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INTRODUCTION TO THIS ISSUE

Can Medicine Be Practiced Without Touching the
Patient Physically? A New Look at Psychotherapy

Why even ask the question? Was it not established long ago that in psychothera-
py touching a patient physically will muddy the transference, and may even give
rise to its erotic forrnz

' We are reexamining this issue because the answers have been so well established
‘and so long ago. They are generally accepted as firm fact. But many old answers

_ and solutions become invalid. In light of new understanding some certainties

v

always have to go. This is the nature of progress Sc1ent1f1c knowledge is not

exempt..

The rise of the biologi¢ approaeh in psychiatry is not only the result of a better

_understanding of the microstructire of the brain and pharmacological discover-

ies. It also comes from the widespread disappointment in the outcomes of psy-

_ choanalysis and psychotherapy. They remain imprisoned by long established

ideas that were a scientific breakthrough at the end of the 19th century, but not
at the end of the 20th Now many of these are anachronistic and wrong.

We are at the verge of a true revolutlon in our ability to treat emotional 1llnesses ’
. Everyone prefers, and is more comfortable with, evolutionary change. Revolu- -

tions disturb us and the status quo. But there really is no better word to describe

" what is already happening in our field. The mere asking of the question we are

posing here is a part of this revolution, and thus we raise it out of a sense of

obligation to advance psychotherapy knowledge and competence. The science of

psychotherapy that was so brilliantly fathered by Freud demands that we all join
hands in the effort to improve our results. This can only be achieved by examin-

" ing relevant issues with as much ob)ecnvxty as we can muster. The welfare of

our patients demands no less.

The Editoré‘




RN and thls part of our bram was not yet functronal (Bar-Levav 1988)

A RATIONALE FOR PHYSICAL
TOUCHING IN PSYCHOTHERAPY

L by Reuven Bar—Levav MD.- .

- :'Our patrents in the 1990's are not really srcker thian those of the 1890 s But the
‘pace of our life is faster. Our moral and behavioral codés are looser. Our families

- sustain the individual less well: And we have much more freedom to act.out.
... Vienna of 100 years ago was"tight-lipped and stralght laced. The emotronal il
' ‘nesses today are'more blatant We are not treatmg nice neurotrc patients.

) fIt is much clearer now that the basrc source of therr anxrety is not Oedxpal trau-

*.1na but. the' preverbal experierices they had as newborns and infants. For almost:,
two years each of us lived in such'darkness before consciousnéss or memory .-
- éxisted. We had rnany frightening physical ‘experiences during that time, butno .~
" “ability to understand any of them. Most of these were.objectively-safe, but we

could not know it.. The nerve, fibers of our cortex were not yet fully myehnated

" But nothrng is lost in the universe. We survrved and wrthrn us surv1ved traces of‘i :

" those early expenences "For the rest of our days each-of us lives with thé same

chance physiologic'response patterns that were assocrated with our survival. In :
" adulthood we often react as if we were in danger when in fact no danger exists. 1.

- Similarly, old hurt and preverbal rage are easily s stimulated in-adulthood by mild-
ly hurtful or annoying éxperiences. -Our body reacts in'the present to signals from

another’ age, long ago. The méssages aré wrong; but.our body'does: not know it..
. Such “incorrect” responses are the cause of most adult difficulties and failures. .
" These wrong messages are not sent by the cortex; the organ of understanding.©
They are issued instead by the sub-cortical brain, the one that controlled the auto- - -

. nomrc nervous system at the very begmrung and whrch sustams lLfe thereafter :

. Explanatrons to the cortex are therefore useless It is not the source of the trouble

~.and not in charge here. Patients understand;. gain insight and agree with our
interpretations and reconstructions, but they do not. change as a result..Even.in

o “talking” therap;es the body and 1ts physrologrc patterns must be altered Not

“out thmkmg

B Untll recently thrs appeared to be an. 1mposs1ble task How can we ever know

"~ " ‘what*happened before the patient had any memory and any consciousness? We
_ cannot know it from whiat the patient says. But we can deduce it- from what the - ‘
 ‘patient s, .and what he- or'she shows characterologically and. charactenstlcally e
o ,.'Our new knowledge of early mfant development is also useful .

- The basrc human experrence is umversally the samé. Indrvrdual drfferences exrst

e

» ~only ini the détails. ‘We know; for instance, why. Spitz’s babies died in England .

‘even: though they never told us: They were not rnothered properly They were

. carefully attended to fed and changed but this was not enough And how were . :

°
P Tl




they not mothered properly? They were not held and touched enough and not
well enough {Spitz, 1957). They literally wilted and died.

_ Everything that newborns and infants know about the universe they learn

~ through their physical sensations. Orality is only one route. And not always the
most important one. Our sense of safety comes from the softness, firmness, con-
sistency and steadiness of the mothering body. Most commonly this refers to the
biological mother, but not necessarily.

If Mother is immature and anxious the baby knows its world as jerky and jumpy,
or as stifling and crushing. Such mothers typically hold their babies either too
loosely, lest they be crushed, or too tightly lest they slip and fall. Or Mother
might cling to her baby to lessen her own anxiety. Either way, the young organ-

ism “knows” the world through such experiences. And this remains its “knowl-- -

edge” for life, unless it is modified by good, long- term psychotherapy that
addresses and changes such physxologlc expectations.

But how do we address and change such preverbal ”knowledge"? Surely not by
talking from our cortex to the patient’s. It is done by repeatedly establishing -
exqmsxte contact with the distrustful and scared infant within the adult patient.

- " We persist until the fragile inner baby begins to feel safe in the therapeutic set- -

ting. Only then do patients drop their socially acceptable ways of being and of
behaving. The affects and physical reactlons of early preverbal experiences then -’
bubble up and come to the surface. , .

This also happens in marriages and this is what often destroys them. The expec-
tations that result from the feehngs that bubble up are not satisfiable in any real-
-ity. And such affects come up in real-relationships with compassionate, consis-
tent and competent psychotherapists who earn the patients’ trust over time. But
only if a strict non-acting contract is in place. Such primitive and powerful
-affects remain in hiding unless the environment is experienced as totally safe.
‘The emerging affects represent emotional experiences from the period of normal
,autxsm soon after birth and, strictly speaking, they are therefore not transference ’

' Expenencmg such affects early in life or many years later is obviously not the
same: only the adult patient is-in a position to observe the panic, the deep hurt
and the extreme rage even while they are bubbling up. This is the critical differ-
ence. It makes resolution of the earliest autistic horrors possible. It becomes
clear even to very disturbed patients that the .enormously powerful storms of .

-afféct are not a function of the therapxst or of the therapeutlc setting. Here it's .

. safe. All is. well in reallty

. Although propelled by powerful wishes to escape, to w1thdraw or to lash out
‘none of these in fact occur as long as the non-acting contract holds: In the mean-
time the body’s musculature, physiology and sub-cortical brain are slowly
~“trained” to recognize’ that ‘the information-imbedded in them is wrong. Not

- having the powers of observation of the cortex, they are slow learners
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‘Patrents must repeat such affectrve humcanes many times before the wrong
‘messages are no longer sent and received. The feelings finally change too. This is " -
the ‘essence of psychotherapy that heals depression. No wonder that sucha ~

. process is tedious and takes a very long time. But real personality and. character
" change -are now an achrevable goal Lrvmg essentrally wrthout anxrety and

'+ -depression is possrble ST PR R .

