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Abstract

:

Although transplantation medicine is not new, there is a clinically justified gap in the existing literature with respect to the psychological processing of lung transplants. The present study aims to examine whether lung transplantation leads to an actualization of psychological, e.g., oral-sadistic fantasies. Following a qualitative approach, 38 lung transplant patients were interviewed three times within the first six months after transplantation. Data analysis focused on identifying unconscious and conscious material. The inter-rater reliability for all codes was calculated using Krippendorff’s Alpha (c-α-binary = 0.94). Direct and implicit evidence of a so-called transplantation complex was detected e.g., regarding the “incorporation” of the dead donor and his lungs. These processes occur predominantly at an imaginary level and are related to the body. Our findings emphasize that such psychological aspects should be borne in mind in the psychological treatment of lung-transplant patients in order to improve the processing of lung transplants, and that this might have a positive effect on patient adherence.
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1. Introduction


A lung transplant represents a life-saving treatment option for terminal lung disease. Studies have shown that quality of life and well-being increase significantly after lung transplantation (lung transplant studies) [1,2,3,4,5,6,7,8,9,10,11,12]. Despite this, it is relatively unusual for certain aspects of the unconscious processing of a lung transplant to be addressed. One reason for this must surely be the challenge of the scientific operationalization of unconscious material. The first psychodynamic studies now date back 50 years [13,14,15,16]. Muslin [15,16] described the procedural internalization of the transplant, which has been confirmed by more recent studies [17]. An incomplete passage in terms of poor organ integration may result in significant psychological consequences (e.g., low adherence to immunosuppressive medication, with the risk of organ rejection) [18]. These studies also highlighted the special nature of the complex recipient-donor relationship, which may be influenced by the recipient’s early relationship experiences [19].



As part of the present research project, the unconscious processing of lung transplantation was recently investigated in a qualitative single-case study [20]. In this study, the postoperative dream and waking narratives of a lung-transplant patient were analyzed using the Zurich Dream Process Coding System [21,22]. Based on the different sources (waking narratives and dream reports), an unconscious transplantation complex was reconstructed. Unconscious complexes are stored in long-term memory and can be activated, for example, by transplantation [20,23]. They may include, among others, archaic oral sadistic fantasies. Such early and unconscious fantasies are to be understood as “structuring principles of psychic life” that determine each human individual ([24] (p. 903) [24,25,26]). Our fundamental assumption is that these unconscious fantasies organize all unconscious and conscious mental life. They are triggered and actualized by so-called “current concerns”, e.g., by the transplantation experience. Thus, both direct and indirect references to these fantasies can be found in the individual’s thoughts. Indirect references are produced by psychological defense mechanisms such as “displacement”, “condensation” or “negation”.



In this single-case study, the patient initially grappled with the donor’s death in waking narratives two weeks after the transplant operation. Possible reasons given by the patient for the donor’s death were a traffic accident or even a “massacre”. Further analysis of the interviews revealed that the “massacre” motif in the waking narratives also appeared in a dream dreamt by the patient immediately after the operation. In this dream, possibly as a reference to an act of killing, bushes were cleared with chainsaws, and wood was chopped (The donor is killed). The fact that, in the dream, the patient did not know who was chopping the wood and felt uninvolved himself was interpreted as a psychological defense. The chainsaws occurring in the dream possibly indicated that the patient’s ribs were being sawn open (The body is broken open). The patient then addressed a statement that transplants have something to do with cannibalism (Objects penetrate into the body/are devoured (incorporation)). Through this association, the possible reactivation of oral-sadistic fantasies [25,26] through the transplant operation became particularly clear, i.e., very early, unconscious fantasies were activated of a human being, including his organs, being eaten and living on in the other, in this case the inner world of the donor (The donor is part of the recipient’s internal world). In the third interview, held six months after the transplant operation, the fantasy that something foreign was part of the patient’s inner world became evident: The patient drew the comparison with an adopted child who is left in the dark as to the identity of his biological parents. The comparison with a pregnancy also occurred to the patient: In his first dream after the operation, the patient dreamt that he had moved into a new yet somehow familiar residence with his wife, just as the donor moved into the patient’s body with his lung (The donor is the recipient; identification, the (new) object is a member of the family of organs). Here too, the metaphor of pregnancy was used, which ultimately led, however, to a separation from the “baby” (The new organ (lung) can be expelled). The will to survive and the incorporation of the lung can thus be associated with fears of (organ) rejection [20]. Based on this qualitative data analysis, the dream and waking narratives were used to reconstruct a so-called psychological transplantation complex, composed of unconscious or preconscious fantasies around the transplant experience, and including the following aspects:




	-

	
The donor is killed,




	-

	
The body is broken open,




	-

	
Objects penetrate into the body/are devoured (incorporation),




	-

	
The donor is the recipient (identification),




	-

	
The donor is part of the recipient’s internal world,




	-

	
The (new) object is a member of the family of organs,




	-

	
The new organ (lung) can be expelled.









In the present study—a single-case analysis—the question arises as to how typical the transplantation complex and the corresponding activation of unconscious fantasies (identified in an individual patient and probably stemming from early life) might be of the transplant patients in the overall sample of the research project (N = 38). The extent to which the transplantation complex is directly or at least indirectly represented in the narratives is examined. In addition, we attempt to determine the semantic level at which the transplantation complex is represented, i.e., whether the physical experience is symbolic, asymbolic, or imaginary (Axis of Psychosomatic Totality) [27]. By symbolic physical experience we mean that a physical symptom has an unconscious meaning (bodily experience at the symbolic pole). In the case of the asymbolic experience, the physical symptom has no symbolic meaning (bodily experience at the asymbolic pole). Physical illnesses, such as heart, circulatory and lung diseases are found at the organic pole. An imaginary structured experience directly reflects the individual’s body image (bodily experience in the imaginary zone) [27].




2. Materials and Methods


2.1. Sample and Data


Recruitment for this prospective longitudinal study was conducted at the University Hospital Zurich (USZ) from 2012 to 2014. The study was approved by the Ethics Committee of the Canton of Zurich. Patients were informed about the study and subsequently signed a statement of agreement. The inclusion criterion was having undergone a lung transplant two weeks previously. The exclusion criteria were being under 18 years of age, having insufficient knowledge of German, and being in an unstable condition of physical health (e.g., suffering from dyspnea, inflammation, pain or fatigue) which would preclude participating in an interview and completing questionnaires. One of the patients had to be excluded owing to a critical health condition and repeated admission to the intensive care unit (ICU). Furthermore, we checked in advance whether delirium, dementia or psychosis had been diagnosed. All other patients with psychological distress were included, since the data of all lung-transplant patients was considered relevant.



The longitudinal sample consisted of 47 lung-transplant patients. Because of the exclusion criteria, the effective sample of the present study comprised 38 patients. Participants included 20 male and 18 female lung-transplant recipients with a median age of 47.67 years (range 20–68 years) at the time of the transplant operation. In our clinical sample, the main indication for transplantation was chronic obstructive pulmonary disease (COPD; 39.47%), followed by cystic fibrosis (34.21%). All 38 patients were still alive six months after transplantation. Detailed patient demographics and clinical characteristics are summarized in Table 1.



Semi-structured interviews were conducted two weeks (t1), three months (t2) and six months (t3) after lung transplantation by two USZ psychologists. The interviews, which averaged 15 min in length, were audio-documented, transcribed according to the transcription rules of Kruse [28] and Selting [29], and imported into the software program atlas.ti (version 8.4.5, Mac). Questions were on the topics of transplantation, lung, donor and medication. A detailed description of the key questions can be found in Seiler and colleagues [10].




