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Resumo
Apesar de abundante evidência cien-

tífica mostrando que a hiperprolactiné-
mia depende frequentemente de factores
psicossomáticos, existem poucos estudos
nos quais os doentes afectados tenham
sido alvo de tratamento psicanalítico. Os
autores descrevem o caso de uma mulher
jovem que apresentava comportamento
bulímico, aumento de peso, amenorreia,
galactorreia e hiperprolactinémia, de-
sencadeados após a morte do pai e o
abandono pelo namorado. O tratamen-
to psicanalítico clássico foi seguido da re-
missão dos sintomas. Este caso contribui
para a compreensão de vários aspectos:
1) a importância da ausência de uma
verdadeira fase edipiana no desenvolvi-
mento de algumas mulheres que mais
tarde apresentam hiperprolactinémia; 2)
os mecanismos através dos quais as per-
das afectivas conduzem à activação de
uma resposta neuroendócrina específica;
3) o papel crítico da cooperação entre o
médico especialista e o psicanalista no

tratamento de doentes com perturbações
psicossomáticas.
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INTRODUCTION

Hyperprolactinemia (and/or galactor-
rhea) and weight gain in humans can ap-
pear associated in conditions other than
pregnancy or puerperium. One paradig-
matic example is pseudocyesis(1). Also,
women who gained weight over a short
period of time in the absence of an identi-
fiable metabolic reason have a higher
than expected incidence of hyperpro-
lactinemia, galactorrhea and reduced
hypothalamic dopaminergic tone(2,3).
Weight gain has been observed at the clini-
cal outset of prolactinomas and of idiopathic
hyperprolactinemia(4). Psychogenesis can be
suspected in each of these three examples.
Pseudocyesis is a psychotic condition.
Weight gain, in the women with dynamic
obesity, follows important life events(3). Be-
sides, these women score higher than con-
trols for depression in the MMPI and SCL90
inventories(3). Prolactinomas and idiopathic
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hyperprolactinemia are associated with ab-
normal mood, commonly occur in the af-
termath of important life events and appear
to affect predominantly women who were
brought up under conditions of paternal
deprivation(1,4,5,6,7).

Prolactin responds to psychological
stress in humans(8). Prolactin and cortisol
surges are negatively correlated sugges-
ting that the two hormones are effectors
of alternative responses to psychological
stress(8). While there is abundant litera-
ture on the activation of the hypotha-
lamo-pituitary-adrenal axis in psycho-
logical stress (reviewed in ref. 9) the psy-
chodynamics and neuroendocrine
mechanisms of transduction of "psycho-
logical stress" into a prolactin response are
mostly unknown. Prolactin has been as-
sociated with anger(8) and with passive
coping in field studies(10).

Two reports of the psychoanalytical li-
terature, one of them bearing the sugges-
tive title of "Lactation as a denial of sepa-
ration"(11,12), describe the occurrence of
repeated bouts of galactorrhea following
separations. At the time of these reports
prolactin assays were not available.
Therefore, we thought it might be inter-
esting to report the case of a 27-year-old
woman with idiopathic hyperprolactine-
mia, amenorrhoea, binge eating and rapid
weight gain following the death of her fa-
ther. Her symptoms and hyperprolactine-
mia resolved without medication during
the course of psychoanalysis.

DESCRIPTION OF THE CASE

Helen was a 27-year-old, nulliparous,
white female when she first consulted an

endocrinologist (LS) in June 1990 be-
cause she had a voracious appetite (some-
times followed by purging) and had
gained 6 kg in the previous 8 months. She
also referred amenorrhea, which had
started at about the same time. Her
weight was 65.4 kg. The only abnormal-
ity found in the physical examination was
unilateral galactorrhea on expression of
the right nipple. Prolactin was 24 ng/ml.
It was felt that her dominant problem was
her obvious depressive state and, after a
full and empathic discussion of her condi-
tion, she agreed to consult a psychoana-
lyst.