- . oA

Physrcal touch wrth the exphcrt permrssron of the patrent each time ariew is the
- most redssuring intervention.when the body undergoes such huirricanes. Théy are”
- - . often éxperienced as literally life-threatening. Every patrent naturally always

k ancersnotalwaysenough oSSR SR e R

A f1rm but gentle touch at the rrght moment allows a patrent to endure ‘such. o

i
L
i

f

‘

(.
.
-

_>These are always very frrghtenmg, and especially so for patients who have never'
-had -room to express any protest openly Many people, mcludmg professronals :

) fear. losmg control. Patients sometimes. need a hand, literally, not.to curb. such S
co safe expressrons of rage Repressrng affects crrpples effectrveness in general v

. . The laymg-on of hands was always con51dered to be helpful in medrcme It is not' o

- always reassured by the touchmg hands of a physrcran Thrs often saved hves._
- ’whcn no specrfrc treatments exrsted :

'.'"r'»
vt

) Forbrddmg touch on the basrs of the possrbrhty of strmulatmg an erotrc transfer- -

.~ ence essentially réflects the fears in the therapxst ‘Though it is often expressed as
oa generally accepted fact, such an, assumption is also theoretically incorrect. The "
. ~'yearning of a patient, for the therapist’s love is not sexual. Such yearnmgs forr ..
- affection aré not even embarrassing when seen for what they reallyare: yearmngs e
*of the parucl(y 1nfant to be mothered safely and perfectly . : ’

R4

R 'We must make room for such yearnmgs .and welcome therr open and full expres- ‘
. sion, They are a necessary step ori the road to self-mothering, Proceeding on this '
road often réquires a gentle, obviously non-sexual, touch on the forearm or-on
.'the shoulder. Moré than-any number of wise words, it speaks louder more clear-.
 lyand more drrectly to the patrent’s confusron and fear FRRRR : —

C—4

o Heferences R R
S .:';__1 Bar-Levav, Reuven (1988) Thrnkrng i the Shadow of Feelmgs Srmon and Schuster o
. ) 2. Spnz R.A: (1957) AGenetlc Freld Theory of Ego Formarron Intematronal Unlversmes Press

' Reuven Bar-Levav M D isa psychotheraprst teacher and author of Thrnkrng in the
’ Shadow of Feelings, Slmon and Schuster, 1988 and of over two"hundred other.articles.
**He i$ also the-father of Crisis"Mobilization Therapy, the founder of the Mrchrgan Group
= A;Psychotherapy Socrety, and a contnbutlng edrtor of. VOICES s s

" wants to-avoid them, or.to escape from them as 500D & as possrble Verbal reassur-- : L
© “expetiences of extreme panic. and- pain “without boltmg It rntensrfres the deep c

"sobbing of hurt. It allows patients not to limit their powerful expressions of rage. -

"+ confuse the verbal expression of rage with-acts of violence ‘or. ‘aggression. They - .

- hocus-pocus. It is not magic, The scared infant within the sick adilt patient was -




WHAT IS THE BLEA
TUESDAY SEMINAR?

A BLEA post-graduate clinical psychotherapy seminar has been held in Detroit
every week for over fifteen years, always from 12:00 Noon to 2:00 P.M. Practical
issues of patient management have been supplemented by theoretical examina-
tions of the nature of psychotherapy and human behavior in general. The Socrat-
ic method of teaching has usually been used. Seminar participants have been
challenged to think critically and to examine afresh their own, and everyone
else’s, opinions and statements. We have grown together in our expertise and in
our ablhty to understand and to enunciate the ratlonale techmques and meth.-.
* ods of our clinical work ~

~ The BLEA Tuesday Seminar has thus been and is a laboratory in which new ideas

. ate tested. Carefully prepared assignments are presented by seminar participants .
from questions handed out the week before. The answers are read aloud, dis-
cussed, crmqued and sometimes heatedly debated. ;

There is now a chance for you, the reader, to also benefit from this stimulating
experience. Each issue of the Journal, devoted to one Tuesday Seminar topic, will
bnng to you the questions asked and some of the responses. In this our first
issue, we examine the highly charged issue of physical touch in psychotherapy.
What follows are the assignments and some of the answers which were presented

- over a four-week period. Your thoughtful responses in 250 words or less are wel-

come and, if suitable, will be published in a future 1ssue The deadline for -

responses to this issue is Pebruary 1,1994, .




BLEA TUESDAY SEMJNAR

Can Med|cme Be Practnced Without Touchlng the- Patlent Physncally’?
: : A New Look at Psychotherapy '

- ASSIGNMENT FOR TUESDAY MAY 26TH: . : Lo

* 1. Psychoanalysis and psychotherapy in general exclude any physrcal touchmg'
- between therapist and patient and consider-it to be wrong. Consult the litera-
ture and write a.concise statement that supports this posrtron .

.2, AThroughout the hrstory of medrcrne physrcrans often had \ery lrttle 10 offer
- patients besides' the reassurance that came.from their “fatherly” presence.
. “This often was most effectively expressed by the “laying on of hands.” Find
" “clder people to tell you of the subjective meaning of such an experrence and .
" add whatever you know personally from: your experrences asa chrld orasan .
~* "adult on thxs sub)ect : :

e The total of your answers should not exceed 250 words: o
ASSIGNMENT FORTUESDAY, JUNEZND: - o v
1. Why touch and why not touch? s : ST e

9. When t0 touch and when ‘Tiot to touch? e

o ~The total of your answers should not exceed 250 words., s

- ASSIGNMENT FOR TUESDAY JUNE 9TH

" .1, How and where to.touch? v
: 2 How and where not to touch7

‘ "_’The total of your answers should not exceed 250 wordsl__ , o

: 'ASSIGNMENT FOR TUESDAY JUNE'16TH
1.. What'does physical. touchmg do to the: -
“A. Levels of experienced anxiety?
/B, Levels of expressed anxiety? o . o
-C. Levels of experienced pre-verbal yeammgs’ IR
~-D: Levels of expressed pre-verbal yearnings?. L
L E. Contrnuatron and outcorne of therapy? -

- The total of your answers should not exceed 250 words.f P




BLEA'S TUESDAY SEMINAR

ASSIGNMENT FOR TUESDAY, MAY 26TH:

1. Psychoanalysis and psychotherapy in general exclude any physical touching
between therapist and patient and consider it to be wrong. Consult the litera-

ture and write a concise statement that supports this position

In 1910, Freud wrote, “The patient should be kept in a state of abstinence or
unrequited love...the more affection you allow him, the more readily you reach
his complexes, but the less definite the result.” Physical touch compromises the
analyst’s personal neutrality, interrupting the blossoming of the transference.
Transference gratification interferes with the working through and it supports an

Marcia B. Stein, M.S.W.

_indefinite continuation of treatment.

