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Abstract

D.G. was a 59-year-old male patient who was retired and married, and had 3 children. He reported no
psychopathology prior to a myocardial infarction he had in 1996. Following bypass surgery he had erectile
dysfunction. Subsequently, gynecomastia developed as a side effect of spironolactone and digoxin treatment.
After a long period of depression he claimed was caused by non-adaptation to the changes in his body, he
realized differences about himself; he began to feel like a woman. Upon referral to our clinic, he said that he had
decided to continue his life as a woman and wished to get pink colored (as opposed to blue for male) identity
card issued by the Turkish Government for female Turkish citizens. He reported that his wish was to learn how
to become a woman. This is the first case in the medical literature defined as sexual identity disorder secondary
to a general medical condition. The case is discussed in terms of pathological grief reaction.
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INTRODUCTION

The mourning process is a psychological response
to any kind of loss or change. Eric Lindemann (1944)
regards mourning as a syndrome with a specific symp-
tomatology and course. He describes it as, * mourning
is an experience and a complex process that starts with
a loss and is determined bywith changes in emotional,
cognitive, behavioral, and social realms; that. It has to be
approached and watched carefully.”

Vamik Volkan defines mourning as, “a psychologi-
cal response to any kind of loss or change compromises
made to maintain balance between our internal world
and realicy” (Volkan and Zintl, 1999). We usually as-
sociate the word mourning with loss of a loved one, but
the mourning process can be experienced after any kind
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of loss or threat, such as divorce, organ loss, job loss, or
health problems (Freud, 1917; Cevik, 1999; Volkan and
Zint, 1999).

According to Freud, loss of a relative or an object
interferes with the person’s emotional involvement on
the object/person, which leads to diminished self-worth.
The person who experienced the loss tries to cope with
the concrete loss in his/her imaginations by returning
the memories on the loss over and over again and thus
keeping the loss alive in his/her mind. In time, the per-
son realizes the gap between his/her thoughts and real-
ity. With this awareness, he/she redirects his/her emo-
tional involvement towards other objects/person, which
helps the person to accept his/her loss and complete
the mourning process (Freud, 1917; Kocak and Cevik,
2002; Clewell, 2004).
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Nevertheless, forming an exaggerated ego ideal of
the lost person or object might lead person to be am-
bivalent in the mourning process. This can complicate
and pathologize the mourning process. Moreover, it is
known that the complexity of the mourning process can
be related to traumatic and unexpected loss (Bowlby
1980; Kersting, 2007; Brickell and Munir, 2008). In the
case of sudden loss, the role of the lost relative/object in
a person’s life is also important. Loss generally leads to
a regression characterized by such feelings as hopeless-
ness, incompetence, clumsiness, childishness, or feeling

of down (Worden, 1991).

The present study aimed to show that the mourning
process which is thought to start after unexpected loss
of an object that is valuable for self esteem might affect
various psychopathological processes.

CASE

D.G. was a 59-year-old male patient who graduated
from collage, retired from a bank, was married, and had
3 children. D.G.’s complaints began in 1997, just after
his bypass surgery due to a myocardial infarction (MI)
he experienced in 1996. The patient specified that he
had no complaints before the MI and that he had never
consulted a doctor before this incident. He told that he
encountered with the fear of death for the first time in his
life on the day of his MI. He reported that until a week
before his bypass surgery he had a normal and happy
family life, he had sexual intercourse with his wife twice
a week, and had no problem with erections, ejaculation,
or having sexual pleasure and desire.

The patient consulted to a university hospital in An-
kara for angiography following his MI on the advice of
his cardiologist and his brother, who is a urologist. The
patient reported that his intention was to return home
after he learned his angiography results were normal. Af-
ter he got his results he asked his doctor and his brother
about the condition of his blood vessels. They told him
that ‘there were no problem’s. While he was awaiting his
discharge from hospital he requested to see his file and
then angrily asked to see his doctor and his brother af-
ter reading “treatment plan: bypass surgery” in his file.
He said to his brother how angry he was at him and
wanted to learn the reason he was not told the truth. He
learned that 3 of his arteries were obstructed. He agreed
to have the bypass surgery, and afterward, thinking that
he might need to be looked after, and considering his
wife’s and children’s busy schedules stayed with his sister
for 6 months.