2.2. Data Analysis


The interviews were analyzed for content against the backdrop of grounded theory [30] and for unconscious processes using depth hermeneutics [31,32]. “Grounded theory” describes a method that “classifies units of meaning within an encompassing horizon of meaning” [33] (p. 44). In this study, the interviews were analyzed using theory-led deductive structural codes. This means that codes were deduced from the concept of the transplantation complex and the theory of the axis of psychosomatic totality (regarding the semantic, i.e., symbolic, asymbolic or imaginary nature of physical experience). These codes were defined in a theory-led manner and used to code the patients’ statements. Four interviews were then coded and a codebook with definitions and anchor examples created.



Because the case study was predominantly dream material but most of the other patients reported little or no dreaming, we decided to examine the narratives in terms of both direct and indirect cues relating to the transplantation complex. Direct cues are immediate namings of some aspect of the transplantation complex, such as when a patient would state that the donor continues to live on within him, or that he has taken on traits of the donor. The fantasy of being to blame for the donor’s death is also a direct reference to the transplantation complex. Thus, in the case of direct references, it is assumed that the patient is aware of what is being said and that the corresponding fantasies are “subject to the reality principle” [34] (pp. 607–608) [35] (p. 398). Such fantasies, however, are often not admitted because they seem alarming or even morally unacceptable. In the utterances, then, only indirect, implicit references are made to the fantasies, which are usually repressed. Indirect references can be found e.g., in dreams, in which unconscious fantasies are subjected to a so-called primary process. These unconscious fantasies are processed by defensive mental operations such as “displacement”, “condensation” or “negation” [34] (pp. 607–608) [35]. In the defense mechanism of “displacement”, aggressive or libidinous impulses may be shifted from one person to another. In “condensation”, several representations merge into new imaginative content [34,35]. “Negation” can also be used, i.e., conflict-laden material becomes conscious only in the negated form [20,36,37]. The waking narrative can then “provide clues to the depth of meaning of a dream” [20] (p. 519).



In the present study, the coefficient of agreement (inter-rater reliability) in terms of both the direct and indirect references to the transplantation complex and the semantic level of bodily experience was calculated with Krippendorff’s alpha coefficient (c-α-binary). A strong agreement of c-α-binary 0.93 (min = 0.85, max = 1.0) [38] among raters (relative to 20% of the randomly selected quotations for each code) can be seen.



Table 2 shows the deductive structural codes, code definition and inter-rater reliability.





3. Results


3.1. Results: Evidence for the Transplantation Complex


Both direct (54.83%) and indirect (45.17%) references to the transplantation complex are found. An exception is the aspect that the body is broken open, which is only represented in an indirect manner. Incorporation (29.51%) as well as rejection of the organ (22.22%) are presented most frequently.



The donor is killed: The fantasy that the recipient was killed occurs in 14.49% of cases. This is a transplant-specific conflict: It is only through someone’s death that the recipient continues to live. The death wish is presented directly and indirectly, partly in a negated form, in which the patient describes that he is not to blame for the death of the donor, but at the same time benefits from his death: “I can’t help it that he died. I’m benefiting from someone who died. I imagined that he might be buried” (Mr. A, t1). Indirectly, this aspect is presented when patients talk about the topic of death in general, e.g., Mrs. B (t1), who “[found] the contrasts between life and death crazy.”. The theme was sporadically presented through dream reports: “An evil woman came up to me and suddenly turned into a doll-like figure and wanted to kill me” (Mrs. B, t1). In this context, the doll-like figure as manifest content could represent the organ donor.



The body is broken open: Patients rarely speak of the body being broken open, and only then in a direct manner (0.55%). One patient, for example, reports that he “dreamt of power saws”. These stood for the fact that in a transplant, saws would be used and the ribs would have to be broken (Mr. P, t1).



Objects penetrate into the body/are devoured (incorporation): This aspect is mentioned by the highest percentage of patients (29.51%), and is mainly presented indirectly. The patients generally state that objects are incorporated. The majority of them also report on the intake of medication, which could represent manifest content for the incorporation of the new organ. Medication intake is overwhelmingly associated with negative aspects: “It’s an evil because I have to swallow so many pills. That’s why it’s is a necessary evil for me” (Mr. C, t1). The aspect of objects being eaten is found again in one patient, in the form of a dream. Mrs. D describes how worms wanted to devour her. The worms could represent a manifest cue for the donor who wants to recover his stolen organ. In addition, she reports that the mattress on which she is lying constantly fills up with air, then deflates. This account can be seen as indicative of the latent notion of internally perceived brokenness. The filling up with air could represent incorporation; the emptying could indicate the aspect that the new organ (lung) can be expelled.



“I had dreams of worms trying to eat me. I probably had these nightmares because of the medication. I was lying on a decubitus mattress that was constantly filling up with air and deflating. In the dream, I felt like worms were coming out of this mattress, wanting to eat me” (Mrs. D, t2).



There are few direct references in which patients describe the lung being incorporated into the body, e.g., “the lung is now inside me” (Mrs. E, t1).



The donor is the recipient (identification): Patient identification with the deceased donor is apparent in only a few reports (3.83%). Direct references show that the representations of the self and the recipient, described here as a “part”, become one with the representations of the self: “And that’s it, now I’m a part of him and he’s a part of me” (Mr. F, t2). Identification is evident when patients report on adopted characteristics of the donor. One participant described needing to cry more since the transplant. His son commented that he had been given the lung of a crybaby (Mrs. G, t2). Other patients reported a feeling of kinship with the donor: “I feel like I’m related to him” (Mr. H, t1). Indirect cues represent identification or comparisons with other objects. Frequently, this involves a comparison of the old and new lungs, as in the case of Mr. I (t1), who reported that his “old lung was exchanged for a new lung.”. In this quote, a comparison of the recipient’s person or his old lung with another object (the donor’s lung) is evident.



The donor is a part of the recipient’s internal world: The feeling that the donor is part of the inner world of the patient occurs in 13.3% of cases. Direct references are evident when the donor is situated directly in the inner world of the recipient. Thus, Mr. F (t1) describes how he has a part of the donor and the donor is also part of him. “I am connected with him. He lives on a little bit through me, as I do through him, you could say.”. Indirect references predominate, in which not the donor himself but his donated organ becomes a part of the recipient’s inner world: “The new lung belongs to me. It belongs to my body. It’s a part of me and I‘ve accepted it. It’s inside me, breathing” (Mrs. J, t1).



The new object (lung) is a member of the family of organs: The idea of membership is presented for the most part directly and is the third most frequent aspect of the transplantation complex (15.66%). Some patients see the new lung as a member of the family of organs. One patient speaks of having adopted the new lung. She does not want to lose it as a new member of the organ family:



“From the start, I adopted it as my own. It even has a name. And yes, I have it inside me from her (the donor). It’s already a part of me. I don’t experience it as a foreign body at all. I’ve adopted it lock, stock and barrel. It’s my lung now and I’m not giving it away” (Mrs. K, t1).



The aspect is displaced when the whereabouts of objects in the body become clear. For example, when patients talk about constipation: “My digestive system doesn’t work well then, and I suffer from constipation” (Mrs. L, t1). The manifest content (constipation) could indicate that there is a desire for the object (new lung) to remain in the body. In terms of displacement, it could be assumed that the organ is or remains a member of a group.