She returned to see LS only one year
later, in May 1991. She claimed that her
first visit "made her cry a lot, but was very
good for her and changed her life". Mean-
while, she had initiated psychoanalysis.
She had been amenorrheic until January
1991 when her gynaecologist gave her
bromocriptine (2 x 2.5 mg/day). She still
had episodes of binge eating followed by
laxatives and her weight was 66.9 kg. De-
spite taking bromocriptine as prescribed
she still had galactorrhea and oligomen-
orrhea and her prolactin level was 15.8
ng/ml. She was then advised to stop bro-
mocriptine, maintain psychoanalysis and
keep in touch. When seen again by LS in
July 1992, one year afterwards, she re-
ferred that her periods had been regular
since October 1991 despite the fact that
she was not taking any medication. Her
weight was 68.2 kg. Her serum prolactin
was 54.7 ng/ml. She had less, but still
some, compulsive eating and purging. In
November 1992 she had a spontaneous
abortion and curettage. In February 1993
she became pregnant again. When last
seen in June 1994 she was still nursing
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inforced later when they came to live to-
gether. During the first part of Helen’s psy-
choanalysis her mother was depressed
and frequently intruded in her life
through constant calls and visits asking for
support. She even tried, unsuccessfully,
an appointment with GC. One year later
she had to be hospitalized for severe de-
pression. Grandmother was described as
a strong woman, reassuring but not affec-
tionate, obsessed with stuffing her grand-
daughters with food. The importance of
the alimentary values in her household
was so great that Helen’s sister rebelled,
lost weight and was taken to a doctor who
raised suspicions about malnutrition. The
sleek Helen was, then, used as evidence
that the girls were being appropriately
looked after.

The father seemed to be an impatient
and sometimes violent man, often beat-
ing the daughters. As a child she feared
him more than anybody else. Through-
out Helen’s adolescence he worried a lot
about her going out with boys and suc-
ceeded in convincing her to stop dating
her first true love because of the boy’s
lower social level. Helen referred to this
boy as the only one to whom she ever felt
sexually attracted. Progressively, she and
her father established a closer relationship
though she believed that he appreciated
her as a surrogate for his stillborn son,
who died before her birth. By then, she
had become so thin as to look like a boy.
Her father used to praise her for her broad
shoulders and narrow hips. Although
during Helen’s early years there was
nothing like an oedipal phase, later in life
the father played a significant role in help-
ing freeing her from her mother. This was
materially expressed by offering Helen an

her 7-month-old baby, had not yet re-
started her menstrual periods, and her
weight was 67 Kg. She was happy and
adjusted to her new situation and came
to see LS only because she was asked to
come for a follow-up visit. Her serum pro-
lactin level was, then, 12.8 ng/ml.

Report by the psychoanalyst (GC)

Helen first contacted GC in October
1990 asking for psychotherapy. She
looked very anxious and depressed and
weekly sessions proved insufficient. She
would show up between sessions, anx-
ious and lost, asking to be received. Clas-
sical psychoanalysis three times a week
was initiated in February 1991. Initially
there was a clear difficulty in trusting the
analyst, with hesitation and fear of lying
on the couch, suspiciousness about her
competence and frequent contacts with
other doctors. Later, Helen contacted the
Portuguese Psychoanalytical Society to
check on GC’s credentials.

She was single, living alone and work-
ing part-time as a teacher. Apparently, her
mother had been unable to take care of
her children and both Helen and her sis-
ter (born 20 months later) were sent to
their maternal grandparents in the first
week of their lives. Her parents had little
contact with their two daughters until
they took care of them when Helen was
12. Her mother was described as very de-
pendent from her own mother and hus-
band, insecure, beautiful, distant and al-
ways concerned with her looks. Even
though Helen did not live with her
mother she was very dependent on her
throughout childhood, a dependency re-
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apartment where she came to live on her
own. After her father’s sudden death, 2
years before, her boyfriend, with whom
she had been maintaining an unsatisfac-
tory relationship, told her that he would
"look after her" through that difficult pe-
riod. One year later he broke the relation-
ship. This seemed to have had a great
emotional impact on her. Amenorrhea
and binge eating started almost immedi-
ately. She tried to control her weight gain
by drinking purging tisanes, which she
described as "warm and reassuring".

At the beginning of her analysis Helen
started to understand how lonely and
without supports she was. Among her
friends relations were loose and superfi-
cial. Her previous boyfriend still contacted
her once in a while, both maintaining an
ambiguous situation. Her mother went
through a depressive period and de-
pended on her. Her grandmother was of-
ten overloaded with work and worries.