He developed erectile dysfunction after starting post
bypass surgery medical treatment, which consisted of a
diuretic (spironolactone) and a digoxin. At first the pa-
tient was not concerned about it, thinking the condi-
tion was normal since he was away from his wife and
had undergone major surgery. He consulted his doctor
and brother after he realized that his breasts enlarged,
which they said was an adverse affect of spironolactone
and digoxin treatment, but not a big problem. While his
erection problem was getting worse and the enlargement
of his breasts was disturbing him, he conducted some
rescarch and learned from his hormone profile that his
estrogen level was above the normal level for a man of his
age. With that information in hand he again consulted
his brother and doctor and said, “my breasts are enlarg-
ing, my hormone levels are increasing, am I going to feel
like a woman?” They told him that these were adverse
effects of his medications and that estrogen levels may
increase, which is in fact the goal of the treatment, due
to the protective effects of estrogen on the heart, but that
was impossible for these estrogen levels to make him feel
like a woman.

The patient did not consult any urologist other than
his brother and began arguing with him after his brother
said, “stopping the medications is very dangerous, add-
ing testosterone to these medications will increase your
risk, and you cannot use medications like sildenafil (Via-
gra) due to the risk of cardiac failure. Men your age are
faced with similar problems, so youd better to get used
to continuing with a less active sexual life”. Of the first
few years of medication use, he said that he did not en-
joy his life, the activities he got used to doing (meeting
with his friends, going coffee house with them, playing
backgammon, etc.) were not enjoyable any more, and he
did not want to go out. He decided to separate from his
social environment and leave there without telling his
family and came Ankara. He said that he stopped taking
his medication with suicidal intention. His family could
not reach him for several months, during which time his
body weight reached 130 kilos due to edema (his normal
weight was around 75 kg).

Despite these physical problems, he said that he was
“not able to die” and returned to his home after his fam-
ily located him. He promised his family that he would
not attempt suicide again. The patient reported that he'd
always kept his promises and never go back on his words,
but he added, “if I knew more about meds, I would take
3 digoxins instead of stopping the treatment”. The pa-
tient did not have any sexual relations with his wife for 5
years after his surgery. When he returned home in 2002



he wanted his wife to try to stimulate him in order to
see erection will be or not. He said she could not stimu-
late him and he did not get aroused. In the same period
he begin to realize that he did not appeal to women as
much as he used to and that imagining a woman and the
idea of being with a beautiful woman did not excite him
anymore.

Subsequently, he began to be annoyed by his male
friends’ ongoing salacious conversations and then he
stopped seeing them. He developed ideas about liking
men and began to imagine himself as a woman while be-
ing sexually stimulated by a man (after obtaining more
details we began to realize that he did not mean sexual
activities like erection, ejaculation, or orgasm. In fact,
his erection problem never improved. We realized he was
referring to emotional experiences more than physical
ones when referring to sexual stimulation). During this
time he purchased some women’s underwear and a dildo
without his wife’s and children’s knowledge. While home
alone he wore the women’s underwear and attempted
anal penetration with the dildo to see whether or not it
excited him.

He said he loved the anal experience and wearing
women’s underwear, he loved to watch himself in the
mirror while wearing those clothes. D.G. did not share
his experiences with his family, he wore tight clothing
that showed his body contour, wore a bra, and let his
hair grow long, while those in his social circle slowly be-
gin to realize the change in his preferences about himself
and dressing. He consulted a psychiatrist in his town at
the request of his friends and family. Although his wife
and children were tolerant of his preferences and ac-
cepted him, they started to want him to not visit them
at their school or office. Regarding these comments he
realized that living in a small town with his family would
negatively effect their family’s concerns on his situation.
He decided to leave his family and moved to Ankara.
The patient reported that after his arrival in Ankara he
regularly made contact with his wife and their relation-
ship was ongoing. In Ankara he consulted another psy-
chiatrist and reported that his relationship with this psy-
chiatrist was better than the one he previously saw. The
patient was referred to our clinic by his doctor after he
began antidepressant treatment (sertraline 100 mg/day).
He reported that he was unhappy, but at peace with his
current situation.