The new organ (lung) can be expelled: Reports that the new organ can be expelled are the second-most frequent (22.22%). Here, patients speak for the most part directly about the (fantasized) rejection of the organ. Mr. M (t2), for example, describes how he “would mull over whether rejection would or would not occur, whether he would pick up a bug or not”. He would try to be careful, he said, and yet he had no control over whether rejection would occur or not. The aspect is presented indirectly when objects are expelled or excreted from the body. Diarrhea (“I have continuous diarrhea”) (Mr. C, t1) as well as vomiting (“Yesterday I had to throw up, today I was able keep it in”) (Mrs. N, t1), are mentioned particularly often, and can be understood as indirect references to the general loss of an object, such as the lung. Another indirect reference is shown, for example, by a patient’s dream. The manifest content that something is being ripped out (venous catheter) could indicate the fear that the new lung is no longer a member of the organ family and will be rejected:



“I had been having nightmares for a long time. I dreamt that my caregiver came into my room and ripped out my venous catheter. I then woke up and actually saw my caregiver in front of me and then immediately flinched and had to reassure myself that the CVC was still there” (Mrs. O, t1).




3.2. Results of Co-Occurrence-Analysis: Transplantation Complex and Axis of Psychosomatic Totality


The transplantation complex is for the most part presented in the imaginary zone (98.4%) and only occasionally at the organic pole (1.6%). Aspects are not presented at the symbolic and asymbolic pole. When the transplantation complex is embedded in the imaginary zone, the physical experience of the patients may include physical and psychological aspects at the body-image level. Below, we show the results of the co-occurrence analysis, which relate to the individual aspects of the transplantation complex:



The body is broken open: An indication that the body is broken open can be linked to the imaginary zone (0.81%). The direct link with the physical becomes clear when Mr. A (t3) reports that the scar and his ribs hurt. The reason for this is presumably that his ribs had to be broken for the operation. The fact that this resonates with the psychological experience of violent incorporation, which alters body image, speaks for the coding of the imaginary zone.



Objects penetrate into the body/are devoured (incorporation): The incorporation of objects (lung) occurs most frequently in the imaginary zone (39.84%). Here, the mental image of something foreign penetrating into the body seems to be primarily associated with medical or physical processes such as the ingestion of medication. In the case of Mr. C’s quote (t1), the account of objects entering the body through medication intake is presented and includes the mental experience—survival is contingent on the incorporation of an object:



“It’s an evil because I have to swallow so many pills. But it’s an evil, period. That’s why it’s a necessary evil for me (...). Necessary so that I can continue to live at all. I’m attached to life. I have a wife, a nice house. We have a great time together. Why should I give that up? Because of these pills? No, I’d rather swallow these tablets (...). This is the focus of my life. Because I’ve got to take these things” (Mr.C, t1).



Another physical process (inhaling) also shows an associated increase in mental exertion, which is why the imaginary zone was coded:



“Meanwhile, the pill-swallowing is going very well. The only thing that still causes problems is inhaling. This fungizone always prickles my throat so hard, it’s just such an uncomfortable feeling that sometimes I have to skip an inhalation because I just can’t bring myself to do it” (Mrs. P, t2).



The incorporation of objects (lungs) also occurs at the organic pole (1.63%), although this linkage is very rare compared to the imaginary zone. The quote from Mr. C (t3) shows the linkage: “Inhaling sometimes triggers shortness of breath in me and it prickles my throat. It’s really disgusting. That’s why I inhale for five days and then take a break again for five days”. As an indirect indication of object intrusion, inhalation is accompanied by stress in the form of shortness of breath (organic pole).



The donor is a part of the recipient’s internal world: The fantasy that the donor is part of the patient’s inner world is linked to the imaginary zone in a few cases (16.26%). It becomes clear that the donor is not located in the recipient’s internal world as a person, but only through his body part (the donated organ). Neither the donor nor his organ is perceived as a foreign body: “Well, actually I don’t worry too much that I’m carrying a foreign body here, so to speak” (Mr. I, t1). The new lung is experienced much more as a body part in its own right: “The lung is inside me, it belongs to me now” (Mr. R, t1). Through the quotes, it is clear that the physical (donor organ) contains the psychological experience and alters the patient’s inner world.



The new object (lung) is a member of the family of organs: Experiencing the lung as a new member of the organ family is the third-most common occurrence in the imaginary zone (19.51%). The imaginary zone can be identified when the imaginary space contains images or ideas about the integration of the new organ (lung) into the organ family. In this case, the new organ is located directly in the patient’s body image and occupies a central place in the patient’s life: “The lung is a part of me, it belongs to me. It’s in my body—on account of that fact alone, the new lung occupies a central place in my life” (Mrs. J, t3).



The following quote emphasizes the importance of the new lung in the lives of lung-transplant patients. The patient’s inner world consists of the mental image of taking care of the new organ so that it is integrated into the organ family and not rejected. Here, the patient feels compelled to adapt daily life to the new organ and to take and inhale medications correctly:



Mrs. O (t1): “Yes, exactly. The lung is still my focus. But also, everything I do or don’t do, I do out of consideration or a sense of duty toward my lung. I inhale for the lung, I take medication because of the lung, there are also certain things I should refrain from doing since the transplant. I also do that for my lung. It’s just all about the new lung.”.



I: “Even today, 6 months after the transplant?”.



Mrs. O (t1): “Yes, of course. I think the new lung will always be my center, all my life I will have to see to it that my scores remain good, to prevent rejection.”.



In the case of the “member” thought, the link with bodily ideas (imaginary zone) is indirectly evident through the report of constipation or digestive complaints. This form of not wanting to let go or not wanting to surrender (constipation) is understood here as an indirect reference to the integration into the organ family. Indigestion can be seen as a physical experience that contains the psychological experience, such as the fear of losing the new object as a member of the organ family: “But my most sensitive point is digestion. It worries me when I am constipated and can’t go to the toilet properly, or I eat something wrong and then suffer from digestive upsets” (Mrs. O, t1).



The new organ (lung) can be expelled: Actual or fantasized organ rejection is linked to the imaginary zone in 23.58% of cases. The aspect is often represented indirectly by the physical symptomatology such as diarrhea, vomiting or phlegm, which can refer to the general loss of an object (lung). The inclusion of psychological details in this account of physical experience in the context of transplantation speaks for the identification of the imaginary zone. With Mrs. L (t1), the psychological experience refers to the experience of dependence on others. The perceived dependence seems to have arisen from the excretion of the object, displaced by the report of diarrhea: “Unfortunately it has now switched to the opposite, and now I almost have diarrhea and can’t hold it in because I’m not mobile yet and always have to ring the bell first and wait for someone to come and help me.”. In the case of another patient, it is clear that the fantasized expulsion (physical experience) is associated with great worry (as a psychological experience):



“My main concern is taking good care of my lung and not damaging it. I am very careful not to catch a virus—maybe I am a little overcautious. I disinfect my hands all the time. Yes, and in the beginning, I had quite a lot of phlegm, and I was very worried that something was wrong with the new lung” (Mr. Q, t1).



The donor is killed and the recipient is the donor (identification) are not linked either to the imaginary zone, or to other poles of the axis of psychosomatic totality.





4. Discussion


The aim of the present study was to provide a deeper understanding of how a lung transplant is processed psychologically. To this end, we investigated whether the findings of the single-case study such as the activation of early unconscious fantasies by the transplant [20] could be applied to the entire sample (N = 38). We also examined whether the transplantation complex is represented directly, or at least indirectly, in the patients’ narratives. Furthermore, we attempted to determine the semantic level on which the transplantation complex is represented.



In the interviews with the 38 patients, both direct and indirect references to the transplantation complex were found with the following aspects: The donor is killed, The body is broken open, Objects penetrate into the body/are devoured (incorporation), The donor is the recipient (identification), The donor is part of the recipient’s internal world, The (new) object is a member of the family of organs, The new organ (lung) can be expelled. We conclude from these findings that the activation of unconscious fantasies most likely originating in early life does indeed seem to be a typical psychological process in lung-transplant patients.



