PSYCHOSOMATIC MEDICINE IN GERIATRIC PRACTICE
by Irvin Neufeld, M.D., New York, N.Y.

The rapidly increasing number of publications, grants, committees, projects,
and symposia is striking evidence that there is no easy short-cut to the solution
of the ever-increasing problems created by the ever-growing number of senior
citizens. The problems lie not only in the vast number that make up the “three-
score-plus” age group of our population but also in the rapid evolution of the
socio-economic structure of our culture and the “revolutionized” spirit of the
general quest for human rights. Besides the paramount importance of the socio-
economic predicament of our geriatric patients, the state of their physical and
mental health and functional efficiency in many cases continues to present dif-
ficult problems despite progress in the medical sciences and despite greater avail-
ability of medical services. o '

The purpose of this paper is to discuss some essential points in the holistic
management of non-institutionalized geriatric patients in private, clinical, and
group practice where ideal, multidisciplinary teamwork is only rarely, if ever,
available. The basic principle of holistic management is the essential recognition
of human beings as indivisible psycho-physical units inseparably interrelated with
their field of existence. It cannot be denied that the aging (“degenerative”)
changes in the anatomical-morphological, histological, biochemical, enzymatic
systems may adversely affect the entire psycho-physical unit. However, it has
also been shown that psychogenic factors may significantly affect the functional
efficiency—even in the somatic and mental intellectual spheres—of patients with
or without actual organic findings, including the ““chronic brain syndrome.” The
changes may take place so slowly and the patient may “fight and hide” them so
successfully that the aging person and/or his environment may not become aware
of the true significance of the changes for a rather long period of time. However,
the physician and the psychotherapist should be well prepared to recognize, to
evaluate, and to correlate the psychic as well as the somatic manifestations.

Generally speaking, by geriatric psychosomatosis we mean the especially close
interrelation between the actual organismic and the behavioral manifestations in

all aspects of the elderly patient’s existence.

 In virtually all elderly patients we usually deal simultaneously with both
somatic and behavioral changes—though possibly not in the same degree. Not in-
frequently the significance of one or the other aspect of the patient’s symptoms
is either over- or under-estimated, often resulting in serious consequences to the
patient. It is well known that many elderly patients have been treated for minor
“somatic” ailments for long periods of time while the underlying serious depres-
sion or anxiety was neglected. However, it is also known that serious organic
diseases, including malignancies (especially of the brain, pancreas, and prostate),
minor strokes, cerebral lesions, hematological disorders, etc., have been over-
looked because the patient’s presenting symptoms were primarily emotional and
were treated as such. Some organic diseases in their early stages are oftentimes
not accompanied by significant somatic symptoms but rather by some inteliec-
tual or emotional manifestations (as in cerebral arteriosclerosis, cerebral tumor,
chronic prostatism, uremia, cancer of the pancreas, etc.). Thus, aging patients
may be unaware of their actual organic diseases for a rather long period of time.

The significance of geriatric psychosomatosis lies in our growing recognition
of the fact that certain patients tend to deal with their somatic symptoms in line
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wit!l .their “private logic™ and unduly exaggerate their somatic symptoms or
their importance while others assume an attitude of “fighting and hiding” their
symptoms and thus minimize their physical decline. Of course, in all cases the
diagnostician’s primary task is to recognize not only the cause and significance of
the symptoms but the patient’s way of dealing with and using his symptoms.

For example, a 68-year-old widower who lived on his social security allot-
ments, augmented by a part-time job, sustained a relatively minor accident. His
complaints, however, were so severe in comparison with his actual injury that he
was totally unable to perform his job for almost six months. The rationale of
such disability may be found in the desire to have a short “paid” vacation; in
dissatisfaction with one’s work; in the unconscious wish to have some benefit
from the disability which is not reportable lest his part-time income compro-
mise his social security checks, especially if the “take-home pay” is not substan-
tially higher than the disability benefit, and any number of other reasons grow-
ing out of the “private logic” of the aging individual. .

The other extreme—the “fighting and hiding of symptoms,” as it were—is il-
lustrated by a woman one of whose breasts was already deformed by cancer but
who successfully hid the fact from her own family until bony metastasis had oc-
curred. Here also belong those patients who intentionally or unintentionally dis-
regard prescribed therapeutic regimen—oftentimes being fully aware of the seri-
ous consequences of such “sabotage” (ef. “chronic suicide” and “pseudo-physio-
logic” or disguised suicide, described elsewhere).