‘Successful analysis of the transference and of the infantile yearnings which fuel

it depends critically upon the strict non-gratification of those yearnings. Physical

. contact of any kind is likely to gratify those yearnings, -which then become

unavailable to work with. As Robert Langs declares emphatically, “...there will
be no physical contact...other than the handshake with which the patient is

‘greeted at the time of the initial consultation, and perhaps a handshake at the

time of an extended vacation or at termination” (Robert Langs, Psychotherapy: A
Basic Text, p. 429)“ Violation of this “essential point [will] without fail [lead] into .
areas of unconscious collusion” {p. 307} and contaminate the therapeutlc neutral- ‘

ity of the analyst:
Paul P. Shultz, M.S.W.

2. Throughout the history of medicine. physicians often had very little to offer
patients besides the reassurance that came from their “fatherly” presence,

is often was most effectively expressed by the “layi f hands” Find

older people to tell you of the subjective meaning of such an experience and

add whatever vou know personally from your experience.as a child or as an

adult on this subject.

My mother welcomed the doctor’s visit to her sick child as her mother had,
shaking his hand at the door. Even the towel he touched was ‘special. The child
was expected to politely accept all touches and pokes from the revered person-
age. Following the examination, the doctor and my mother spoke in low, serious.
tones.. My previously worried mother would return to my room seeming to have -
had a burden:lifted from her. The doctor’s reassurance had transferential mean-
ings of a good mother or father soothing her fears. .

Pamela Torraco, M.S.W.

The yea‘r\ was, 1902, the patient was ten and the diagnosis, diphtheria. Before

" antibiotics and immunizations this disease often meant death, especially for chil-

dren. The family doctor made a house call when the child worsened and his pre-
scription was two teaspoons of whiskey every two hours to keep her throat open.




k ' What was most remembered were hrs darly visits; hrs reassurmg bedsrde manner, .
~ " the gentle hand on her forehead to check her temperature and his cool hand to-
- '1check her pulse and breathlng .. : :

The year was 1941 and I was seven; strll no antrbroncs and the dlagnosxs trench
. ,.mouth ‘My. throat and mouth were covered with sores and a foul smelling sub-
~.-_stance.-Isolated from my family, the only treatment. was hourly. mouth washes
* and visits every few 'days to-my doctor's office. Thére he examined me and- pre-
-~ scribed more mouth wash. 1 remember his firm but gentle hands as-he held my
" sore'mouth open. ‘After three more weeks of no resolutron with a steady hand on * -
. " ‘my chin, the doctor swabbed a burning solution in my mouth. It stung but the
L ¥ sore, foul smelling disease went away: I remember the burmng solutron but the
l S steady hand whlch apphed it has equal werght in my memory -

| E VlctorR Stoeﬂler MSW

IR

R ”Laymg on of hands” has been much drscussed as benefrcxal and ”possrbly cura-
;o tive! dunng my, training as an Osteopathic physician. I spent- many hours in: -
.- ‘training sessions, both touching and being touched in.a medical setting by fellow .

. classmates whrle learning the various physical mampulatrve techniques. Though. . -
.- in theory, the procedures were involved with spinal and bone structure misalign-.
[+ ..ment, the “laying on of hands” was in.itself, a powerful influence on “the tredt- ;
S ° ment. L noticed it in myself during these training sessions and others statedf_ SRV
AR they noticed the same phenomena too. I was not surpnsed to see the relaxed and’-i,"__'j o

. '« satisfied appearance of an older estabhshed practmoner s patrents after such RN
Lo jtreatmentsthhhrm RS IEREEE I T

\

P “ A' LesterPotempa DO;:,: o
L ASSIGNMENTFORTUESDAY JUNE2ND L 5;:
' ‘A:l Whytouch andwhynottouch R e

. Touch'is oné of the earhest means of communrcatron avarlable to human bemgs
- after birth and therefore is oftén capable of reaching the “visceral brain” of
.. patients more immediately and successfully than words of visual cues. It is also
. one of the'first means by which primitive boundaries between self and other are -
e Adeveloped Physrcal touch can therefore be a powerful tool for helpmg a patient
' " regain a sense of self and reality when fear temporarily overwhelms the integrity.
" ‘of patients’.ego boundaries. Touch is indicated for the patierit who is in a'tempo-
. 1ary state of heightened fear, inaccessible to contact, through verbal and visual. -
- -interventions and, nonetheless also observant ‘of beinginvolved in 2 therapeutrc o
. =.process. Touch at such. times can lessen the.fear énough to allow the patrent to Cen”
o make or: regam contact wrth themselves and therefore others N :
o P SN Leora Bar-Levav M. D -

:'Q.Why Touch? P ‘ e
~  An obvious conclusron from the Harlow monkey expenments is: that touch more -,
““"than feedmg, has a profound effect on mfants The fearful 1nfant needs physrcal NS

Y

“r
. . e
.




contact for reassurance and maturational advancement. Left to his own body he
will “opt” to seal off contact with others and with his own feelings as a method
of emotional survival.

For some this becomes a “hardening” of their personality. Others appear more
depressed and resigned, the physical defense being less rigid, more lethargic. Still
others become loose-bounded and spew their impulses. Well-executed touch can
settle the anxious body which is in the way of meaningful contact.

Why not Touch?

1. Because it will be confused by the dependent personahty as a reward for
regression.

2. Because it can confuse those with weak boundanes to such an extent that it
‘becomes an unmanageable situation.

3. Because the therapist has many occasions to feel impotent and at such times
will unconsciously want to use this powerful tool for his own rehef and not

- for the patient’s benefxt
o Ronald J. Hook, M.S.W.

A psychotheraplst should not physically touch a patient if he lacks either a theo-

retical model that provides a tool for deciding when and why to touch, or if the’
therapist’s own personal boundaries are incompetent to the task. Physrcal con-
tact should never be used by the therapist to provide comfort to a suffering
patient, or to satisfy infantile yearnings. Nor should it be used if the patient is
. likely to interpret touch that way, regardless of the therapist’s intent. Only when
there is in place a real relanonshlp, based on 2 solid therapeutrc contract, is it

appropnate to touch.
: : Paul P. Shultz, M.S.W.
2. 'e uch and when not to touch?

Only expenenced therapists should use physrcal techmques and only after they
have mastered non- physxcal ”holdmg" techniques and have a clear understandmg

of physrologlc memory.

A clear contract separating feelings and thoughts must be in effect.. No action,
including physical touching, must ever be permitted based on emotional reac-
tions but only on rational thought processes. Permission must always be request-

ed and granted before any touch occurs. :

Touchmg should generally occur in the therapy group where the experiencing
and integration of such experiences can be done- wrth peers present.