He reported that he had decided to continue his life

as a woman and wanted to start a new life without his

wife and children. With the help of his friends in An-

kara that had surgically become women, he decided to
get pink colored (as opposed to blue for male) identity
card issued by the Turkish Government for female Turk-
ish citizens. The patient reported that the reason of his
hospitalization was his wish to learn “how to become a
woman” and to learn the necessary surgeries for it.

Psychiatric examination of the patient (who had no
psychopathology prior to his bypass surgery, no finding
indicating homosexuality in his history, and no psychot-
ic symptoms) is summarized below.

PSYCHIATRIC INSPECTION

Our patient was a dark skinned portly male 175 cm
tall and weighing 75 kg. His clothing was compatible
with his sociocultural status at the time he consulted
us. Gynecomastia was noticeable due to his tight-ficting
clothes during the first interview. In the first interview
he was talking in a fast tempo and loud voice, while
avoiding direct eye contact. His anger was especially no-
ticeable while he was answering questions about his doc-
tor and his brother, who is a doctor. He did not describe
any problems or anxiety. There was nothing pathologi-
cal about his orientation, memory, attention, percep-
tion, thought (structure, flow), or psychomotor activity
other than repetitive themes about “being a woman” in
his thought. It was understood from his history that he
met the diagnostic criteria for depression for nearly 6
months. We did not detect any other psychopathology.

PERSONAL HISTORY

The personal history of the patient, who lives in a
small town, is presented in a limited fashion due to ethi-
cal concerns.

The patient was born in 1949 in ....... city. His
mother and father had an arranged married. They had
no gender expectations for their children. There was
no psychological or physical problems described in the
patients infancy and childhood. The patient’s mother
died when she was 93 years old, his father died at age

83 years.

During his childhood D.G.’s environment was very
complicated because of political conditions during that
period. Much of his days were spent at home because of
curfews, which occurred quite often. Because he was the
oldest child in the house, he was the one who were lis-
tened by others. The patient, who spent most of his time
with his grandfather reported that the last time he cried
was the time of his grandfather’s sudden death due to



MI, which occurred when he was 9 years old. He had a
sister who was 2 and a brother who was 6 years younger.
He was a successful student life and his first sexual expe-
rience took place in a brothel at the age of 16 years; he
did not describe any difficulty with this relationship or
those that followed.

In 1960 after the coup d’etat in his city, there were
less political events that severely effected the daily lives
of the citizens and thus in 1964 he enlisted in the mili-
tary when he was in the high school. Despite his young
age he become the commander of his squad and he said
there were soldiers older than him that were under his
command; however, he made decisions that resulted in
the death of 2 soldiers under his command and subse-
quently he could not eat meat for 3-4 years after these
deaths. He stayed in the military after high school, for 7
years in total. He explained his current decisiveness as,
“if people who experienced war like me make a decision
on something, they should not have hesitations or even
think about this decision again; otherwise, you cannot
survive”,

In 1969, he began attending a university business ad-
ministration program. In 1970 he began working during
the day and attending school in the evening. He married
his wife, whom he met through his sister, in 1975. The
patient had 1 daughter and 2 sons. He said that his rela-
tionship with his wife was happy, she was his best friend
and he never hid anything from her. He reported that he
still loved her, but could not see her as a wife.

There was no history of psychiatric disorder in the
patient’s family. The patient had been smoking 20 ciga-
rettes per day for 20 years.