One of the most frequent manifestations of geriatric psychosomatosis occurs
in the musculoskeletal system. The usual wear-and-tear manifestations in the
locomotor system—such as arthritis, arthrosis, osteoarthrosis, fibrositis, etc.—are
actually present and demonstrable in the vast majority of aging people. How-
ever, it is known that the actual symptomatology caused by such diseases may
vary from insignificant symptoms to rather severe and more or less disabling
symptoms. Muscular rheumatism and fibrositis have been declared by some phy-
sicians to be the prototypes of “psychogenic rheumatism.” It is known that many
elderly women with “rheumatic” symptoms which did not respond to medica-
tion have been successfully treated by massage—probably not so much by the
physical massage itself as by the sympathetic dialogue and “psychic catharsis”
accompanying the massage sessions.

The clinical picture may be made more complicated by so-called “reflectory
pain,” which may mimic disease symptoms in what is actually a healthy organ in
which the patient feels more or less severe pain, while the actual pathological
process is taking place in a distant, often symptom-free organ. Among the num-
erous clinically important “reflectory” or “referred” manifestations are apparent
cardiac pain in gall bladder disease and spinal arthritis; pain in the left upper-
limb in heart disease; pain in the right shoulder in diseases of the gall bladder,
liver, or diaphragm; upper back pain in peptic ulcer; lower back pain in diseases
of the prostate or female reproductive organs; and in many other instances. Ex-
amination of the symptomatic “target” organ in patients reporting such pain
usually yields negative results and thus not infrequently leads to the improper
diagnosis of “psychogenic pain.”

It has often been stated that physicians who employ extensive diagnostic
methods are guilty of causing “iatrogenic” symptoms in their patients by fixing
the patient’s attention on their somatic symptoms. This concept must be modi-
fied somewhat in dealing with geriatric patients because the majority of elderly
patients are likely to have some “positive” organic as weéll as psychiatric find-
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ings. It is extremely important—and at times crucial—to properly recognize the
actual significance of such “positive” findings. Some such patients are just too
glad to neglect their actual organic symptoms for an unduly long period of time.
They may even consider the “psychiatric” diagnosis as a legitimate excuse to ex-
pect special privileges or to shed unwelcome responsibilities. They believe that
the psychiatric diagnosis fully justifies their neurotic behavior. Some obese pa-
tients, for instance, refuse to go on a medically indicated diet. “I am in a depres-
sion. I cannot go on a diet,” they may well insist. Others refuse helpful ortho-
pedic appliances by saying, “I cannot wear this heavy support because of my
anxiety neurosis.”

A concerted multidisciplinary approach is especially important for those pa-
tients who unduly attribute their somatic symptoms to emotional factors (the
“battle for psychogenesis™), as important as it is for those who deny or unduly
minimize their emotional instability and dramatize their somatic symptoms (the
“battle for somatogenesis™). It is well to remember that the occurrence of
“masked depression”—even “masked suicide”—in elderly patients is a widely
known phenomenon. However, the occurrence of “masked degeneration” (or-
ganismic) deterioration in elderly patients is a much less recognized though
nevertheless rather frequently encountered phenomenon in geriatric practices.
One should also bear in mind that geriatric patients may not only “mask” but
may also “mimic” certain diseases. A truly and consistently applied holistic ap-
proach may early enough “unmask” the real state of affairs. An exceedingly help-
ful tool in the holistic management of geriatric problems is what we may term
the geriatric profile.

The Geriatric Profile

The concept of geriatric profile not only implies that a truly holistic approach
in the diagnosis and management of elderly patients is even more important than
in other patients, but also offers a valuable tool toward that goal. As important
as the actual medical problem may be, it often does not represent the only—and
frequently not even the most important—aspect of the successful management
of geriatric patients. Based on sound medical principles and on the holistic Ad-
lerian concept of human life, such an operational profile should in principle in-
clude any given patient’s past, present, and anticipated status and functioning in
in the three main aspects of human existence: namely a) work, b) sex, and ¢) so-
ciety.