Touch is only one of many poss1ble interventions an experienced therapist has at
his disposal at any one moment. Before it is used, its value should be weighed
along with other possibilities. Since all people harbor yearnings to’be touched
"and held, even experienced therapists can momentarily over-identify with a
patient and hold him or her at the wrong time for the wrong reasons. Touching .
must never be used to gratrfy infantile wishes. It is never indicated because it
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"feels good" to erther patlent or theraprst or because the theraprst does not know .
'thatelsetodo EE

e EUT R R IV PamelaTorraco MSW,-’

: _._"WhentoTouch7 R AR o e

.- . Touch when'several condmons aremet: * - . ST,

" LiThe theraprst is freed from his own need'to touch or be. touched

" 2, When all other valid interventions are-determined not to.be effective. .. RS

SRR ) When the alliarice is secure: and the boundaries are clear enough ST

"4, When it is evident that early character defenses are’ operatmg beyond the» B
... capacity of self- observatron and the will to affect them Lol
_'5.;Only when the patrent has granted perrmssron e T e

L WhennottoTouch2 . QA o ." -A”;j_f R s .
'~ 1.- When the patient is regressed S L S AP
© " .2When the patient’s character presentatron is of the dependent type -

©-3.‘When the therapist is feeling powerless or needy Sl

4. “When the’ theraprst 1s momentanly unable to provrde adequate screntrfxc L
Ll - rationale. - . R
L 5 If there is sexual confusron on the part of the theraprst or the patlent '

-

\

RonaIdJ Hook, MSW‘

s If in doubt better not to touch Other means to- reach a patrent are safer when"{‘

" “the therapist is not sure: A'patient wrth abuse in his/her history,’ especially sexu:’ .
- “-al abuse,.should not' “be touched. Wrth ‘a-patient likely to read supernatural pow- P
., ersinto the theraprst’s touch physrcal contact should be avorded -

: 5;.7. S N AnnlkklM Kurv, Mswfj' -

.: L ASSIGNMENT FOR TUESDAY JUNE 9TH

_'«.1 How and where to touch2

L <Where and how where niot and how not to touch a patrent can be deterrmned in.
L7 each situation given-an adequate theoretical model, correct. dragnosxs of the -~
© ., patient’s néeds, and- competent personal boundaries of the therapist; Thus equipped, ’
% the therapist'is ready to face the éver-changing ‘clinical situation. with its many "
.. surprises; adjusting his’ interventions accordingly. Generally speaking, physrcal e
- * ;. ‘manipulation or-contact should be used to work drrectly with' muscular armor}_, e
o defendmg agamst feehngs the patrent can usefully experrence more strongly

S Physrcal mampulatron or touch only wrth the patrent s consent should alwaysa;s’ﬁ '

~  be with the patient’s. immediate needs clearly’in mind, firmly but gently allow-- " -
7 ing ‘him to go. beyond the block by providing both the. mothenng reassurance of *- .-
,physrcal touch and the forceful fathenng encouragement to “let go” of muscular sl
-+ tension. . o s




Physical contact should always avoid sensitive body parts, such as the eyes, and
any place on the body which is typically associated with sexual longings. Care
must be given to the idiosyncratic meanings certain areas of the body may have
for a patient. It must never resemble either a lover’s caress or an enemy’s physi-
cal assault to either patient or therapist, yet be neither too gentle nor too forceful

to allow the block to release.
Paul P. Shultz, M.S.W.

The therapist’s touch must always be deliberate, not casual, and he or she should

be able to clearly describe, before touching, the specific purpose of that particular

kind of touch at that particular time. Tentative or stroking touches feed the

transference rather than awakening dormant affects in the presence of an observ-
_ ing ego. Obviously, no.touching of the genitals or breasts is ever permitted.

-
The therapist’s hands, hke those of the surgeon, are the most versatile organs of
touch. They can be fmely manipulated to calibrate placement and pressure. The
deliberate nature of the planned movements of experienced hands and fingers is
likely to encourage physiologic safety while mamtammg the real relationship.

The therapxst s arms and lap are the most powerful parts of his or her body which

can’ come into contact with the patient’s body. Strong-physiologic memories of =~

safety or danger are easily evoked when an adult body is actually held, due to the
_ similarity to infancy thus evoked Such mtervenuons must be carefully t1med
and not overused o .

. Since breathing is essential to full expressxons of feeling, touch can be helpful in
blockages to full inhalation and/or exhalation. A firm hand pressing on the upper.
" chest or back with the other hand holding the mouth open often helps the
patient breathe more fully, thus makmg room for the experlencmg of powerful ;

" emotions.
: Pamela Torraco M S W.

2. How and where not to tguch? _

When touch is the indicated intervention, the therapist should proceed by first
obtaining the patient’s explicit consent. Touch should never be spontaneous or

sexual in nature and is best done in a group setting where others [patients and co-- ©

therapists) are present, reducmg the possibility for confusion and lending weight
- to the observing ego. Touch should be firm and deliberate, never tentatxve on .
head, shoulders, arm, neck or back. .

It is both unethlcal and harmful to touc}i a patient for the conscious gratification
of the therapxst s yearnings or reduction-of the therapist’s anxiety. The patient -
: should never be touched on breasts, gemtaha or buttocks B

Marcia B. Stei,n,y MSW. .

How?
Touch to lend safety so that layers of dlsturbed and tense physmlogy Can relax ,




Arer

‘~ Where?

KRR

"Touch with all parts of your personality, voice, eyes, manner and timing.” '

>

Touch in areds that are. least confusmg to theraprst and patrent The shoulders'\ .
and forehead are most often associated with comiforting and are the locatxons of

\'_How not?

" choice. For techinical reasons, hopefully understood by the patiert, one mrght '
* also touch the jaw or upper ¢ chest to encourage unmhlbrted resprratron smce the'
breath is held to- suppress emotron LT e : o

Not with contmuous motron or strokmg smce ‘this. only reflects the emotions of SN

" the theraprst Not farntly Not tentatrvely Not harshly Not for the theraprst

) .»,‘Where not? : G e e e ' B - B L
- Not in eéroticized areas: Not in sensrtrve areas whrch mrght result m agrtatlon
. ,rather than setthng Not in mdrvrdual sessrons

o ; /

Touch should be frrrn assured respectful of the patrent and always in responses

Ronald J. Hool; MSW. o

toa patrent S current emotronal need. This assumes. that a therapist has worked-f'v' -
suffrcrently with ‘him-"dr herself to be quite cléar that the touch’serves the
patient rdther than the. theraplst This also assumeés-a clinical model that TECOg: -

. nizes emotional needs. distinct from wants and’ employs touch as an intervention -
specrhc to. particular . chmcal assessment By contrast, touch should'not be.used”

when.a ‘therapist srmply does not know what else to- do. Touch should not be
tentative, obviously not hard; but also not too soft; i.e., caressing, which increas- . -
‘es the isk of botndary. confusron Generally speakrng, touch should be used only."

_in a group setting whiere ‘extra sets of €yes can witness and hélp xdentrfy any- dis: -
 tortion that may exist on the part of the patrent or theraprst to the manner tim- s

1ng, or possrble motivation for the touch

AL i -_."5 Leora Bar-Levav MD: L
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lA What does physrcal touchmg do to the levels of experrenced anxretvz

Physrcal touch can, and most often does serve to’ reassure. the anxious person s

- body. and thus reduce the. ‘total-amount of: -experienced anxiety'in'it. In some
cases where serious mishandling had taken place in infanicy; physrcal touch may

' raise the level. of ‘experienced anxiety in the short-run-since this type of body -

expecrs danger connected to physrcal touch:*At the same time,’ ‘reality testing

should begm to take place asa person ’s body can begln to' re- open to touch as:

reassurrng
. Ronald J Hook M S W




When properly timed, touching lowers the patient’s level of experienced anxiety.
This makes it possible to use the therapist’s touch as a reminder of current reali-
ty. From this position the patient can temporarily distance himself from his

usual fears, examine them, and put them in perspective.
‘ . Pamela Torraco, M.S.W.

1B. What does physical touching do to the levels of eXpressed anxiety?