During the sessions, when she was
very sad or upset, she could not lie down
but faced GC as if she had to have a real
object in front of her. This and her doubts
about the analyst’s competence, ex-
pressed in the transference, were inter-
preted as related with the deprivation she
suffered of a good enough primary rela-
tionship.

Eventually, she became less depressed
and more secure. She succeeded in find-
ing another job where she was better paid
and that had more to do with her qualifi-
cations. The professional success was ac-
companied by great doubts about herself
as a woman. She felt awful about eating
too much and gaining weight. The only
feminine area where she found herself
competent in was motherhood. She

talked with pleasure about having babies
and became friendly with young moth-
ers. Dates with other men started but
were always short lived and she kept on
comparing them unfavourably with the
previous boyfriend. Thinking about stop-
ping completely to see him gave place to
anxiety. In October 91 she mustered
enough courage to have a talk with the
boyfriend and it became clear to her then
that he no longer wanted to see her. She
was very sad but willing to face the situa-
tion. The next day she had the first of a
series of regular menstrual periods.

After a while she started dating a col-
league. He was patient and concerned.
He, too, was a lonely person and without
much experience with women. Sexual
involvement began though she was not
very keen on it. She would become ex-
cited during petting but excitation would
disappear by attempts to penetration. As-
sociative thinking showed some relation
with the fear of being beaten by her fa-
ther, something similar to rape in her
mind. Also, her sexual dysfunction
seemed related to some difficulty in trust-
ing, in giving herself up to someone, a
state of mind re-enacted in the transfer-
ence as the fear of lying down when feel-
ing more vulnerable. In the summer of
1992 she and her boyfriend decided to
live together. In October 92 she became
pregnant. This fact brought great joy and
anxiety, and she started making plans for
motherhood. The pregnancy ended in a
spontaneous abortion. The couple was
sorry about it but Helen maintained plans
for a future baby. In February 1993 she
became pregnant again. In April 1993,
she asked to decrease the number of ses-
sions. The couple was very enthusiastic
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about the baby and made it their priority.
By the end of April she decided to inter-
rupt psychoanalysis. She would prefer to
have the possibility, if necessary, to come
and talk once in a while with the analyst.

After stopping analysis she called first
to tell that the pregnancy was proceeding
well and, later, to tell that she had a
daughter and that she would like to show
her to GC. In fact, in March 94 she
brought her baby and her mother to GC’s
office. It was a short talk but she looked
happy, the baby was almost 5 months old
and well developed, and her mother was
helping a lot. The analyst kept the door
open for Helen to come back. She was still
breast-feeding and believed that it was
time she weaned the baby but she was
reluctant to do it yet. Meanwhile, she had
married and her husband was helping
with the baby. Sexual difficulties in-
creased after delivery and the relationship
with her husband became less intimate.
This situation improved after the fourth
month when breast-feeding was reduced
to twice daily. From January to May 1995
she resumed treatment on a twice-a-
-month basis because she feared that the
relation with her husband was endan-
gered by her attachment to her daughter.
It turned out that she was feeling lonely –
the husband was very committed profes-
sionally and her mother was not much
available – but, by and large, she was be-
ing able to handle the situation. Between
1995 and 2000 she attended sessions of-
ten only sporadically, but sometimes
twice a month. She attributed almost all
feelings of unfullfilment to not having a
second child, something she wished to do
but her husband opposed. Later she rea-
lised that other aspects of her life needed

improvement, her job for instance. She
was an engineer and wanted to become a
teacher. For that purpose she quit her job,
and with her mother’s financial help did a
master degree in Mathematics (as her
mother had done). Finally she got a job
not far from home and started looking for
a new apartment, where there would be
enough space for a second baby, although
her husband was still rather reluctant. In
2000 GC had to move to another coun-
try, but by then she seemed able to face
life’s challenges on her own.

DISCUSSION AND CONCLUSIONS

It has been reported that pathological
hyperprolactinemia occurs preferentially
in women primed by paternal deprivation
during childhood(1,5,6,7). The symptoms of-
ten appear after a loss(5). Life events have
also been reported to precede the weight
gain in women with dynamic obesity(2), a
condition also associated with higher than
control prolactin levels and reduced
hypothalamic dopaminergic tone(3).