Translating this basic principle into practice, the geriatric profile should in-
clude:

a) the patient’s work history, work experience, economic status, and available
or expected future sources of livelihood;

b) for obvious reasons, the sex aspect of the patient in this context must be
extended to include his entire organismic status or, in other words, a complete
medical anamnesis and a thorough medical “work-up™;

¢) the patient’s family and community relationships and functions, his inter-
personal relationships, his formal and informal affiliations (activities in clubs,
societies, groups, etc.) and any recent or contemplated changes in all his inter-
personal relationships. It should also be mentioned that in many instances recog-
nition of the patient’s cultural, ideological, philosophical, spiritual, and religious
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background and affiliations may prove to be very helpful.

Patients should be asked explicitly if they have belonged or now belong to any
clubs, groups, or organizations. Frequently, it will be found that they did belong
to various groups and organizations but that they have gradually dissociated
themselves for various reasons. These reasons and their significance can often be
most profitably discussed with patients. Patients may also be asked how they
managed the loss (by death, sickness, moving away, or otherwise) of their close
contemporaries, whether relatives, friends, business associates, or fellow workers.
Do they miss (some of) them, or have they found replacements?

The most time-consuming part of such a profile is frequently the organismic
aspect, because the usual “routine” physical examination is rather inadequate—
and sometimes even misleading—in the determination of an aging person’s or-
ganismic status.

Such a basic profile—to which later changes are to be added as they occur—
proves to be extremely helpful in the management of geriatric patients. It may
reveal not only the patient’s probable life expectancy but also his functional ex-
pectancy. It may reveal that not only his “social security” but also his “bio-
logical security” and “interpersonal security” are far from being secure. They
often prove to be discouragingly insecure and may in fact represent the real
pathogenic agents. The profile will also show in which area(s) the therapeutic
management is most important or most urgent. It often reveals that the patient is
not, or at least not only “a sick old man” but also, or even mainly, an “angry old
man” or “‘a bitter and sad old man,” a “revenge-seeking old man,” and most fre-
quently a “discouraged old man” with little incentive or motivation and almost
always with a great deal of decompensated inferiority feelings. It will also often
be found that the frequently assumed “unconscious fear of death” is really a
“fear of life,” a “fear of slow dying,” or in many cases a “fear of social death”—
rather than the fear of biological death.

Another important factor' toward helping any given aging patient is the phy-
sician’s or the therapist’s readiness to recognize, evaluate, and beneficially in-
fluence what one might call the “geriatric (or gerontal) protest” which one
might find—in a more or less hidden form—in a surprisingly large number of
elderly patients.

The “Geriatric Protest”

In the various manifestations of the behavior of many elderly patients there
seems to be a common denominator pointing to the purposive function of their
often misinterpreted behavior. Generally speaking, this common psychodynamic
denominator, which might appropriately be termed the geriatric (or gerontal)
protest, represents an aging individual’s own way of counter-rejecting his being
socially rejected.

By analogy with Adler’s concept of “masculine protest,” it could be termed
“juvenile protest,” being a protest against the glorification of youthfulness, just
as masculine protest is directed against the unwarranted glorification of mascu-
linity. Both represent protest against certain prejudiced misconcepts prevailing in
our society.
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Psycho- dynamlcally, geriatric protest” represents an aging person’s attempts
to (over)compensate for hlS bio-socially centered specific inferiority feelings by
using compensatory methods in line with his lifelong unique life-style. The
“specificity” of these inferiority feelings lies in the fact that a person’s previous
1nfer10r1ty feelings may well have been changed or augmented by an mcreasmgly
oppressive age-consciousness in which the prevailing (mis)concept of “age’
amounts to a painful inferiority feeling—if not to a paralyzing inferiority com-
plex. The “geriatric protest” may also be present in apparently “well adjusted”
individuals in whom the compensation takes place in a (relatively) constructive
way.

It is known that the more difficult a stress or shock situation is, the more un-
distorted will one’s genuine life-style appear and that it is only one’s life-style
which any human being carries essentially intact into his old age. The multi-
tude of shocks and stresses which occur at the threshold of aging generally ex-
ceed in kind and intensity most of the previous stresses and strains which had
been more or less successfully overcome by an individual’s available social feel-
ing. Some aging individuals become more extravagant in order to impress other
people. Some become more thrifty, justifying “building up their future securi-
ty.” Some cling to their duties in order not to lose status and not to “give in.”
Some relinquish a part or all of their duties in order to avoid possible mistakes,
failures, defeats. Some male patients may get divorced and re-marry (usually
much younger women). Some may become depressed, others agitated, others
anxious, or they may overemphasize somatic symptoms, etc., as 1 have indi-
cated earlier.