Muscle tension, mental and/or verbal busyness, and other expressed elevated lev-
els of anxiety are lowered by touch. The lessened fear and increased feeling of
safety that accompanies a properly timed and executed touch has a relaxing
effect which allows emotions previously masked by anxiety to surface.

Dav:d B. Fogel M.D.

The level of expressed anxiety goes down as anxiety diminishes at first, but then
it increases as the patient reaches deeper levels of fear. Properly timed touch-
. increases the expression of anxiety as the physiologic defenses give way to the

shaking or crying of preverbal fears. - )
/ ' * David A. Baker M. S W.

Properly. trrned and executed physrcal touch temporarlly reduces anxrety But.

. with an increased visceral sense of safety defenses are relaxed and the freedom to

sob deeply therefore increases. Anxrety is then more fully expressed also )
Marcna B. Stein, MS.W."

1C. What does thsgcal touchmg do to the level of experrenced pre verbal
: yeammgs? L , ; .

The level of experienced pre- verbal yrearnrngs is helghten‘ed as'physmal touch
reminds the body physiology of feelings that were ‘numbed early in life. Lessened
* anxiety associated with a proper “therapeutic touch” can also allow yeammgs

close to the surface to be expenenced
David B. Foge| M D.

Ifa patrent is already expenencrng pre-verbal yearnings, physical touching is hke s
- ly to gratify them, reduce anxiety, and make it less likely for the patrent to.

' observe and talk about his feelmgs This retards therapy
-Paul P. Shultz M. SW

Physical touching stimulates and increases the intens_ity' and frequency of experi-,-i

-enced preverbal yearnings. Patients often report disturbing memories of depriva- -

-~ tion, isolation, and abandonment. Sometimes after touching, patients with
”t1ghtly wrapped” preverbal yeamings act out with spouses and theraprsts -they *
~ wish for more contact to gratify their emerging preverbal yearnings. :

Natan HarPaz M. S W.




“-+ - and directly expressed* B

~1D. What does thsrcal touchmz do to the level of exnressed pre- verbal o
yeammgs? e T » . oo

_ Touchmg, over tlme in therapy, often mcreases the expressron of these pre- verbal
‘yearnings:In conjunction with a strong therapeutrc alliance and real relationship
“the yearnings stimulated by- touch ‘eventually-can become an acceptable and

’ openly expressed part of the therapeutrc relatronshrp

- Davud B Fogel M. D

‘ Touch properly trmed and executed wrthrn the context of a real relatronshlp,e
" reduces anxiety and encourages both a sense of safety and the awakening of pre- ,
. verbal yearnings. Given a therapist ‘with: secure. boundaries who does not fear -
* being the focus of intense feehngs the awakened yearnmgs are then more fully -

Marma B Steln M S W =

: :.Properly admrnrstered touchrng settles patrents enhances the real relatronshrp,"'
~stimulates pre-verbal yéarnings, and reaches the physrology in a'way which other. -

...~ methods often do not. The infant within thé adult body has an. increased sense of :

- successfully worked through

‘ safety and this allows a patient to remain observant while experiencing profound
-+ fears. Such deep levels of fear, unreachable in verbal therapy alone can. thus be ;

Used properly, touch stlmulates pre verbal hunger and reassures ata depth far. " .

DawdA Baker M. w S

-beneath cognition. Itis.a. srgmfrcant component in the physrologrc working - -

‘ through of characterologrc drffrcultres and therefore of the outcome of therapy

Marcna B Steln M S W




SOME HISTORICAL COMMENTS ON THE
ROLE OF TOUCH IN HEALING

Victor R. Stoéﬁler, M.S.W.

Folklore, folk medicine, the medical profession and other forms of healing:

throughout history have all used touch in the treatment of sick people. From
. anthropological studies, we learn that physical and emotional illnesses often
have been treated by touch Eskimo shamans treated injuries by lapping with the

tongue. A Nava]o singer would touch the sufferer, ‘saying “May he be well”

iBrown, 1984}. A simple touch by Aboriginal witch doctors was regarded as cura-

~ - tive. The father of medical science, Galen, used applications of heat-and-massage
to treat hysteria in women. At his Paris clinic, German physician Franz Mesmer-
“used touch and a form of hypnosis to treat hlS patients, especially those with

hysteria. All of these “cures” probably had much to do with the fact that the lay-
ing on of hands'by a trustworthy person lowered the patient’s anxiety. -

Before the emergence of psychotherapy and psychoana'ysxs as we know them

' today, psychiatrists treated emotional illness with strictly physical procedures ,
Until recent years, hydrotherapy and wet packs were standard practice in most -
hospitals for emotional illness. Freud, who began his-career as a biologist and -

" ‘neurologist, treated severely dlsturbed patients in his early practice by using

- touch. For seven weéeks in 1889 he treated Emmy von N. for severe anxiety neu-.
rosis, the symptoms being pain and coldness in her leg. He used hypnosis, and .
massage of her entire body twice a day, reporting that she became calm and quiet.
and could then speak clearly and directly about herself. Freud also developed a-

“specific technique in which he touched a patient’s forehead and applied-pressure °
between the eyes. At other times he would hold the patient’s-head between his
hands. Both techniques he.claimed, helped a patient free associate and get .

o beyond certam unconscious obstacles {Breuer and Freud, 1936) .

. Since those early years the traditional psychoanalytic position. of having no
" physical contact with patients has evolved, with Menninger and Wolberg among
the more vocal opponents. Menmnger {1958) believed that “Transgressions of the
rule against physical.contact constitute ... evidence of the incompetence or crim-

inal ruthlessness of the analyst,” whlle Wolberg (1977) viewed any physical

contact as “absolutely taboo” since it “may mobilize sexual feelings.in’ the

* - patient and therapist or bring forth violent outbursts of anger.” Frieda Fromm-
Reichmann, on the other hand, holds that there are times when touchmg is”

~appropriate and therapeutlc

.. “At times'it may be wise and indicated to shake hands with the panent :
or in the case of a very disturbed person, to touch him reassuringly or - .
not to refuse his gesture of seeking affection.and closeness. However, it
is always recommended that one be thrifty with the expression of any
" physical closeness i in one’s psychotherapeutic contaets.” (Bullard 1939]

The traditional methods of psychoanalytic psychothe apy were challenged signif-

“icantly with the advent of the 50- -called “touching theraples" of Gestalt and ’

Co. P LN
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Trans"ac't‘ional Analysi's in the .1950 sand.60’s. While Eric Berne, - the founder of
TA, did not condone touchrng patients, his followers and students, including

" Jacqui Schiff, introduced touching as a therapeutic measure. Essentially they
'believed that physrcal touchmg was crucial to intimacy and since it was also part
" of a “tota] life .experience,” ’ needed to be mtegrated into psychotherapy (Barnes,
1977). Intrinsic to the phrlosophy of Gestalt therapy developed by Fritz Perls is -

the view that the.body, and the self are a-unity {Kepner, 1987). With these two
therapeutrc approaches touch was brought mto the marnstrearn of modern psy- -
chotherapy :

‘ erhelm Rerch and Alexander Lowen'also made rmportant contrrbutrons Reich ’j

originally 4 student and colleague of Freud, believed that by-breaking down the
“body armor”.and relieving muscle tension, one is freed from the influence of

archaic emotions in the body. Lowen, Rerch’s stident; developed Broenergetlcsi S
- which also uses “body work” and exercises; mcludmg touchmg, to: free the body

from the rnﬂuence of »repressed emotrons

The debate about touchrng and not’ touchmg has contmued through the 'years.

