków: Wyd. Uniwersytetu Jagiellońskiego.

Juczyński Z., Ogińska-Bulik N. (2004), Pomiar pre-
dyspozycji osobowościowych sprzyjających 
etiopatogenezie chorób. K. Kosińska-Dec, L. 
Szewczyk (red.) Rozwój, zdrowie, choroba, War-
szawa: Wyd. BEL-Studio, 18–39.

Kendall-Tackett K. (2012), The Long-Term Health Ef-
fects of Child Seksual Abuse. P. Goodyer-Brown 
(red.) Handbook Child Sexual Abuse. Identifi ca-
tion Assessment, and Treatment, Hoboken, New 
Jersey: John Wiley and Sons, Inc., 49–67.

Kernberg O.F. (1976), Object-Relations Theory and 
Clinical Psychoanalysis, New York: Jason Aron-
son Inc.

Krueger D. (2000) Integrating body self and psycho-
logical Self, New York-London: Brunner-Rout-
ledge.

Krueger D.W., (2002), Psychodynamic perspectives 
on body image. T.F. Cash, T. Pruzinsky (red.) 
Body Image. A Handbook of Theory, Research and 
Clinical Practice, New York, London: The Guiford 
Press, 30–37.

Kubacka-Jasiecka D. (2006), Funkcjonowanie emo-
cjonalne kobiet po mastektomii z perspektywy 



72

Dorota Kubacka-Jasiecka

rozważań nad wzorem zachowania typu C 
(WZC). Sztuka Leczenia, 13,3-4.

Kubacka-Jasiecka D. (2012), Wzór zachowania ty-
pu C. Rozważania i badania nad rozwojowy-
mi uwarunkowaniami oraz korelatami WZC. 
N. Ogińska-Bulik, J. Miniszewska (red.) Zdrowie 
w cyklu życia człowieka, Łódź: Wyd. Uniwersyte-
tu Łódzkiego.

Kubacka-Jasiecka D., Kuleta M. (2012), (red.) Refl ec-
tions on psychological mechanisms of trauma 
and posttraumatic development, Kraków: Wyd. 
Krakowska Ofi cyna Naukowa TEKST. 

Kubacka-Jasiecka D., Wysocka-Pleczyk M. (1989), 
Osteoporoza – właściwości psychiczne i funk-
cjonowanie pacjentek w obliczu stresu cho-
roby. Zachowania ludzkie w zdrowiu i chorobie, 
Materiały Międzynarodowej Konferencji Medy-
cyny Psychosomatycznej Krajów Nadbałtyckich, 
Szczecin: maj 1998, Warszawa: Wyd. Instytutu 
Psychosomatycznego, 147–154.

Lipowski Z. J. (1987), Somatization: The Experience 
and Communication of Psychological Distress 
as Somatic Symptoms. Psychotherapy and Psy-
chosomatic, 47.

Lis-Turlejska M. (1998), Traumatyczny stres. Koncep-
cje i badania, Warszawa: Wyd. Instytutu Psycho-
logii PAN.

Lowen A. (1995), Narcyzm, zaprzeczanie prawdziwe-
mu Ja,Warszawa: Wyd. Jacek Santorski CO.

Lowen A. (2012), Depresja i ciało. Biologiczne pod-
stawy wiary i poczucia rzeczywistości, Warszawa: 
Wyd. Czarna Owca.

Miller A. (1991), Mury milczenia. Cena wyparcia ura-
zów dzieciństwa, Warszawa: Wyd. Naukowe, 
PWN.

Miller A. (2006), Bunt ciała, Poznań: Wyd. Media Ro-
dzina.

Mirski A. (1998), Optimum psychosomatyczne. 
J. Łazowski, G. Dolińska-Zygmunt, (red.) Ku lep-
szemu funkcjonowaniu w zdrowiu i chorobie. Ma-
teriały XIII Ogólnopolskiego Sympozjum Medy-
cyny Psychosomatycznej i V Bałtyckiego Sym-
pozjum Balintowskiego, Kołobrzeg, maj 1997, 
Wrocław, Wyd. AWF.