PSYCHOMETRIC TESTS

Tests administered to the patient included the Mini
Mental Status Examination (MMSE), Short Cognitive
Evaluation Chart (SCE), Bender-Gestalt Visual Motor
Perception Test, Benton Visual Memory Test, Minnesota
Multiphasic Personality Inventory (MMPI), Beier Sen-
tence Completion Test, Thematic Perception Test, Beck
Depression Inventory, Beck Anxiety Scale, Beck Hope-
lessness Scale, State-Trait Anger Scale, Maudsley Obses-
sive-Compulsive Check List, Young Schema Scale, and
Experiences in Close Relationships Inventory.

All organic test results were within normal ranges
(MMSE was 30, SCE was 57) and the patient outper-
formed his age group. Results obtained from other tests
are shown below.

MMPI

The reliability scales of the test indicate that the pa-
tient tried to present himself at his best; he avoided and
denied unacceptable feelings, urges and problems. His
MMPT test profile showed that he viewed the world as a
dichotomy, good or bad; he needs to be loved, accepted,
and show others that he is in control of his life. In line
with this, he worried about the possibility of social rejec-
tion. He avoided feelings such as anger and rage, and
confrontational situations that involved self-disclosure.
He was generally optimistic, despite experiencing disas-
ters and failures. This profile indicates that the patient
identified with the male role and he had masculine in-
terests and behaviours.

His defensiveness and denial were reflected on other
tests. He scored 2 on the Beck Depression Inventory, 0
on the Beck Anxiety Scale, 2 on the Beck Hopelessness
Scale, and 1 on the Maudsley Obsessive-Compulsive
Check List.

On the Beier Sentence Completion Test he provided
few word answers, such as “I fear nothing”, “the worst
thing I have ever made does not happen”, “1 do not get
nervous” and continued to demonstrate repressiveness
and denial. On this test he defined men as his lovers and
women as his kind. His problem areas resided around
having a woman’s body and legalization of sexual iden-
tity.

The most striking schema derived from the Young
Scheme Scales was “penalization”. This scheme is related
to beliefs that one has to be punished for his/her mis-
deeds. He showed tendency to become angry, to feel piti-
less, to be punishing others, not to be able to endure peo-
ple (including him) who do not behave in accord with
his expectations, and standards. He thought that people
must be perfect and this attitude was valid for both him
and others. He tried to cope with feelings, thoughts, and
events he wanted to avoid by repressing anger, idealiz-
ing his childhood, denying sorrow, repressing memories,
and workaholism. He avoided talking about his feelings
and thoughts about his mother and father.

The Experiences in Close Relationships Inventory
showed that he had positive mental models about him-
self and negative models about others. In such a pattern
attachment needs are not accepted, and there is insecure
bonding. There is an obsessive self-esteem and aloofness
from others. This complicated mechanism derives from
the fact that the only way to maintain a positive self-con-
cept against rejection of others is to remain detached and



build a self-model that minimizes negative feelings. His
relationships were not very close and he avoided close
relationships with others by emphasizing the importance
of independence. In this way he tried to protect him-
self from rejection and disappointment. He displayed a
self-model of high self-esteem and competence in every
area. In anxiety generating situations he had a tendency
to physically and psychologically withdraw from his wife
instead of seeking her support.

Using TAT cards the patient interpreted a tail-like
stimulus as a wild animal that had to be destroyed for
survival. Analytically, this stimulus can be interpreted as
a phallic image and penis, and therefore indicates that
the patient made a connection between manhood and
death. When all test results were evaluated, the patient
was considered to have a narcissistic personality organiza-
tion, and following his experience of sexual dysfunction
and gynecomasty, the integrity of his sexual identity was
disturbed. Thus, his wish to change his sex represented
his effort to form a perfect and integrated identity.