-~ Goodman and Teicher- (1988) believed that certain’ ”emotronally and intellectively . -
- “arrested” patients need to experience the therapist’s presence through a judicial
+ -touch. They urge restraints, however, for the regressed patrent who must use ver-
- bal communication in ‘order not to’ 11ve out his- regression. Kertay -and- Reviere
-"(1993) maintain that not enough attentionhas been paid‘to ethical and thefapeu-
~-tic considerations-in touching and: they list specrfrc guidelines focusing:on
. patient needs- -and therapist countertransference. Bar-Levav and Kelley have been *

innovators'in the’ purposefully desrgned use of touch wrth patrents Therr posr—'»: .

o trons are presented elsewhere in thlS rssue

o As a component in the treatment of emotronal 1llness the issue of physwal con-_ _
- tact has raised ‘considerable controversy. As responsrble practmoners we rnust
continue our’ search to determme its proper use. ’

.“
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Background Pomts of Theory

MAN'S EARLIEST BEGINNINGS

E1A vague but powerful sense of 1mpendmg doom in the face of the unknown‘-
_that was us and everything about us is every person’s first experience after birth, -

" always completely out of consciousness. Since we exist in- ‘that situation before

we have'any comprehension of anything, including time, it is-a timeless experi-
ence. It is felt as eternal. The entire experience has absolutely no meamng for us, .
no drrectlon no framework only dread : .

m2 The sense of dread is s the direct and unavordable result of the newborn s sud--
denly being thrust inito an altogether new environment. After many months of
living in a relatively constant and finely regulated setting, it abruptly finds itself
‘under radically new conditions, without any time for transition. It must sudden-

" ly adjust to-a gaseous environment, totally different from the liquid one in ‘which
it exrsted before. Its physiology must suddenly function in a totally new way

3. Dread or irrational fear is therefore the earliest and often the most persrstent :
companion of every living person. This was not obvious in the past because real-
istic dangers were much more-prominent. Only in modemn affluent societies liv-
‘ing in peace has Man's physical survival not been- constantly under threat. Large

" and powerful animals do not devour humans anymore, death from hunger or
_exposure is less common,.the Black Plague and other scourges have been wiped.

_out, and lesser illnesses are being treatéd better than ever. Dread is much more o

evrdent these days since it is no longer ) obscured by real danger

From A Umﬁed Theory oI General Human Morlvat/on and Behawor o
Chapter 8ot
Th/nkmg in the Shadow of Feelmgs




AR <

R i

TOUCHING IN RADIX WORK1
| CharlesR Kelley, Ph. D..

Radix Educatron isa program  of personal growth 1nvolv1ng work wrth the body.
In this it is like Alexander work, Yoga or Feldenkrais work, though it customari-

‘ " ly évokes far more feeling: It has always been done in both individual and small

group sessions. The student dresses lightly for the session, cornmonly men in
shorts, women in bathing suits, so-that the Radrx teacher sees and can handle -

drrectly most of the student’s body Handling the body is so much a part of Radix "~~~

work that Radix trainees are asked to take a course in massage.to better gain ex-
perience as to how different bodies feel. The Radix teacher must understand with

: his hands the difference between tense, normal, and flaccid'muscles. Radix Edu-

cation is not psychotherapy, but with'its spec1a1 emphas1s on freemg tensions in

" . the body that relate to the emotions, is a useful adjunct to it. “The présence of so -

much body contact in Radix work, oftén of a nature that evokes emotion, makes

* it worthwhile to. examine how. it is used and how problems’occasioned. by itare

~dealt w1th and thus serves as a gurde to the use of touchlng in psychotherapy

. 'The two central concepts of Radrx work are, 1) that there is a hfe force a real .

- natural force and,.2) that there are chronic..patterns of musculaf tension in the

. fbody, the rnuscular armor, that block. the natural activity of the life force, partic-
" ularly the discharge of emotion: These two concepts derive from the work of Wil-

helm Reich, my most unportant teacher (Reich, 1942}. They remain as fundamental

~to Radix as they were in Reich’s own work. Skillful freeing of 3 pattern of armor
‘in‘a Radix session results in the release of the blocks and- complenon of the pro- - -
.- cess that was blocked. Physical touching is usually involved. I give ¢ach Radix .~ .

*,._student this spec1f1c mstrucnon regardmg touchmg in their flrst Radtx sessron :

1 wrll touch and handle your body freely and sometrmes strongly in your Radrx‘ o
. session, with the understanding that1 have your permission. This is a permrssron SR
"~ you can: wnhdraw at any time by telhng me, or by taklng my hand away I w111 .

always respect your ownershlp of your own body

This frnal sentence expresses an underlylng prmcrple govermng body contact 1n

" . Radix work. The teacher’s attitude should convey respect for the student sown-

‘ership of his or-her body in every possible way; since.the student may have never

really- learned that he or she is indeed the owner of that body. There is much.in. '

our culture that teaches the opposite. The: .growth ‘of a person’s experience of
ownership, of autoniomy over his body; is: sabotaged not only by sexually and -

- " "physically abusive parents and srbhngs or parent-surrogates, but also by invasive.
."and intrusive toilet trarmng, health care, and educational practices. This concept
" “is.also maintained by the archaic but snll wrdespread vrew that the wrfe s body is .

, 'the husband’s property : : . v .

| The opposrte srde of the com from the body dlsrespected by abuse and 1nvas1on rs ’

1 From an artlcle published by the. author. The excerpls appeanng ‘here were selected and edrled by him for

this Joumal. Copynghl@ 1988 by Charles R Kelley Allrights reserved




the untouched body, where body contact is rare, inhibited and uncomfortable.
Students from families where touching is rare may not respect their bodies for
quite-a different reason—they have not had enough experience of body contact to
become comfortable with it, to learn the easy, pleasurable give and take of the
friendly embrace, the affectionate non-sexual touch, the nonformal clasp of the
hands, rumpling of the hair, etc. The lack of normal touching, holding and being
held, is a problem as serious as the now more fashionable problem of invasive
and abusive body contact. Consider the appalling effect of extreme touch depri-
vation in Rene Spitz’ classic studies of neglected institutionalized children (Spitz,
1957). Body contact is an important, and in our culture, often unfulfilled human
need. While the need itself cannot be satisfied by the Radix teacher, the blocks
and inhibitions that interfere with its satisfaction are a legitimate subject of the
teacher’s skill. Such blocks are anchored in the chronic pattemns of tension in the
body that Reich referred to as the “muscular armor”.

" The following are typical Radix. mterventrons and exercrses mvolvmg body con-
tact between teacher and student:

M The student’s head posture 1s adlusted to make eye contact wrth the teacher ;
more direct. ’
B The teacher presses and holds the student s upper hp down to drscourage a
defensive smile, and to encourage the feehng the smrle defends against, e.g,
anger or pain. , .
‘M. The teacher touches and works under the student s lower j jaw o help free ten-
_ sions in the floor of the mouth that are blocking crying. : .
B A student, suddenly very fearful in thé session, is asked to reach out and

touch the teacher’s face, staying in eye contact breathrng, allowing and - -

accepting any feelmgs the exercise evokes. v

B The teacher asks 2 student on the verge of crying, ”erl you let me hold .