Morris T., Greer S., Pettingale K.V., Watson M. (1981), 
Patterns of expression of anger and their psy-
chological correlates in woman with breast 
cancer. Journal of Psychosomatic Research, 25, 2.

Ogińska-Bulik N. 2009, Osobowość typu D. Teoria 
i badania, Łódź: Wyd. Wyższej Szkoły Humani-
styczno-Ekonomicznej.

Reykowski J., Krawczyk M. (1972), Emocje, osobo-
wość a choroby psychosomatyczne. Psycholo-
gia Wychowawcza, 5, 542–555.

Rosenhan D.L., Seligman M.E.P. (1994), Psychopato-
logia, Warszawa: Wyd. Polskie Towarzystwo Psy-
chologiczne.

Sakson-Obada O. (2009), Pamięć ciała. Ja cielesne 
w relacji przywiązania i w traumie, Warszawa: 
 Difi n.

Schier K. (2002), Zeus i Hera – problematyka śmierci 
u osób z zaburzeniami psychosomatycznymi. K. 
Schier, M. Zalewska (red.), Krewni i znajomi Edy-
pa, Warszawa: Wydawnictwo Naukowe SCHO-
LAR, 37–51.

Schier K. (2005), Bez tchu i bez słowa. Więź psychicz-
na i regulacja emocji u osób chorych na astmę 
oskrzelową, Gdańsk: Wyd. GWP.

Schier K. (2010), Piękne brzydactwo. Psychologiczna 
problematyka obrazu ciała i jego zaburzeń, War-
szawa: Wyd. Naukowe SCHOLAR.

Seligman M.E.P. (2003), Optymizmu można się na-
uczyć, Poznań: Wyd. Media Rodzina of Poznań.

Sikorska I. (2012), Trauma in children’s life—refl ec-
tions to painful experience. D. Kubacka-Jasiec-
ka, M. Kuleta (red.), Refl ections on psychological 
mechanisms of trauma and posttraumatic devel-
opment, Kraków, Krakowska Ofi cyna Naukowa 
TEKST, 19–38.

Strelau J. 2004, Temperament. J. Strelau (red.) Psy-
chologia. Podręcznik akademicki. T. 2. Psycho-
logia ogólna, rozdz. 38, Gdańsk, Wyd. GWP, 
683–719. 

Temoshok L. 1987, Personality, coping style, emo-
tion and cancer: Toward a integrative model. 
Cancer Surveys, 6, 3.

Van der Kolk B.A. 2003, The Neurobiology of Child-
hood Trauma and Abuse. Child and Adolescent 
Psychiatric Clinics, 12, 293–317.

Winnicott D.W. (1971), Playing and Reality, New 
York: Basic Books.

Winnicott D.W. (1993), Dziecko, jego rodzina i świat, 
Warszawa: AW Jacek Santorski CO.

Włodarczyk K., Wrześniewski K. (1998), Zmiany sta-
nu emocjonalnego po zawale serca a wzór za-
chowania – badania prospektywne. J. Łazow-
ski, G. Dolińska-Zygmunt (red.), Ku lepszemu 
funkcjonowaniu w zdrowiu i chorobie. Materia-
ły XIII Ogólnopolskiego Sympozjum Medycyny 
Psychosomatycznej i V Bałtyckiego Sympozjum 
Balintowskiego, Kołobrzeg: maj 1997, Wrocław, 
Wyd. AWF.



Psychosomatic Risk from the Perspective of Attachment Trauma and Disturbances of Physical Self

Wrześniewski K. (1993), Styl życia a zdrowie. Wzór za-
chowania A, Warszawa: Wyd. Instytutu Psycho-
logii PAN.

Wrześniewski K. (2004), Psychologiczne uwa-
runkowania powstawania i rozwoju cho-
rób psychosomatycznych. J. Strelau (red.), 

Psychologia. Podręcznik akademicki. T. 3, 
Gdańsk: Wyd. GPW.

Wrześniewski K., Eliasz A. (1988), Ryzyko chorób so-
matycznych: środowisko i temperament a wzór 
zachowania A, Warszawa–Wrocław: Wyd. Osso-
lineum.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName (ISO Coated v2 300% \(ECI\))
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed true
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