CLINICAL COURSE

We planned a course of clinical treatment that in-
cluded pharmacotherapy, individual psychotherapy 2
times per week (30 min/day), and group psychotherapy
3 times per week (45 min/day) at the inpatient clinic of
Ankara University Medical Faculty, Psychiatry Depart-
ment, Consultation Liaison Psychiatry Division in Feb-
ruary 2008. The following tests were conducted to him:
complete blood count, biochemistry tests (blood sugar,
electrolytes, and cholesterol levels with kidney and liver
function tests), thyroid function tests, hepatitis markers,
sedimentation, complete urine tests, electrocardiogra-
phy, chest X-ray. The results of these tests were normal.
Moreover, cranial MRI (magnetic resonance imagining),
EEG (electroencephalography), hormon profile tests
[estrogen, testosterone, LH (luteinizing hormone), FSH
(follicle-stimulating hormone), and prolactin], breast
USG (ultrasonography) and urology consultations were
conducted.

Cranial MRI

Enlargement of the extraaxial space and hyperin-
tense signal characters in T2AGs fields are seen in the
right cerebellum hemisphere, which may be indicative of
chronic ischemia.

EEG

Normal trace.

Hormone Profile

Hormone levels were normal, except prolactin, which
was 40.16 nanograms/milliliter (upper limit: 21.4).

Breast USG

There was bilateral gynecomastia because of glandu-
lar breast tissue in 35 x 9 mm dimensions. But there
weren’t any solid or cystic lesions producing the contour;
any pathologic lymph node were not found in the bilat-
eral axillary space.

Urology Consultation

Examinations that are focusing on the pathology of
organic problem were still continuing.

The patient was treated with the antidepressant
drug sertraline (100 mg/day) which he reported that
he thought it was effective. We aimed to provide him
a context in which he can talk about his loss after the
surgery and can express his anger and sadness in group
and individual therapies. The patient was cautious dur-
ing the first days of hospitalization because there were
other patients and he preferred being called by his first
name. Additionally, he specified that he cold not share
his bathroom and toilet with other male patients. The
other patients respected his demands and despite the
way he dressed, which was became more flamboyant (i.e.
a pinafore dress that accentuated his breasts), he was ac-
cepted by the other patients.

The treatment team informed him that they will
continue calling him “Mr. D”. It was observed that pa-
tient was not shy while he was telling his story to other
patients. He explained his situation in terms of changes
that occurred after his operation, was not due to his
choices. His expressed attitude that, “either I am going
to die or be a woman”, received much attention. When
he was asked about his choices he explained that, I
cannot stop this medication, I promised not to commit
suicide and they cannot give me testosterone”. He said
that he wanted a series of operations due to the sugges-
tions of a new friend that got his pink identity card for
female citizens after successful vaginoplasty at the age
of 20 years. First, he wanted his beard depilated, then
he wanted to have vocal cord surgery in order to have a
more female voice, and then he would seek vaginoplasty
and get a pink identity card from the government which
is given to female citizens in Turkey and go on his life as
a woman.

While telling his story in group therapy he was calm



and happy when people agreed that it was his choice.
When other patients said that his situation was a re-
mark of disorder, he could not be woman at this age,
he could not get permission from any health organiza-
tion/government to become a woman, or evaluated his
main problem as impotence, he got angry and defensive
and told about examination results, adverse effects of
medications, and maximum estrogen levels in the adult
male body. When he was encouraged to talk about his
death anxiety, sadness, anger and disappointment after
the MI and surgery, he undermined these questions by
using medical terms.

In individual psychotherapy, which aimed him to
mourn, it was observed that the intensity of his denial
and suppression (existing defense mechanisms) began to
decrease. Follow-up of the patient is ongoing.

DISCUSSION

The basis of the mental problems of 10%-15% of pa-
tients that present to mental health clinics is reported to
be an unresolved mourning reaction (Batemann, 1992).
Odur reactions to loss are important for the healthy reso-
lution of mourning. This type of developmental loss is a
part of life. The reactions to developmental losses early
in life are models that provide clues about how morn-
ing reactions will be experienced later in life (Volkan
and Zintl, 1999). Babies must be weaned off mother’s
breast milk and drink from a glass. When he/she begins
to walk, he/she gives up the safety of being held on a
lap. After resolution of the Oedipal phase, a child stops
fantasying about the cross-gender parent as a taboo love
object. Thus, there are several losses (Freud, 1917; Vol-
kan and Zintl, 1999).