Below, we first discuss the various aspects of the transplantation complex that were identified in the interviews with the patients:



The donor is killed: A preoccupation with the death of the donor is not at all unusual in transplant patients, since they survive through the death of the donor, or rather, with the help of the deceased donor’s lung. For those on the waiting list for a lung transplant, the will for survival and the wish for another person to die soon and donate his or her organs are very closely related. Thus, the aspect the donor is killed occurs in many interviews in direct and indirect forms. The indirect presentation of this aspect may be due to the fact that, despite their desire to survive or their will to live, the patients do not actually want someone else to die “for them” or for their wish for the other person to die to come true. In the interviews, this conflict also leads to the frequent mention of feelings of guilt. This is a typical way for transplant patients to process their conflicting feelings concerning the donor’s death [10,17,39]. Here, feelings of guilt arise as a consequence of the fact that it is only through the death of the other person (which may be eagerly desired) that the continuation of one’s own life is made possible. The feeling of guilt seems to be so great or discomfiting in some patients that it is warded off by denial, e.g., by the patients stressing that they are not to blame for the donor’s death. Often, a condemning or punishing “super-ego” (in the sense of an inner ethical authority) is revealed in the interviews. One patient, for example, reported a dream in which the donor wanted to take back his organ and thus destroy the patient or punish her for the “theft”. The often fear-laden fantasy that the transplanted organ could be rejected might be understood by bearing in mind the feeling of guilt, in the sense, too, of “making amends” [24,25,26].



The body is broken open: Although the aspect termed the body that is broken open is mentioned in an invariably direct way, it is referred to comparatively rarely. This aspect possibly plays a subordinate role to the other aspects of the transplantation complex. The direct presentation can probably be attributed to the fact that the donor’s body is opened to remove the lungs and the recipient’s to implant them. Owing to the patient’s destructiveness toward the donor, however—as with the violation of body image by the operation—the “breaking open” of the bodies might be so traumatic that these fantasies exceed the patient’s ability to verbalize them, thus preventing the defense mechanisms of displacement or condensation from setting in. These notions of the body being broken open would be rooted in very early fantasies, discovered and described by Melanie Klein [25,26]. In general, unconscious fantasies form the central building blocks of psychic life and all interpersonal relationships. Furthermore, they also play a role in the development of psychopathological symptoms [24,40,41]. According to Melanie Klein [25,26], the child tries to get at the mother’s contents (milk) in an aggressive way, destructive in other circumstances, by e.g., biting her breast. These frightening fantasies regarding both one’s own body and that of the donor would tend to live on by splitting off outside of the patient’s experience so that direct references were rarely and indirect references never found.



Objects penetrate into the body/are devoured (incorporation): Most patients present the incorporation of the lung or donor in an indirect manner, e.g., they generally report difficulties with processes of incorporation, such as those related to taking medication or involving dietary restrictions. Occasionally, incorporation occurs in dreams. One patient described being eaten by worms in a dream. Then, she said, the decubitus mattress on which lay kept on filling with air, then deflating, like a leaky balloon. This can be understood as a reference to the latent notion of the inwardly perceived turmoil of incorporating a foreign object. The filling up could stand for the incorporation of the lung and the emptying for the repulsion of the new organ. Here, the strong ambivalence toward the incorporated object also becomes clear. This can be foreshadowed by the major challenge, widely described in the literature, of integrating foreign objects (lungs) that enter the body on both a physical and psychological level [13,17,19,42]. In any case, early archaic fantasies that might be actualized by the transplantation processes are echoed in the context of incorporation [24,25,26,41]. The idea of incorporating a foreign object originally belonging to a dead person (lung) can seem so uncanny that it can only be admitted indirectly (displaced), i.e., in connection with medication, food, or at most in dream images (worms, decubitus mattress). During our research interviews, the connection with the lung or the donor, which we evaluated as indirect, remains open to speculation. This connection could only be validated in the context of psychotherapy, i.e., in further in-depth conversations with the patients.



The donor is the recipient (identification): In the previous single-case study [20], the patient dreamt that he moved into a new but somehow familiar residence, just as the donor with his lungs moved into the patient’s body or mental world. Here, an identification with the donor was suspected. In the present study, overall, only a few mostly direct, but also, to a lesser extent, indirect indications of identification are found, e.g., where the recipient reports a feeling of kinship with the donor or the presumption that he or she has taken on the characteristics of the latter. Indirect references often reveal comparisons of the old and new lungs. In terms of displacement, comparisons of the recipient’s person (old lung) with another person or his or her object (new lung) are understood as indirect evidence of identification. The longitudinal section of the three survey time points showed that reports of identification with the donor decreased significantly over time. From this we might conclude that identification processes mainly occur in the first few months after a transplant operation, and that they come to an end as time passes. This is also consistent with the clinical observations of Muslin [15,16]: The patient increasingly perceives him- or herself as separate from the donor. With his concept of “appersonization”, Schilder [43] described a process in which a person identifies with the physical traits of the other, in our case with those of the donor: He speaks of “body intercourse” [43,44]. This “appersonization” could serve two purposes: Firstly, the modification of one’s own body image in order to restore the injured body schema [45]; secondly, an (unconscious) identification of the recipient with the donor, so that the recipient can experience his lungs as his own organ [17]: If the recipient is (like) the donor, the donor’s lungs also belong to the recipient.



The donor is a part of the recipient’s internal world: The idea that the donor is part of the patient’s inner world is for the most part presented indirectly, for example when patients report that the new lung now belongs to them, that it is “inside” them and that it breathes like an independent person. For the majority of patients, the donor is indeed located as part of the recipient’s inner world. With many patients, however, the donor is not mentioned by name but is included in the recipient’s inner world through the donated organ, e.g., when patients describe how the lung belongs to them and their body. Here too, the above-mentioned notion of identification can be assumed: The donor seems too threatening, and thus can only be absorbed into the recipient’s inner world with the help of defense mechanisms.



The new object (lung) is a member of the family of organs: The predominantly direct representation of the idea of membership is shown by patients being the proud owners of a new object and perceiving the new organ as a part of their own organ family, e.g., when they report that the organ has been well accepted and they no longer wish to give it up. Symbolization, e.g., giving the lung a name, which is seen in isolated cases, could help the patient to accept the lung into the organ family [17].



The patients’ main concern is that the lung could be rejected, i.e., it will cease to be a part of the organ family. The frequency with which transplant patients report constipation and digestive discomfort as side-effects of the variety of medications prescribed is striking [46]. From a psychological perspective, however, the frequent reports of constipation may not only have a physical significance, but may also refer to the psychological notion of the “membership thought” (in terms of displacement): In this context, constipation can be understood as a vehicle for addressing the retention of the lungs at the body-image level. Above all, the very frequent report of constipation can also be understood as a consequence of the fear that the new organ could be rejected [47,48].



The new organ (lung) can be expelled: The concept that the organ can be expelled is presented second-most often. This finding is not surprising. One of the greatest worries of lung-transplant patients is the possibility of losing the new organ through acute [49,50] or chronic [51,52] rejection. Recent analyses of both lung and heart transplants by the German Organ Transplant Foundation [53] suggest an 84.07% chance of survival one year after the operation, given known status. Two- and three-year survival odds are 79.84% and 72.51%, respectively [54,55], while the odds of surviving for five years after the transplant operation are 59% [56]. The most common cause of death (30 days postoperative) is primary graft dysfunction [57,58,59,60,61]. Because patients are aware that a transplant is chiefly a life-extending procedure, they often present their concerns about rejection in a direct manner.



The concept is presented indirectly when speaking about diarrhea or vomiting, which could generally represent the loss of the new organ. Through these symptoms, worries and fears that could implicitly refer to the lung become evident. Fear of rejection can be exacerbated by the fact that vomiting or diarrhea can impede the adequate absorption of immunosuppressive medications that prevent rejection.