To have a deeper access into the un-
conscious mechanisms underlying the
priming in childhood and the triggering
of the symptoms following losses it is im-
portant to be able to follow some of these
patients in the transferential setting of
psychoanalysis. Only a few such cases
were reported, two of them before prol-
actin assays were available(11,12) and the
other one in a woman with an established
prolactinoma. The case herein described
provided insight into several aspects of the
whole process: 1) the importance of the
absence of a true oedipal phase; 2) the
genesis of the sexual dysfunction; 3) the
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genesis of the binge eating; 4) the role of
the losses in eliciting a neuroendocrine
response when she could no longer cope;
5) the restoring of a normal neuroendo-
crine state when she became self-confi-
dent enough to mourn an unsatisfactory
relationship.

This patient, deprived early in life of
close contact with her parents, developed
the symptoms of amenorrhea, galactor-
rhea, eating/purging and weight gain
when the father whom she "discovered"
only at adolescence died suddenly and
her boyfriend who was playing a suppor-
tive, maternal role, abandoned her. Her
mother, due to her own, narcissistic, diffi-
culties could not take care of her, gave her
up to her own mother and, in the proc-
ess, removed the child from close contact
with the father. Yet, despite the separa-
tion or, maybe, because of it, Helen main-
tained a strong dependence and submis-
sion towards her mother to whom, on the
other hand, she was deeply resentful. The
consequent difficulties in her process of
individuation-separation and in the abi-
lity to create a transitional space must
have been determinant in her later eat-
ing-purging complex as has been des-
cribed(13,14). Grandmother does not appear
to have been good enough either. One of
her visible influences in Helen’s personal-
ity may have been a built-in association
between being compliant, eating and be-
ing rewarded. Helen’s compulsion to eat
was often acted out when she ran directly
to grandmother’s place and stuffed her-
self with food after sessions of analysis in
which her feelings of emptiness had been
tackled.

Later in adolescence she came to be
closer to her father, more as a son than as

a daughter. This appears to have been the
first close relation she experienced. It
seems that the father became somewhat
a maternal substitute and very little of an
Oedipal figure. By then, she had her first
and only upsurge of sexuality in the form
of physical attraction to a boyfriend she
loved. Her father made her stop to see the
boy on the grounds of different social
class. She did not dare to uphold the rela-
tionship and to oppose him. She would
have to face the violent man her father
had always been and to risk loosing the
camaraderie she now had with him. In
this process in which the father played
successfully both roles of the good cop/
/bad cop game she waived her sexuality.
Since then men in her life have been sup-
portive friends to whom she does not feel
sexually attracted. The feminity of this
patient became primarily directed to-
wards motherhood. It is clear that a child,
she so much wished, would represent,
among other things, a way to replay, now
under more satisfactory and controlled
conditions, her failed early experience as
a child.

There are some atypical features in
Helen’s case. Bulimic behaviour is not
characteristic of hyperprolactinemia,
even when weight gain is the dominant
symptom(2). Most hyperprolactinemic
women establish a close symbiotic rela-
tionship with their mothers in the ab-
sence of a father or in the presence of a
violent one(1,4,6). This solution appears to
considerably narrow their imagination
and their range of coping strategies but,
insofar as the mother (or equivalent) is
present, it is acceptable to both parties. In
Helen’s case the urge for an oral "mother-
ing" was compounded by a profound re-
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sentment towards the mother who had
abandoned her and to whom she had
strong ambivalent feelings. Also operative
may have been her grandmother’s pri-
mary concern with feeding instead of em-
pathizing and the longing for her lost fa-
ther who praised her ephebic appearance.
Another uncommon characteristic of this
patient was the fact that she accepted a
psychoanalytical treatment. Hyperprol-
actinemic women often appear depressed
but they show little propensity to elabo-
rate conflicts. As reported by Jürgensen,
only 2 of 38 of these women to whom
psychotherapy was offered accepted the
suggestion and neither went beyond the
second interview(6). Our experience is
only barely better as exemplified by the
present case and a previously published
one(15). Helen, too, had some difficulty in
representing her inner conflicts as made
evident by her psychosomatic response
and by acting out her emptiness through
binge eating(13). Yet, her symbiosis with
her mother was unsatisfactory and unsta-
ble. After all, the father even though
mostly absent during her early years
could be internalised as an alternative
model to her primal depressive one.
When confronted with the possibility that
her symptoms could be a response of her
body to her helplessness she could switch
from a biological to a symbolic mode,
neurotize her problems and eventually
enter psychoanalysis.