Occasionally, it has also been observed that the decreasing responsibilities ac-
companying aging may exerta “softening and compensatory effect” on previous-
ly neurotic behavior. At any rate, “geriatric protest” should not be looked upon
as a simple reaction to external stimuli, but as an aging individual’s unique way of
dealing with the new problems imposed upon him by the new configuration of
the “three main tasks of life,” as described above.

Whether, by what means, and how successfully any given individual tries to
compensate for his age-centered inferiority feelings or hide his perceived in-
feriority will depend largely upon the ratio between the demanded and available

'social feeling, on the one hand, and on the type and intensity of the shocks and
stresses experienced, on the other.

The awareness and display of somatic symptoms—exploited by some patient’s
“private logic” as an excuse for avoiding certain unwanted responsibilities, as an
alibi against external or internal pressures, as a justification for demanding or
seeking certain tangible or subtle benefits (for example, housing, pension, sym-
pathy, preference, etc.)—may become a rather conspicuous form of the “geri-
atric protest,” as if the patient were saying: “You dumped me because I am old,
so now you must help me and should not expect anything of me because I am
sick.” Such a twist or trick seems to be rather appropriate and it is not infre-
quently quite successful, for the life-style of our generation has more considera-
tion for sick people than it has for old people. The elderly patient may therefore
tolerate with much less inferiority feeling some physical imperfection than the
awareness of his senescence. As Swift put it: “Every man desires to live long, but
no man wants to be old.”

Another form of “geriatric protest” may be observed in connection with one
of the most important changes which occurs in the agmg period and which is
rather euphemistically termed“retirement by choice” or “retirement by force.”
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Sometimes retirement actually means “retreat”; at other times it means to be
“repulsed,” to be “ostracized.” Some people want to retire but cannot. Others
do not want to retire but are forced to. Not too infrequently, retirement means
a welcome and approved escape from an undesirable, tiresome, poorly rewarded,
humiliating, stereotyped, machine-like existence.

A great number of “ready-to-retire” people seek medical help for a variety of
somatic complaints for various, often hidden reasons; for instance, to retire be-
fore their retirement age, to _]ustlfy retirement, to be in “good shape when they
retire, etc. In such patientstypically, various complaints have already started dur-
ing the late pre-retirement years. They complain of various symptoms which
they may have had for a long time, such as backaches, pain in the shoulder, chest,
or neck, etc. Significantly some of them may not have any significant complaints
after their retirement although (or because) they actually become more active
after their retirement than they had been prior to it. Some, however, continue
to complain out of proportion to the manifest pathological findings. In these
geriatric patients a thorough search for possibly undetected diseases as well as
for a possibly serious disappointment with their new situation is indicated.

Generally, in overall management it proves very helpful to investigate the cir-
cumstances of a patient’s retirement (“disengagement”) or contemplated retire-
ment in order to discover the meaning of his “geriatric protest,” mainly:

a) whether his retirement was in fact forced against his will;
b) whether he really wants to retire but for certain reasons—mostly eco-
nomic—he is unable to do so.

ay In certain situations, retirement becomes mandatory at a certain age. How-
ever, patients may resent such retirement for various reasons: their present job
gives them satisfaction, status, and (self)respect; they refuse to take cognizance
of their calendar age; or their socio-economic status may be seriously imperiled
by the loss of their position and they realize the sometimes insurmountable dif-
ficulties of relocation.

Besides economic reasons, there are a variety of other reasons why older per-
sons may want to continue functioning: the death of a mate and its following
painful loneliness; too much “leisure” time to think about oneself; disturbing en-
vironmental or family circumstances; fear of the loss of prestige, which to them
threatens “social death” before biologic death; and sometimes even apparently
genuine social interest. A properly constructed and properly interpreted “geri-
atric profile,” as discussed above, often helps greatly toward the successful
management of apparently complicated cases. In these patients the “‘geriatric
protest™ as an expression of their counter-rejection of being rejected is usually
rather easily detected.

b) Some older persons may want to retire for other than health reasons: be-
cause of certain antagonisms toward the working environment or their inade-
quate remuneration; because they may want and with the help of their pension,
social security, or annuities, etc., they can afford to turn to some new but long
desired activities (for instance, hobbies, studies, writing, painting, traveling, work
on their inventions, etc.). They may even want to change their living as well as
their working environment, their apartment, their home, or even the com-
munity in which they live.