Although different authors define different processes
with this theory, there is a common opinion that there are
various steps to the mourning process. Elisabeth Kubler-
Ross reported that after a loss, a person passes through 5
stages: denial, anger, bargaining, depression, and accept-
ance (Kubler-Ross, 1969). Similarly, Parkes suggested
that just after a loss people experience a sudden shock
and dullness (phase 1). According to this author, phase 1
is followed by a period that involves intense grief, anger,
and denial about the loss (phase 2), and then disorgani-
zation and desperation (phase 3). It was observed that
a patient’s mental structure is re-organized while he/she
passes through those stages (Parkes, 1970).

The phases of the mourning process do not have
to be experienced in a sequential order. The stages do
not have definitive boundaries. A person may vacillate

between stages. Generally, a single cycle (denial, anger,
bargaining, depression, and acceptance) is not sufficient
and may be repeated (Kubler-Ross, 1969).

According to Freud, loss of a relative or an object
interferes with the investments a person made in that
object or person. This situation leads to loss of self-
worth (Freud, 1917). It has been suggested that when
one has a high need for an object to feel to be valuable,
giving up this object become harder (Volkan and Zind,
1999). According to Parkes, “exactly what has been lost
is rarely obvious”. For example, the death of a husband
may mean losing a sexual partner, friend, accountant,
gardener, baby sitter, bed warmer, listener, etc., depend-
ing on the special role of the husband in the wife’s life
(Parkes, 1972). Nevertheless, when the loss is of an exag-
gerated ego ideal and is traumatic and unexpected, the
mourning process could become more complicated and
pathological (Bowlby, 1980; Kersting, 2007; Brickell
and Munir, 2008)

Lindemann defined the pathological mourning proc-
ess as a person’s over activation, repetition of themes re-
lated to the loss, disruptions in relationships, unexpect-
edly hostile attitudes toward specific people, acting like
a robot in order to deal with hostile attitudes and unac-
ceptable anger, insufficient social relationships, engaging
in harmful behaviors (in social and economical contexts),
the presence of agitated depression, which is associated
with a high risk of suicide, maladaptive behaviors, speak-
ing in medical terms, and recounting every detail of the
results of every examination of him/herself or of the per-
son that was lost (Lindemann, 1944).

Our patient had normal results on all organic tests,
and even outperformed his age group. Ischemia was de-
tected with MRI of the cerebellum region. Regarding
these findings, a diagnosis of dementia was unlikely. At
the same time, with exception of the periods of depres-
sion and preoccupation (over evaluated thoughts) about
sexual identity, there was no period that met the crite-
ria of mania or hypomania. The formulation of the case
could be made on grief background, although he had
persistent thoughts, which may indicate a preoccupation
with sexual identity and point to a psychotic process. Al-
though he did not use antipsychotic medication, it was
observed that these thoughts disappeared after several
interviews with the patient.

D.G.’s history met the criteria in Lindeman’s defini-
tion about mourning. He described himself as perfec-
tionist, fussy, having high expectations, skillful, a man
of his word, a person that views the world as black and



white, and a person who has authority over other people.
The patient did not have any difficulties in sexual, social,
or family relationships before his bypass surgery, with
the prediagnosis of atherosclerotic heart disease. The pa-
tient came to Ankara with no expectation of surgery and
then learned he needed to have bypass surgery. After the
surgery he began to experience erectile dysfunction, un-
expectedly. While studies suggest that factors like erectile
dysfunction before surgery and age are the most impor-
tant predictors of erectile functioning post surgery, heart
disease, medications, accompanying anger and depres-
sion, dominant personal characteristics, and cigarette
smoking seem to have been the predictors of erectile dys-
function in our patient (Feldman and Goldstein, 1994;
Heaton and Evans, 1996; Hizli and Isler, 2007).