“you?” With the student’s assent, the teacher embraces the student, encour-

ages him or her to return the embrace and to surrender to the sobbmg, to cry -
out loud. : o

_ These charactenstrc Radix rnterventrons can take place in 1ndrv1dual or group,
. Radix sessions. Group sessions add a dimension to body contact in Radix work, -
in that the teacher can intervene through group' members. Thus another group
member might hold the student or be a partner in other exercises involving
touch, given the consent of both parties. Group. members are often used as “addi- .
“tional hands” for the teacher, to compréss a student’s ribs on the exhalation, -
loosen a tight scalp, massage a tight back, etc. The strict rule is that all such
_interventions are under control of the teacher. Students do not improvise any

_ rnterventron wrthout gorng through the teacher for approval

I teach Radrx teachers that they should be clear and matter-of-fact in exercises.
_involving touching, and not excessively careful. If the teacher is comfortable,
considerate, and professional in doing his work, and includes body contact in a-
relaxed and natural way, touching will not create problems unless the student is
quite disturbed in regard to body contact. The basic rule that the student is -
touched only by permission, which can be withdrawn at any time, helps the stu-
dent protect against touching that is felt as threatening or too stressful
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Background Pomts of Theory

‘THE BASIC WANT S OP INFANT S AND OF ADULTS

M 65.. All the newborn ”wants” is'to feel safe. Tlns is pnrmtwe pre knowledge

‘obviously physiologic and not cognitive.’ Observations of 1nfants aIlow us to
- deduce what each of them typlcally ”expects" : ~ :

o LIt wants to. be held f1rmly and tenderly for as Iong as 1t wants: rt and no

longer.

It wants-to be touched
It wants‘to be fed: well and in time. It expects always to be satrsfred and full
It wants to be “seen” and nnmedlately recogmzed and served. ' '
It wants to be taken care of and unconditionally loved at all trmes '

It wants what it wants now without delay. ‘ :

It expects.all its wants to be fulf1lled not only mstantaneously but also
perfectly S S : :

; A

s

‘ Smce all adults are grown-up mfants in various stages of matunty, at least traces

of these wants normally contmue to be present in everyone R

L T7A All these wants of mfants and of adults ‘serve but oneé- purpose to minimize |

.~ fear..No one is totally exempt from such irratiorial yearnings, since we are ‘all-

hurnan We become more content when we are treated in a way. that satisfies

rnany of these primitive wants. Our muscles are less tense or less ]erky then, and
' _we relax more easrly We feel safer - : .

& ‘

n 69. The basic. .wrshes of the 'newbo'rn as. described in Sections 65 and 66 are

referred to collectively as “preverbal hunger.” When it is not-satisfied or not sat- -

* . isfied quickly enough, the healthy infant expresses 1ts demands loudly and pow- "
'_erfully, totally drsregardmg time and ¢ crrcumstances . , S

K "From A Unifiéd Theory of General Human Mor/vallon and Behawor
o -Chapter8of -
“: .. . . Thinking in the Shadow Qf. Feelrngs. :




CASE PRESENTATION

Clinical observation and experience have always been the way knowledge in
medicine was transmitted to the next generation of practitioners. Physicians
were mainly taught by apprenticeship in the past, and even now observing expe-
rienced clinicians is still the backbone of medical education. Though many of
us are psychologists and social workers and not psychiatrists, we also wish to
utilize this effective way to teach psychotherapy. This is one of the ma;or goals
of this Journal.

A standard feature in each issue will be a clinical case presentation. The prima-
1y therapist will summarize his or her diagnostic impressions and plan for major
clinical interventions, and this will be followed by specific comments of other
experienced psychotherapists, each giving his/her own clinical impressions and
treatment plan. We invite and will subsequently publish responses from our
readers, and may offer the patient an opportunity to anonymous]y express his or
her.reactions to the entire group of discussions. v

The following case is presented by -Ronald Hook. You, the reader, are invited to
actively participate in this clinical discussion. Please give your own clinical
impressions, treatment plan, and rationale for recommendations. Clearly writ-
ten presentations will be published subject to the availability of space. All -
responses must be received by Febma.ry 11 994, '

THE CASE OF MR K

Mr. K a 36- -year- -old mamed businessman, presented thh chronic anxiety and
frequent panic attacks. After nine years of monthly visits to an adjacent universi- -

. ty's anxiety clinic where his treatment was routine prescriptions of Xanax [often

without physician contact), he was still deeply disappointed and very depressed.
A beta blocker was also prescribed for his high blood pressure (170/110) during
this period. For all these years the patient, fearing a possible panic attack never
took a vacation nor drove far from home.

He reported expenencmg his first panic attack on his honeymoon nine years ear-

~lier. Hls Catholic parents had opposed the marriage because his W1fe “a used -

woman," * had been previously marned

Mr. K'is tall, clean-cut, muscular and very élert, though somewhat preoccupied. ”
His thoughts are generally coherent, and he is well-oriented x 3. A university

. graduate, he is bright and perceptive, though he speaks through a tense jaw in a

clumsy, unsophisticated way. Visibly anxious and tense, his other affects are. sub
merged by massive anxxety He does not complam freely :

~ MF. K used to ‘work out every evenmg, and could press 300 plus pounds HlS




blood pressure problem was hrs only presentmg physrcal symptom, though in the..
" past he had had six knee surgerles due to; athletrc injuries. He has a hlgh toler-
ance for pam : S :

, Mr K rdentrfxes with his father who is descrrbed as. tall and strong, a high achlev- ,
* er who progressed from relative poverty to extraordinary wealth. He demanded
.. very high achrevements from Mr. K who is- the fourth chrld and the fourth son'in .. -
. a srbshrp of six. ' C e :

He reports that his mother at hrs birth, was drsappomted because she dxdn 't have
 adaughter, but that his father was delrghted to have another son.and: made him
his- namesake: He says he is‘not; and never has been, close to his mother. The
~ "maternal grandfather died when Mr. K was one; his only sister.was borni when he
. ‘was two: The maternal grandmother died when he was three; and' his mother.- -
‘became ill, near death, -when he was four. Following this the mother became .:.
' depressed at Wthh time she lay in a darkened room and often told hxm to get o
"L out when he came’to be near her : > : S ‘

o Mr-K was the closest of hrs srbs to hrs father who had emlgrated as a. boy from FE
- ‘Eastern Europe Although limited in. his ability to mother the father wasthe °, ’ -

- ... patient’s primary sourcé of nurturance. Since the mother was not dependable e
- Mr. K appears to have: defendéd himself against his needs by 1dent1fy1ng ‘withhis .

+. " father and engaging in continuous self- strengthenmg practices’from-body-build- . -
. ing to wealth- bulldmg Denial, projection, isolation of affect mtellectuahzatron .
. and ratronahzatlon are promment m hrs defenswe structure : e

7 He has remamed marrred and is very mvolved wrth his only chrld a seven-year- .
old son, born prematurely ‘with many comphcatrons but now a remarkable over-{, 4
achreverhkehrs father LT FERE

. MrKa arrives- at work at’s: OO A M and often frmshestwork at about I: OO Al M .
. leaving 3-1/2.to 4 hours' for sleep. He claims that he is 5 to 7 times as productrve C
- as any ‘business peer. He is already beyond any real finaricial need, but-worries” . |

- - about such things as the Japanese buying up America, the burgeomng non-: whrte, .