A special category comprises those geriatric patients who would like to retire
but who for some economic reasons cannot—or feel that they cannot—retire.
Many of these patients are in failing health—physically and emotionally. In
people who refuse to retire or to “slow down” despite evident biologic impair-
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ment, one very frequently finds more or less complicating economic responsi-
bilities, real or assumed. Not infrequently, one may recognize the phenomenon
-of the “chronic suicide,” the “pseudo-physiological” or “masked suicide,” men-
tioned earlier.

Although some aging patients may become aware of gradual mental deteriora-
tion before being aware of any significant somatic symptoms, they still continue
to function until the inevitable complete break-down. As a typical example, a
well.known writer admitted after his hospitalization: “I knew that I was men-
tally sick, but I have been fighting and hiding it as long as I could.” His protest
against aging—in reality, against his younger and more efficient colleagues——con-
sisted of his trying to “fool everybody”™ by keeping up the “as if,” which he ad-
mitted he had done “all the time, anyway.’

Geriatric protest may be more easily recognized and understood—just as it
may more likely be present—in people who in their younger years themselves felt
prejudice against old people. If a patient’s parents or other close relatives grow
old and become dependent on them, such a pre-existent negative attitude to-
ward aging may oftentimes be recognized most readily.

n an appropriate occasion, one might paraphrase this question to his pa-
tient: “Do you ever think of how you felt toward your parents, grandparents,
teachers, or other elderly people when you were young?” Of course, one must
avoid 1mplant1ng false, complicating “guilt” feelings, feelings of belng punished,
or any other complicating neurotic constructs. It is more helpful to use this con-
cept to encourage patients to prove to themselves and to others that such an atti-
tude was unjustified.

Needless to say, “geriatric (or gerontal) protest” may take on many forms
and may use various methods for apparently various purposes. However, it is al-
ways guided by and reflects the patient’s unique—basically unchanged—life-style,
and it always has a direction, a “line of movement.”” The determination of the
significance of the “geriatric protest” and the alleviation of its potentially dis-
ruptive effects may best be accomphshed by trying to determine the “target”
of the protest: against whom or what is it directed? Oftentimes it is directed
against family, against associates, institutions, society at large, not infrequently
against oneself, and though rather infrequently, even against “God.”

In the following, the case history of a patient ready for total “retirement,”
that is, “total retreat,” is briefly presented.

A 64-year-old married clerk sought treatment for various recurrent musculo-
skeletal disabilities, including bursitis of both shoulders, cervical sprain, low-back
pain, hamstring tendonitis, varices, etc. He admitted that he had had recurrent
“rheumatic” aches and pains of various intensity at various localizations virtually
all his adult life but that he had had no medical treatment for the last twenty
years. Various other physical complaints necessitating a number of tests and
consultations—mainly .eardiological, laryngological, opthalmological and genito-
urinary—were undertaken with invariably negative organic findings. The musculo-
skeletal findings, though present, were not adequate to explain the apparently
severe symptoms which were interpreted by the patient as warning signs of his
“falling apart” as the result of “old age.” His entire behavior, once observed and
evaluated, justified the clinical diagnosis of a “masked depression.”

The significance of psychosomatic manifestations as indication of dissatis-
faction with working conditions should always be kept in mind as a possible
frame of reference from which the meaningful function of somatic symptoms
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may be recognized, understood, or eliminated. It has been statistically shown in
large industrial plants that the majority of developing psychoneuroses begin with
various somatic complaints. This observation is especially true for the older age
group.

In this patient’s “geriatric profile” it was found that some of his younger col-
leagues made his life on the job a continuously depressing experience with daily
frictions, intrigues and frequent derogatory remarks. Despite the fact that he was
fully aware of the great difficulties in securing another satisfactory job at his
age, he decided to retire in six months, at age 65. Out of a lack of courage to
fight back and possibly suffer defeat, he saw his only “safeguard” in his retreat
from an “inferiorizing” situation.

The function of his intense pre-occupation with his organic symptoms (the
“battle for somatogenesis™) served as justification for his decision to “retire,”
that is, to “retreat.” His “geriatric protest” manifested itself as a face-saving
attempt to prevent his young co-workers from triumphing over him and, at the
same time, his revenge-seeking attitude against the organization which he had
served well for a quarter of a century but which did not now protect him against
the unjustified assault of his younger competitors who admittedly had more
formal training but far less practical experience.