The patient’s stated “loss of feeling like a man”, which
began with the experience of erectile dysfunction, is what
he was mourning. Gynecomastia, which was the result of
adverse effects of medication and high estrogen levels,
seemed to be effective in changing the patients thoughts
from, I am not a man as I am used to be”, which began
with the patient’s erectile dysfunction, to, “if I am not a
man as [ used to be, am I a woman”? Studies suggest that
there is no elevation of estrogen in patients using digoxin
for up to 1-2 years for heart failure or after bypass sur-
gery, but there are some studies suggesting the opposite
(Stoffer and Hynes, 1973; Marcus, 1976; Persson and
Landahl, 1982; Kley and Abendroth, 1984). Moreover,
there is a 30% decrease in the death rate after adding di-
goxin and spironolactone treatment, and a gynecomastia
frequency rate of 0.5%-9% has been reported (Wolfe,
1975; Nielsen, 1990; Thompson, 1993; Nolan, 2004).

This patient generally used denial and suppression
as a defense, and had a low capacity to mourn, as un-
derstood from his previous life, prefered to deny feel-
ings like anger, disappointment, and sadness, instead of
expressing them in general. Sentences like, “bad decision
is better than having no decision”, or, “I have to be in
control of my life, I cannot stand to watch while others
make decision on my life”, were pointing out his regret
of giving the control of his life to others like his brother
before the surgery without any explanation. The patient
was observed to avoid expressing his feelings, were not
letting himself to experience his feelings freely, which
was needed to resolve his mourning properly (Trunnell
and Holt, 1974; Worden, 1991). Despite the fact that
D.G. promised his family that he would never again at-
tempt suicide, he left them and decided to continue his
life with a new identity so this must alert us to evalu-
ate and follow-up the patient for suicide risk. Treacment

aimed at helping those with difficulties in the mourning
process to understand that their loss is real, to recognize
their feelings, to express their feelings, to help them con-
tinue their lives without the person or the object they
lost, and to encourage them to live their pain by provid-
ing support to them (Worden, 1991).

Vamik Volkan developed the concept of re-mourn-
ing treatment after Freud, who drew attention to the
importance of “withdrawing emotional energy from loss
and investing it in another relationship” in the mourn-
ing process (Freud, 1917). This method focuses on the
reactions to loss with a concrete approach instead of per-
son’s general psychological existence. With this therapy
method it is aimed to detect what stage of the mourning
process a patient has not been able to complete, then to
diminish this obsession and, starting from that point,
enable them to “mourn again” for the loss. It has been
observed that people can mourn more effectively after
interviews, which generally occur 3-4 times a week dur-
ing a 2-4-month period (Volkan, 1992). A mother who
lost her son in the Pan-Am plane crash of 1988 said that,
“the problem was not finding an answer, the problem
was living without an answer”, after she finally began to

mourn for him ((Schuhter and Zisook, 1986).

Researchers that draw an analogy between mourning
process and fetishism specified that in both situations
patients use some objects as if they are magical, they use
their connective objects to aid their separation anxiety,
mostly for castration in fetishists (Volkan, 1992). In our
patient fetish objects (underwear, etc.) were seemed to
be used both for castration and separation anxiety. Our
patient, whose castration and separation anxiety were
evaluated together, is still being followed-up.

Our patient was a mourning case that was referred
to our clinic with a sexual identity disorder secondary to
a general medical condition, which has not previously
appeared in the literature. Despite the existence of the
description of a sexual dysfunction secondary to general
medical condition in DSM-1V, identity disorder has
not been defined. The literature does contain erectile
dysfunction cases following bypass surgery and gyneco-
mastia secondary to medication, but there are no sexual
identity disorders reported. It is suggested that this case
has to be evaluated as ‘a sexual identity disorder second-
ary to a general medical condition’ related to mourning.
We think that adding a description of the diagnostic
category “sexual identity disorder secondary to a general
medical condition” in DMS-V will make a contribution
to literature.
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