Besides remembering and working
through conflicts, psychoanalysis made
possible the experiencing of a relationship
she came to feel as caring and trustwor-
thy and throughout which she could be
able to internalize a good object. She
could then abandon her symptoms and

give birth to her own child. Her maternal
instinct proved to be so overwhelming
that she lost, for a while, whatever little
sexual interest she had in her husband.
Even psychoanalysis became no longer
necessary as if both sex and the analyst
ceased to be important once her dream –
to replace her failed mother-to-child ex-
perience by a successful one – came true.
However she still needed to work through
some identity issues, i.e. who she was,
what she wanted from life. An important
step then was her identification with the
successful aspects of her mother, while
criticizing her in other aspects.

From a neuroendocrine point of view
this case is also illustrative – the abandon
by her boyfriend was followed by
amenorrhea, galactorrhea and elevated
prolactin levels. Low dosage bromocrip-
tine treatment reduced modestly her pro-
lactin levels and did not restore regular
periods. After she broke loose from the
sticky, asexual relation with her boyfriend
her periods returned even though her
prolactin levels were, then, definitely el-
evated. This suggests that hyperprol-
actinemia may not have been the only
cause of amenorrhea. Switching to a dif-
ferent psychological (and, presumably,
neuroendocrine) state restored ovarian
function even in the presence of elevated
prolactin levels. The subsequent normali-
zation of previously elevated prolactin
levels after pregnancy is not uncommon
and has been described(16). Normalization
of the prolactin levels in idiopathic hyper-
prolactinemia is common, even in the ab-
sence of pregnancy. Therefore, although
we believe that the present case contrib-
utes to a much-needed understanding of
the transduction mechanisms between
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external events, ontogenesis, neuroendo-
crine responses, symptoms and disease,
the role, if any, of the treatment on the
favourable outcome of the endocrine ab-
normalities cannot be established.

At another level, this case emphasizes
how determinant the first consultation
can be in the outcome of psychosomatic
conditions. The first physician, an
endocrinologist, confronted the patient
with her own conflicts and helplessness
and provided a unifying model of her per-
sonality, behaviour and bodily com-
plaints. As the patient adhered to this ap-
proach she was referred to a psychoana-
lyst. The endocrinologist reassured the
patient about the innocence of her bodily
symptoms and offered a solid, but periph-
eral, support. By so doing, this doctor be-
came a strong reference to the patient
while, in the same process, she was freed
to establish a massive transferential rela-
tion with the psychoanalyst. This situa-
tion, however unplanned, turned out to
be the patient’s first opportunity for a
healthy triangulation. We believe that her
favourable evolution owes much to the
fact that she always felt her two doctors
as a single supporting unit that provided
no room for her to organize defences ex-
ploiting competing paradigms or person-
alities.

Abstract
Even though there is abundant evi-

dence that hyperprolactinemia often de-
pends on psychosomatic factors there
are very few studies in which affected
patients have been studied under the
setting of psychoanalysis. The authors
describe the case of a young woman

who presented with eating-purging be-
haviour, weight gain, amenorrhea, ga-
lactorrhea and hyperprolactinemia fol-
lowing the death of her father and
abandon by her boyfriend. Psychoa-
nalysis was followed by reversal of the
symptoms. This case provides valuable
insights into: 1) the importance of the
absence of a true oedipal phase in the
priming of some women to react with
hyperprolactinemia later in life; 2) the
mechanisms by which losses can be
transduced into the activation of a spe-
cific neuroendocrine response; 3) the
critical role of the co-operation between
the medical specialist and psychoana-
lyst in the support of patients with psy-
chosomatic disorders.

Key-words: Amenorrhea; Buli-
mia; Eating disorders; Hyperprolactine-
mia; Obesity; Prolactin; Psychoanalysis;
Psychosomatic medicine.
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