A frequent “side function” of elderly people’s seeking medical help for their
somatic symptoms is the desire to assure themselves the best of health for carry-
ing out activities which as voluntary retirees they usually plan for their retire-
ment.

At any rate, after his retirement, despite all his continuing musculoskeletal
and other symptoms, our patient “threw himself” into intensive reading, music
appreciation, the study of geography and of history—as a full-time hobby. Sig-
nificantly, all his activities were evidently those of a self-designated and self-
styled young student, as if it had been one part of his “geriatric protest with
juvenile means” to demonstrate that his mental capacities were still “young”—
despite the contrary opinion of his younger colleagues.

“Despite” his rejuvenating attempts and “despite” the overemphasized
somatic nature of his presenting symptoms, the working diagnosis of “masked
depression” had to be maintained, supported as it was by sleeplessness, head-
aches, progressive, unplanned social disengagements, etc.

It was also found that his own previous attitude toward old people was a
rather hostile one. In his previous opinion, “those old people always thought
they knew everything better.” He was gently reminded of the possibility that
now he might be assuming that the “young people thought that they knew every-
thing better”” and that he, now being one of “those old people” himself, might
also possibly be behaving in a way that might be making young people think ex-
actly the same of him as he used to think of old people. This explanation was of-
fered as one of many possibilities rather than as an interpretation. At any rate,
he recognized the nature of the eternal “battle of the generations™ creating the
phenomenon of “anti-gerontism.”

After a while he started making occasional visits to his old working place. He
found that «he atmosphere was not as inimical as he had thought when he had
been working there. Soon he was invited to return to his job, an invitation to
which he “consented.” After his return to his job on a full-time basis once again,
he had no time to take care of his old “rheumatic diseases” or to indulge inhis
“rejuvenating” cultural hobbies. Nor was there any need for them. By useful ac-
tivity, he successfully compensated his gerontal inferiority feelings. There was no
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longer any need for the various useless manifestations of his geriatric protest.

Alfred Adler has rightly taught that the best way to prevent and to treat
geriatric problems is to keep aging people active in their own lines and callings as
long as possible. In the present hypertechnological era, in which even young
people have to undergo retraining(s), re-orientation(s), and re-location(s), one
should endeavor to keep aging people active biologically, economically, and so-
cially so that they can achieve the best possible “social security”—which in its
real meaning must also include “biological” and “economic” security.

The therapist’s task in such cases is to “‘rejuvenate” the patient’s degenerat-
ing social interest which is usually “demoralized” by his ill-directed compensa-
tion of his age-centered inferiority feelings. This is not an easy task, but it is not
a hopeless one either.

The carefully drawn geriatric profile can point out clearly the area(s} which
should receive the most attention or adjustment—if necessary with the help of
environmental manipulation—in order to decrease an otherwise hopeless dis-
crepancy between the demanded and the available social interest. Furthermore,
the recognition of the content, means, and target of the patient’s “geriatric pro-
test” may very well reveal his faulty and oftentimes self-defeating compensatory
mechanism.

Thus, by means of an effective holistic management of the geriatric patient,
an unhealthy attitude of a “protest against” may be changed into a more healthy
attitude of “striving for” a relatively useful way of life, or at least a satisfying
and worthwhile human way of life until the time of the final retirement comes
along.

CONTACT!
by Anna Sten, Recreation Therapist, New York City

She was 86 years old. In this home there are many older than she, but she was
completely senile.

I discovered her at lunch when two nurses were caring for her. One put food
into her mouth; the other pushed her hand so that she could swallow.

She slept all the time. She didn’t react to anything. Incidentally, I found out
that years ago she had been a dancer—an amateur, I believe.

We know that the habits, hobbies, or the profession that people live with for
years remains a part of their memories. One day I came into the infirmary with a
record player and set it up near her on the table. She was German and this was a
German waltz. When the music started, she opened her eyes but closed them im-
mediately. Then I took a red scarf in my right hand and a green one in my left. I
started to dance very fast. She opened her eyes and started to smile and articulate
her voice.

After two days, I came again and said, in German, “Hello! How are you?”
She didn’t close her eyes for fully the ten minutes that I was there.

When I returned again with the record player, I took her hands and did move-
ments with them to the sounds of the same waltz.

Thus I continued many days, and then I took her feet in my hands and moved
them. She started to move her hands—without any assistance from me.

She was paralyzed and remained in the wheelchair. But she had good hearing.
I took her to my office many times and played the piano for her. After each
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