Worry that the organ may be rejected is also occasionally evident in dream reports. Possibly, some patients refuse to engage with worry about loss of the organ because death seems too threatening. In this case, the theme of rejection is more likely to appear in the dream experience, where control over psychological defenses is usually less strong. One patient, for example, reports that in her dream, her caregiver ripped out her central venous catheter. In this context, the tearing out of the venous catheter could stand for a manifest indication of the general loss of an object such as the lung. The person who tears out the venous catheter in the patient’s nightmare is experienced as attacking her own body and robbing the recipient of her precious, vital contents. Here we see the archaic and existential fears of transplantation, reinforced by the actualization of early fantasies, with which transplant patients must often come to grips.



The co-occurrence analysis of the transplantation complex and the axis of psychosomatic totality showed that the transplantation complex is mainly presented in the imaginary zone, i.e., the transplantation complex is chiefly processed in an imaginary fashion. The French analyst Jacques Lacan held the view that the corporeal, i.e., the bodily image, presents itself mainly in the so-called imaginary psychological realm [62,63]. With reference to the present study, the body image is massively manipulated and violated e.g., by breaking open and transplanting the new organ [45]. The manipulative destruction of the body is also evident in Kleinian [25,26] theory, in which unconscious fantasies have a bodily basis and revolve thematically around bodily orifices. The importance of also considering the structure of the new body image during treatment is shown by the major role that body image also plays in mental health [63].



In particular through the breaking open of the body (the body is broken open), a significant change in body image takes place. This aspect is presented only very rarely, however, and is therefore only slightly embedded in the imaginary zone. We can therefore only presume that the idea of the body being broken open overwhelms the formative integrative power of the imaginary. Psychoanalytic literature describes how, in such a case, the imaginary of the body somehow disintegrates as if it were “slipping away” [62] (p. 129) [64] (p.118). For example, a patient reports the pain of the scar, which he attributes to the breaking open of his body. In this context, the physical pain could also refer to the pain and traumatic imagination of a violent opening of the body; it would be the pain of having (temporarily) lost bodily integrity [65].



Most frequently, however, the incorporation of objects is associated with the imaginary zone. This change in body image is perceived by many patients as a major psychological burden, especially due to the constant taking of medication, which is described as a “necessary evil.”. The idea that the body is altered by the foreign, stolen object of a dead donor, which could also reactivate fears of fusion with a threatening object, can also be burdensome [17,45,66]. On the other hand, the fact that integration processes are often modified at the bodily, so-called organic pole, reflects the fact that the experiences of transplant patients are actual interventions that take place at both the material, physical-bodily, and imaginary-bodily levels. This interaction is evident in one patient’s description of often experiencing shortness of breath and circulatory problems during inhalation (to care for the transplanted lung). These symptoms could be side-effects of the medication, but could also be triggered by anxiety in relation to unconscious fantasies of the manipulated body [25,26,46,47,48].



Evidence that the new organ is a member of the new organ family is very often linked to the imaginary zone. The fact that physical perception changes is indicated by a new organ becoming a member of the organ family, probably for the long term. One patient vividly describes how he must take care of the object for the rest of his life so that it is not rejected and remains a member of the organ family. The indirect references e.g., to constipation can be understood as a form of not wanting to let go or not wanting to give something up, or as a fear of having to give up the new organ and thus re-violate the imaginary body schema.



The second-most frequent (fantasized and feared) rejection reactions are those linked to the imaginary zone, since a rejection reaction would presumably alter the patient’s body image once more. The body image would also be manipulated if, owing to their physical limitations, patients experienced a sense of dependence on their caregivers. The fear here of a regression to early childhood developmental stages was noted in previous studies [13,45,67].



Neither the donor is killed nor the donor is the recipient (identification) is linked to the imaginary zone. This could be because these aspects are not responsible for the manipulation of the body image, and are thus not embedded in the imaginary zone. The death of or identification with the donor do not appear to be integrated into the recipient’s own body, and are thus not located as an external object in the bodily-imaginary world of the recipient.



Study Limitations and Strengths


The small sample size (N = 38) is one of the limitations of this study. Moreover, since the sample was not examined to determine whether any mental disorders such as depression were present before the transplant operation, limitations in external validity should be mentioned. This was, however, the first time that such a large sample was qualitatively examined in terms of its unconscious processing in a longitudinal manner.



This unconscious processing could only be captured using manifest, direct and indirect cues, thus highlighting the limitations of operationalizing unconscious material not normally directly addressed by patients. Despite these methodological challenges, there is very good agreement of coding choices among the raters (inter-rater reliability).





5. Conclusions


The concept of a transplantation complex developed in a single-case study has been shown to be a sound approach to understanding how a lung transplant is psychologically processed. Although certain aspects will need to be re-evaluated in future studies, the results of this study have a number of implications for research and practice. Among others, they enabled the design of a questionnaire including the transplantation complex which should reduce the time needed for data collection and analysis. Because psychological vulnerability can be a predictor for poor organ integration [18], future studies should incorporate a comparison between patients with and without a psychiatric disorder (e.g., depression).



The results of the study—especially in terms of our understanding of unconscious processes in lung transplantation—are encouraging, and will be of benefit in developing new psychotherapeutic approaches for transplant patients. Further education and training, for example, could be geared to sensitizing the treatment team to the underlying problems of transplant patients: “What patients say represents only a conscious surface of the mental state” [68] (p. 1). To get below this surface, the treatment team should make space and time for transplant patients, and learn to “listen with a third ear” [69]. The indirect references to the transplantation complex, such as those revealed in dream reports, could be particularly helpful in this process. We therefore recommend talking to patients about their dreams and asking them to report them. The commonly occurring uncanny and strange-seeming fantasies (e.g., killing or incorporation fantasies) should be discussed to resolve feelings of guilt and fear. Here, the patient should be informed, as part of a psychoeducational approach, that these processes and fantasies are common, and are part of the process of successfully integrating the new organ. The newly acquired understanding could help to optimize patient quality of life and encourage adherence.







Author Contributions


Conceptualization: A.B., C.B. and L.G.; Methodology: M.E., B.R. and L.G.; Software: M.E. and L.G.; Validation: M.E., U.W. and L.G.; Formal analysis: M.E. and B.R.; Investigation: M.E., B.R. and A.S.; Resources: J.J. and L.G.; Data curation: M.E.; Writing—preparation of original draft: M.E.; Writing—review and editing: M.E., B.R., A.S., J.J., A.B., C.B., U.W. and L.G.; Supervision: L.G. and U.W.; Project administration: M.E. and L.G.; Acquisition of funding: J.J. and L.G. All authors have read and agreed to the published version of the manuscript.




Funding


Olga Mayenfisch Foundation, Hartmann-Müller Foundation for Medical Research, Medical School Hamburg, and Lunge Zürich.




Institutional Review Board Statement


The original research procedures are consistent with the principles of research ethics published by the American Psychological Association and approved by the Ethics Committee of the Canton of Zurich.




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


The data presented in this study are available on request from the corresponding author. The data are not publicly available due to ethical guidelines.




Acknowledgments


The authors would like to thank all study participants for their contributions to this research. The study was made possible by grants from the Olga Mayenfisch Foundation, the Hartmann-Müller Foundation for Medical Research, Medical School Hamburg, and Lunge Zürich.




Conflicts of Interest


The authors declare that they have no competing interests.




Abbreviations




	COPD
	Chronic obstructive pulmonary disease



	I
	Interviewer



	ICU
	Intensive Care Unit



	P
	Patient



	pLTx
	post-lung transplant



	LtX
	lung transplantation



	UZL
	University Hospital Zurich







References


	



Aversa, M.; Chowdhury, N.A.; Tomlinson, G.; Singer, L.A. Preoperative expectations for health-related quality of life after lung transplant. Clin. Transplant. 2018, 31, e13394. [Google Scholar] [CrossRef]

	



Goetzmann, L.; Seiler, A.; Benden, C.; Boehler, A.; Büchi, S.; Jenewein, J.; Ruettner, B.; Mueller-Alcazar, A.; Weierstall, R. Transplantation experience as a predictor for a quality of life during the first 6 month after a lung transplantation. Clin. Transplant. 2018, 32, 1–8. [Google Scholar] [CrossRef] [PubMed]

	



Kugler, C.; Strueber, M.; Tegtbur, U.; Niedermeyer, J.; Haverich, A. Quality of life 1 year after lung transplantation. Prog. Transplant. 2004, 15, 331–336. [Google Scholar] [CrossRef]

	



Kugler, C.; Fischer, S.; Gottlieb, J.; Tegtbur, U.; Welte, T.; Goerler, H.; Simon, A.; Haverich, A.; Strueber, M. Symptom experience after lung transplantation: Impact on quality of life and adherence. Clin. Transplant. 2007, 21, 590–596. [Google Scholar] [CrossRef] [PubMed]

	



Limbos, M.M.; Joyces, D.P.; Chan, K.N.; Kesten, S. Psychological functioning and quality of life in lung transplant candidates and recipients. Chest 2000, 118, 408–416. [Google Scholar] [CrossRef] [PubMed]

	



Littlefield, C.; Abbey, S.; Fiducia, D.; Cardella, C.; Greig, P.; Levy, G. Quality of life following transplantation of the heart, liver, and lungs. Gen. Hosp. Psychiatry 1996, 18, 36–47. [Google Scholar] [CrossRef]

	



Munro, P.E.; Holland, A.E.; Bailey, M.; Button, B.M.; Snell, G.I. Pulmonary rehabilitation following lung transplantation. Transplant. Proc. 2009, 41, 292–295. [Google Scholar] [CrossRef]

	



Rodrigue, J.R.; Baz, M.A.; Kanasky Jr, W.F.; MacNaughton, K.L. Does lung transplantation improve health-related quality of life? The University of Florida experience. J. Heart Lung Transplant. 2005, 24, 755–763. [Google Scholar] [CrossRef] [PubMed]

	



Seiler, A.; Jenewein, J.; Martin-Soelch, C.; Goetzmann, L.; Inci, I.; Weder, W.; Schuurmans, M.M.; Benden, C.; Brucher, A.; Klaghofer, R. Post-transplant outcome-clusters of psychological distress and health-related quality of life in lung transplant recipients—A 6-month observational study. Swiss Med Wkly. 2015, 145, 1–10. [Google Scholar] [CrossRef]

	



Seiler, A.; Klaghofer, R.; Drabe, N.; Martin-Soelch, C.; Hinderling-Baertschi, V.; Goetzmann, L.; Buechi, S.; Jenewein, J. Patients’ early post- operative experiences with lung transplantation: A longitudinal qualitative study. Patient Patient Cent. Outcomes Res. 2016, 9, 547–557. [Google Scholar] [CrossRef]

	



Shahabeddin Parizi, A.; Krabbe, P.F.; Verschuuren, E.A.M.; Hoek, R.A.S.; Kwakkel-van Erp, J.M.; Erasmus, M.E.; Van der Bij, W.; Vermeulen, K.M. Patient-reported health outcomes in long-term lung transplantation survivors: A prospective cohort study. Am. J. Transplant. 2017, 18, 684–695. [Google Scholar] [CrossRef]

	



Singer, J.P.; Katz, P.P.; Soong, A.; Shrestha, P.; Huang, D.; Ho, J.; Mindo, M.; Greenland, J.R.; Hayes, S.R.; Golden, J.; et al. Effect of lung transplantation on health-related quality of life in the era of the lung allocation score: A U.S. prospective cohort study. Am. J. Transplant. 2017, 17, 1334–1345. [Google Scholar] [CrossRef]

	



Lefebvre, P.; Crombez, J.C. The behavioural responses of renal transplant patients as seen through their fantasy life. Can. Psychiatr. Assoc. J. 1972, 17, 19–23. [Google Scholar]

	



Lefebvre, P.; Crombez, J.C.; Lebeuf, J. Psychological dimension and psychopathological potential of acquiring a kidney. Can. Psychiatr. Assoc. J. 1973, 18, 495–500. [Google Scholar] [CrossRef]

	



Muslin, H.L. The emotional response to the kidney transplant: The process of internalization. Can. Psychiatr. Assoc. J. 1972, 17, 3–8. [Google Scholar] [CrossRef]

	



Muslin, H.L. On acquiring a kidney. Am. J. Psychiatry 1971, 127, 105–108. [Google Scholar] [CrossRef] [PubMed]

	



Neukom, M.; Corti, V.; Boothe, B.; Boehler, A.; Goetzmann, L. Fantasized recipient—donor relationships following lung transplantations: A qualitative case analysis based on patient narratives. Int. J. Psychoanal. 2011, 93, 117–137. [Google Scholar] [CrossRef] [PubMed]

	



Goetzmann, L.; Klaghofer, R.; Wagner-Huber, R.; Halter, J.; Boehler, A.; Muellhaupt, B.; Schanz, U.; Buddeberg, C. Psychosocial vulnerability predicts psychosocial outcome after an organ transplant: Results of a prospective study with lung, liver, and bone-marrow patients. J. Psychosom. Res. 2007, 62, 93–100. [Google Scholar] [CrossRef] [PubMed]

	



Lewin, T.; Neukom, M.; Boothe, B.; Böhler, A.; Goetzmann, L. Der Andere in mir—Transplantationserfahrung als Beziehungserfahrung: Psychodynamische Überlegungen zur psychischen Verarbeitung. Psyche 2013, 67, 120–144. [Google Scholar]

	



Goetzmann, L.; Benden, C.; Ruettner, B.; Wutzler, U.; Boehler, A.; Wittmann, L. The experience of transplantation as reflected in dream life: A case study illustrating the mental processing of a lung transplant. Int. J. Psychoanal. 2019, 100, 517–539. [Google Scholar] [CrossRef]

	



Moser, U.; von Zeppelin, I. Der Geträumte Traum; Kohlhammer: Stuttgart, Germany, 1996. [Google Scholar]

	



Moser, U.; Hortig, V. Mikrowelt Traum. Affektregulation; Brandes & Apsel: Frankfurt am Main, Germany, 2019; ISBN 978-3-95558-249-4. [Google Scholar]

	



Moser, U. Frühe Störungen, Mikrowelten und Beziehungsregulierung. Fragmente einer Theorie des Phantasierens; Brandes & Aspel: Frankfurt am Main, Germany, 2016; ISBN 978-3-95558-166-4. [Google Scholar]

	



Weiss, H. Unbewusste Phantasien als strukturierende Prinzipien und Organisatoren des psychischen Lebens. Zur Evolution eines Konzepts—Eine kleinianische Perspektive. Psyche Z. Psychoanal. 2013, 67, 903–930. [Google Scholar]

	



Klein, M. The collected Works of Melanie Klein, “Envy and Gratitude” and Other Works; Karnac books: London, UK, 2017; Volume 3, ISBN 978-1782204633. [Google Scholar]

	



Klein, M. The collected Works of Melanie Klein, “Love, Guilt and Reparation” and Other Works; Karnac books: London, UK, 2017; Volume 1, ISBN 978-1782204633. [Google Scholar]

	



Goetzmann, L.; Siegel, A.; Ruettner, B. On The Axis of Psychosomatic Totality. Eur. J. Psychoanal. [online] 2020, 13. Available online: https://www.journal-psychoanalysis.eu/on-the-axis-of-psychosomatic-totality/#top (accessed on 20 January 2021).

	



Kruse, J. Qualitative Interviewforschung. Ein integrativer Ansatz; Beltz Juventa: Weinheim Basel, Germany, 2015; ISBN 978-3-7799-3230-7. [Google Scholar]

	



Selting, M.; Auer, P.; Barth-Weingarten, D.; Bergmann, J.R.; Bergmann, P.; Birkner, K.; Couper-Kuhlen, E.; Deppermann, A.; Gilles, P.; Guenther, S.; et al. Gesprächsanalytisches Transkriptionssystem 2 (GAT 2). Gesprächsforschung Online Z. Verbalen Interakt. 2009, 10, 352–402. [Google Scholar]

	



Strauss, A.; Corbin, J. Grounded Theory: Grundlagen qualitativer Sozialforschung; Beltz: Weinheim, Germany, 1996; ISBN1 9783621272650. ISBN2 3621272658. [Google Scholar]

	



Lorenzer, A. Tiefenhermeneutische Kulturanalyse. In Kultur-Analysen, Psychoanalytische Studien zur Kultur; König, H.D., Lorenzer, A., Lüdde, H., Nagbøl, S., Prokop, U., Schmid, N., Gunzelin, E., Eggert, A., Eds.; Fischer: Frankfurt am Main, Germany, 1986; pp. 11–98. [Google Scholar]

	



Lorenzer, A. Zum Beispiel „Der Malteser Falke“. Analyse der psychoanalytischen Untersuchung literarischer Texte. In Psychoanalytische und Psychopathologische Literaturinterpretation; Urban, B., Kudszus, W., Eds.; Wissenschaftliche Buchgesellschaft: Darmstadt, Germany, 1981; pp. 23–46. [Google Scholar]

	



Breuer, F. Reflexive Grounded Theory—Eine Einführung für die Forschungspraxis, 2nd ed.; Verlag für Sozialwissenschaften: Wiesbaden, Germany, 2010. [Google Scholar]

	



Freud, S. The Interpretation of Dreams. The Standard Edition of the Complete Psychological Works of Sigmund Freud, Volume IV. The Interpretation of Dreams (First Part); Basic Books: New York, NY, USA, 1900; p. ix-627. [Google Scholar]

	



Laplanche, J.; Pontalis, J.-B. The Language of Psycho-Analysis; WW Norton: New York, NY, USA, 1973. [Google Scholar]

	



König, K. Abwehrmechanismen; Vandenhoeck & Ruprecht: Göttingen, Germany, 1997. [Google Scholar]

	



Freud, S. Negation. The Standard Edition of the Complete Psychological Works of Sigmund Freud, Volume XIX, 1923–1925; The Hogarth Press and the Institute of Psychoanalysis: London, UK, 1971; pp. 233–240. [Google Scholar]

	



Krippendorff, K. Content Analysis: An Introduction to Its Methodology, 3rd ed.; Sage: Thousand Oaks, CA, USA, 2013. [Google Scholar]

	



Griva, K.; Davenport, A.; Harrison, M.; Newman, S.P. Non-adherence to immunosuppressive medications in kidney transplantation: Intent vs. forgetfulness and clinical markers of medication intake. Ann. Behav. Med. 2012, 44, 85–93. [Google Scholar] [CrossRef]

	



Bell, D. Unconscious phantasy: Historical and conceptual dimensions. Bull. Br. Psychoanal. Soc. 2013, 49, 16–25. [Google Scholar]

	



Isaacs, S. The nature and function of phantasy. Int. J. Psychoanal. 1948, 29, 73–97. [Google Scholar]

	



Balck, F. Transplantationsmedizin, psychosoziale Aspekte. In Medizinische Psychologie und Medizinische Soziologie von A bis Z; Berth, H., Balck, F., Brähler, E., Eds.; Hogrefe: Göttingen, Germany, 2008; pp. 489–499. ISBN 9783801717896. [Google Scholar]

	



Schilder, P. Das Körperschema. Ein Beitrag zur Lehre vom Bewusstsein des eigenen Körpers; Springer: Berlin, Germany, 1923; ISBN 3662388693. [Google Scholar]

	



Leuschner, W. Paul Schilders Körperbild-Modell und der “body intercourse”. Psyche 2017, 71, 123–150. [Google Scholar] [CrossRef]

	



Brosig, B.; Woidera, R. Wir drei müssen zusammenhalten. Psychoanalytische Überlegungen zum Erleben nach einer Herz-Lungen-Transplantation. Eine hermeneutische Textrekonstruktion. Psyche 1993, 47, 1063–1079. [Google Scholar]

	



Finlen Copeland, C.A.; Vock, D.M.; Pieper, K.; Mark, D.B.; Palmer, S.M. Impact of lung transplantation on recipient quality of life: A serial, prospective, multicenter analysis through the first posttransplant year. Chest 2013, 143, 744–750. [Google Scholar] [CrossRef]

	



Faust, V. Seelische Störungen Heute; CH Beck: München, Germany, 1999. [Google Scholar]

	



Heckhausen, D. Angstbewältigung in Arztpraxis und Krankenhaus. Psychomed 1989, 1, 105–112. [Google Scholar]

	



Roden, A.C.; Tazelaar, H.D. Pathology of Lung Rejection: Cellular and Humoral Meditated. Lung Transplant. 2017, 24, 209–230. [Google Scholar] [CrossRef]

	



Benzimra, M.; Calligaro, G.L.; Glanville, A.R. Acute rejection. J. Thorac. Dis. 2017, 10, E165. [Google Scholar] [CrossRef] [PubMed]

	



Masaaki, S. Bronchiolitis obliterans syndrome and restrictive allograft syndrome after lung transplantation: Why are there two distinct forms of chronic lung allograft dysfunction? Ann. Transl. Med. 2020, 8, 418. [Google Scholar] [CrossRef]

	



Bery, A.I.; Hachem, R.R. Antibody-mediated rejection after lung transplantation. Ann Transl. Med. 2020, 8, 411. [Google Scholar] [CrossRef]

	



Deutsche Stiftung Organtransplantation. Grafiken zum Tätigkeitsbereich 2019. Available online: https://dso.de/BerichteTransplantationszentren/Grafiken%20D%202019%20Lunge.pdf (accessed on 9 February 2021).

	



Yusen, R.D.; Christie, J.D.; Edwards, L.B.; Kucheryavaya, A.Y.; Benden, C.; Dipchand, A.I.; Dobbels, F.; Kirk, R.; Lund, L.H.; Rahmel, A.O.; et al. The Registry of the International Society for Heart and Lung Transplantation: Thirtieth Adult and Heart-Lung Transplant Report 2013; Focus theme: Age. J. Heart Lung Transplant. 2013, 32, 965–978. [Google Scholar] [CrossRef]

	



Yusen, R.D.; Edwards, L.B.; Kucheryavaya, A.Y.; Benden, C.; Dipchand, A.I.; Goldfarb, S.B.; Levvey, B.; Lund, L.; Meiser, B.; Rossono, J.; et al. The Registry of the International Society for Heart and Lung Transplantation: Thirty-second Official Adult and Heart-Lung Transplantation Report 2015; Focus theme: Early Graft Failure. J. Heart Lung Transplant. 2015, 34, 1264–1277. [Google Scholar] [CrossRef]

	



Bos, S.; Vos, R.; Van Raemdonck, D.E.; Verleden, G.M. Survial in adult lung transplantation: Where are we in 2020? Curr. Opin. Organ Transplant. 2020, 25, 268–273. [Google Scholar] [CrossRef]

	



Suzuski, Y.; Cantu, E.; Christie, J.D. Primary graft dysfunction. Semin. Respir. Crit. Care Med. 2013, 34, 305–319. [Google Scholar] [CrossRef]

	



Snell, G.I.; Yusen, R.D.; Weill, D.; Strueber, M.; Garrity, E.; Reed, A.; Pelaez, A.; Whelan, T.P.; Perch, M.; Bag, R.; et al. Report of the ISHLT Working Group on Primary Lung Graft Dysfunction, part I: Definition and grading—A 2016 Consensus Group statement of the International Society for Heart and Lung Transplantation. J. Heart Lung Transplant. 2017, 36, 1097–1103. [Google Scholar] [CrossRef] [PubMed]

	



Diamond, J.M.; Arcasoy, S.; Kennedy, C.C.; Eberlin, M.; Singer, J.P.; Patterson, G.M.; Edelman, J.D.; Dhillon, G.; Pene, T.; Kawut, S.M.; et al. Report of the International Society for Heart and Lung Transplantation Working Group on Primary Lung Graft Dysfunction, part II: Epidemiology, risk factors, and outcomes—A 2016 Consensus Group statement of the International Society for Heart and Lung Transplantation. J. Heart Lung Transplant. 2017, 36, 1104–1113. [Google Scholar]

	



Shah, R.J.; Diamnond, J.M. Primary Graft Dysfunction (PGD), Following Lung Transplantation. Semin. Respir. Crit. Care Med. 2018, 39, 148–152. [Google Scholar] [CrossRef] [PubMed]

	



Neely, M.L.; Palmer, S.M.; Synder, L.D. Primary graft dysfunction and health-related quality of life after transplantation: The good, the bad, and the missing. Am. J. Transplant. 2021, 21, 456–457. [Google Scholar] [CrossRef] [PubMed]

	



Lacan, J. The Sinthome. The Seminar of Jacques Lacan, Book XXII; Polity Press: Cambridge, UK, 2016; ISBN 150951001. [Google Scholar]

	



Nemitz, R. LA001 Das Imaginäre, das Symbolische und das Reale [Podcast]. Spotify. 2017. Available online: http://lacast.de/2017/02/17/la001-das-imaginaere-das-symbolische-und-das-reale/ (accessed on 20 December 2020).

	



Morel, G. The Law of the Mother. An Essay on the Sexual Sinthome; Routledge: London, UK, 2019; ISBN 9781138351196. [Google Scholar]

	



Nasio, J.D. The Book of Love and Pain. Thinking at the Limit with Freud and Lacan; Suny Press: New York, NY, USA, 2004. [Google Scholar]

	



Castelnuovo-Tedesco, P. Organ transplant, body image, psychosis. Psychoanal. Q. 1973, 42, 349–363. [Google Scholar] [CrossRef]

	



Huttner, H.; Krueger, S.; Kirsch, H.; Bargon, J.; Otterbach, I.; Wagner, T.O.F. Angst: Ein Aspekt der Interaktion von Arzt und Patient auf der Warteliste und nach Lungentransplantation. Pneumologie 2001, 55, 481–484. [Google Scholar] [CrossRef]

	



Warsitz, R.-P. Die Kunst des Deutens als Erhören von Unerhörtem. Swiss Arch. Neurol. Psychiatry Psychother. 2019, 1–6. [Google Scholar] [CrossRef]

	



Reik, T. Hören mit dem Dritten Ohr: Die Innere Erfahrung Eines Psychoanalytikers; Verlag Dietmar Klotz: Magdeburg, Germany, 2007; ISBN 3880744831. [Google Scholar]








[image: Table] 





Table 1. Demographic and medical data of lung transplantation recipients.
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	Variables
	LTx Recipients (N = 38)

n [%] *,a





	Male sex
	20 [52.63]



	Female sex
	18 [47.37]



	Third gender
	none



	Median age (range)
	47.76 (20–68)



	Single
	14 [36.84]



	Married
	17 [44.74]



	Divorced
	6 [15.79]



	Widowed
	1 [2.63]



	Indication for LTx
	



	COPD
	15 [39.47]



	Cystic fibrosis
	13 [34.21]



	Idiopathic pulmonary fibrosis
	7 [18.42]



	Other
	3 [7.89]



	Retransplant patients
	2 [5.23]



	Days in ICU, mean (range)
	4 (2–29)



	Weeks in hospital pLTx, mean (range)
	4.5 (3–14)



	Psychopharmacological intervention pLTx
	10 [25]







* Percentages are rounded to the second decimal place. a Unless otherwise specified.
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Table 2. Codes, definition, anchor examples and Krippendorff’s alpha coefficients (c-α-binary).
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Codes

	
Definition

	
Anchor Examples

	
c-α-Binary *






	
Transplantation Complex

	
Direct and Indirect Cues

	

	




	
The donor is killed

	
Direct cues: Reports that the donor has been killed. Indirect cues: The person who donates remains unnamed (subjectlessness or objectlessness); any form of killing; desires and fantasies of killing; typical conflicts relating to this theme.

	
“It’s a negative thing that the man had to die for the lung so that I could get the lung”; “I find the contrasts between life and death crazy.”

	
0.91




	
The body is broken open

	
Direct cues: Reports of the body being broken open by the transplant operation. Indirect cues: Body-like objects are forcibly opened, cut open or broken open.

	
“I also feel the scars, and my ribs hurt. Presumably because they had to break them for my surgery.”

	
1.00




	
Objects penetrate into the body/are devoured (incorporation)

	
Direct cues: The lung as object is in the body. Indirect cues: References to cannibalistic incorporation fantasies, any form of penetration, eating or swallowing.

	
“The new lung is now inside of me “; “It’s a bad thing because I need to swallow so many pills”; “It was as if masses of worms were coming at me and wanted to devour me.”

	
0.92




	
The donor is the recipient (identification).

	
Direct cues: Identification with the donor.

Indirect cues: Any other form of equation or comparison with other persons or objects that indicates identification with the recipient.

	
“I feel like I am related to him”; “My old lung was exchanged for a new lung.”

	
0.92




	
The donor is a part of the recipient‘s internal world

	
Direct cues: Locating the donor in the patient’s inner world. Indirect cues: The donor is not located in the patient’s inner world, but e.g., in his organ; an object is contained in another object or vessel.

	
“It’s a part of me“; “It’s like there are two of me and I’m carrying someone else inside myself.”

	
0.96




	
The (new) object is a member of the family of organs

	
Direct cues: The lung is a member of the new family of organs. Indirect cues:

Other statements about objects remaining in the body, other forms of not wanting to let go (e.g., constipation).

	
“I’ve adopted it lock, stock and barrel. It’s my lung now and I’m not giving it back”. “I have digestive problems and suffer from constipation”

	
0.86




	
The new organ (lung) can be expelled

	
Direct cues: Rejection of the lung, fear of rejection reactions. Indirect cues: Report of general excretion or loss of objects (e.g., diarrhea, vomit).

	
“I’m worried that a rejection reaction might occur”; “Yesterday I threw up, today I held it in”

	
0.86




	
Axis of Psychosomatic

Totality

	




	
Symbolic Pole

	
Physical symptoms as a compromise between desire and defense, referring to a latent imaginative content.

	
“My children understood my diagnosis to an extent. Suddenly, though, they began refusing their food and developed sleep problems. The pediatrician recommended talk therapy for my daughter.”

	
1.00




	
Asymbolic Pole

	
Physical symptoms are not organic; physical symptom has no symbolic function.

	

	
–




	
Organic Pole

	
Physical illness that may have resulted from stress, such as heart, circulatory and lung disease.

	
“And I’m breathing properly again, which I never really did before.”

	
1.00




	
Imaginary Zone

	
The imaginary space contains thoughts, images, ideas and feelings. In the imaginary zone, physical and affective experience is identical: Psychological pain is physical pain, psychological trauma is identical to physical injury.

	
“Yes, the old one could be thrown away. Yes, the new lung is also somewhere here in the center of me, it will always be like that.”

	
0.85








* Percentages are rounded to the second decimal place.
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