: populatron and the possrble collapse of the Socral Secunty System ' R

" He never lrstens to musrc only to educatronal tapes He has never’ been toa sym-' E
) -phony concert-or-a museum, and has had no desire to'do so. Vacatrons or.driving
" .long distances are still generally ‘avoided because of the fear of panic but also -
.. because of an urge to return to work. In his busmess life his reliability and judg-
*. ment are. good At home he also tries very hard't6 bea good father and provider. = .
. He coaches little league baseball, hunts occasxonally, and wishes he had the
patiénce. to play golf again. His' )udgment is.poorest when it comes to the appro-
priate care of himself, and to human relatronshrps that involve intimacy. Mr. K is
’ ‘sensrtrve but he sounds hke an Archre Bunker and seems proud to be thts way




DISCUSSION

Mr. K has a conspicuous involvement of his body in his character defense. His

great self-sufficiency is also a sign, by contrast, of denied underlying dependency
needs. ,

I assume that at his core he has a powerful sense of abandonment, or painful

rejection (note his acquired high tolerance for pain), or both. He remembers his

mother telling him to get out of her room, but now he is fortified “to endure any-

thing”. Since it meant separating from his parents in more ways than one, he

probably restimulated his abandonment fear and/or his denied sense of re)ecnon
at the time of his marriage..

Mr. K powerfully identified with his father in a Wa‘y that ruled out being any- '

thing like his mother. I suspect the father was the mothering parent insofar as he
provided basic emotional nurturance to the young Mr K, and he became
demanding of excellence as Mr K grew. :

His battle with intense anxrety over many yeats is causing his. system to give

out. He seems unable at this time to enjoy anything, or to be passive and restful

at all. His main preoccupation seems to be with survival and-survival prepara-
tions. He is depressed, somewhat paranord hrs functronrng being handrcapped by
constricting intense anxrety . . :

I thmk treatment for this patient requrres intensive mvolvement in therapeutxc
_relationships with the hope of creating an emotional home for him: Combined

~ individual and group therapy are required so that unconscious affect will be stim- -
. ulated over time and worked through with enough intensity so that his fortified

physiology will be affected. Without this lével of change, the results will not be
significant. He will need an individual therapist who is very sensitive {in order to

find the openings in his character armor) and yet secure and straightforward (so

that the reality of the relationship will not resemble the one with his mother,

and so that the rough seas ahead can be navigated in a workable alliance}. -
Because of his heavy defenses I think he will need the therapist to be sensitive

and active in getting him to relate emotionally just beyond his defenses.

His mvolvement in the group w1ll be drffrcult becduse he will be srttmg ina -

matrix of emotional troubles resembling his own early mothering. He is likely to
keep his fortifications there for some time.- Meanwhile he can deepen his rela-
- tionship with his individual therapist in preparation for the ‘emergence of the

pain and anger around deprivation that will eventually come up in' the group.
Once he is secure enough in this situation for these affects to emerge, to be
expressed in their full intensity, and to be worked through, hrs physrology ought .

to change.

-As the therapy commences I belreve he should be evaluated regularly as to hrsf

actual need for medication. With medical consultation he should be withdrawn

from the medication as his security in the actual therapy increases. He will also
have to be sensitively weaned from his excessive exercising and other busyness.

A
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- as he learns. to deal wrth hlS emotxons dtrectly in the therapy

At frrst he will need to become “at home” in the therapy I beheve it will be
important for him to complain verbally, and to be educated about the dlfference

- between verbahzmg feelmgs ‘and:acting them out. I would establish a firm con-

o

tract that restricts acting out. This wrll be necessary s0 that his affects will be B

» »"’forced” into the therapy

' Touch along wrth freer breathmg can produce an- mward ﬂowrng awareness Hav- o

ing a securely felt preserice, ‘a-physically felt presence, can produce a new level of .
holding environment. within Wthh prevrously frrghtenrng affects ¢an- begrn to-

- nrelease for workmg through

. lalso thmk this pattent wﬂl need to be physxcally touched from time to trme ina
" careful way. This intervention is essential for-a body like his. which® gives. such,.
" ¢lear indications of feeling unsafe. No amount of talking wili reach his-“gut” as’ -
. effectively as:a sensitive and secure hand Thrs may also brrng to hfe the. dormant S
: yearnmgs whrch are SO strongly demed . G
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. Ronald Hook practlces lndlwdual and group psychotherapy in Detrout and has had trann- : '
" ‘ing in Neo-Reichian body-work through the Radix Instltute He serves. on the faculty of
,The Bar-Levav Educatlonal Assocnatlon - . PR R
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_ . COMMENTS IN RESPONSE ",:f L ._‘ o B
" TOTHECASEOFMR.K . : = =+

e From’ the’ data supphed I beheve that this- male” patrent when 27 years of age, j .
began to- experiénce panic 'attacks- while on his honeymoon with a woman ‘who - . *©

_ his: parents-opposed for religious. reasons. The use of medrcatron was the mam L

chmc treatment and not helpful i - el o

'The pattent had a very poor connectlon wrth hts mother The only person in “

early life who he seemed close to-was his father, a tall ‘and strong high-achiever -

"~ who- ongmally was, poor but ‘amassed extraordrnary wealth. Hts father demanded
'}hrgh achtevements from h15 chlldren as well as from hlmself :

L _The htstory suggests that the patrent suffers from: rrgxd constncted standards and

. 'demands for achievement and success. THe patient’s story fits-the descriptions of

. the Adorno- Frenkel Brunswick study ‘about authoritarian personahtres -Such per- -
.. soms 1dent1fy with parents who appeared to them- to be strong and powerful The +
__ parents denied any-weakness or vulnerabthty and displayed-considerable con- '

" temipt for aniy sign of weakness or failure in their-children. It looks as though this -
_patlent d1d ot receive nurtunng matemal quahtres to: soothe and. reassure h1m

r,;,L—",




Instead, his only available caretaker was a father who encouraged idealization,
and manifested a sense of the importance of power, money, and strength to gain
acceptance and self-worth. The patient went along with this pressure and has.
lived his life in a very similar way. Usually in cases of overachieving, there are
longings for nurturance and a dread of failing to live up to the “victories”
" demanded by the father. Usually there are strong unconscious feelings of worth-
lessness and vulnerability in such patients who develop a veneer of pseudo-ade-
quacy all based upon the success they desperately strive for and often succeed in
attaining without really feeling secure and successful within. One prognostically
positive factor relates to how, despite all this pressure to identify with i unperson-
al strength, this patient is very tender towards his vulnerable son. ‘

My orientation is an object re]atioﬁs developmental psychoanalytic framework.

. My treatment program for such a patient is to listen carefully, maintaining a..
respectful appreciation of his distrust and need for distance. I empathize with the
patient’s anguish, anxiety, and suffering and when appropriate, acknowledge the
reasonable fears. of vulnerability and the defensive nature of overworking and
straining. I attempt to provide a “holding environment” without imposing a

. value system. Whenever appropriate, I acknowledge the patient’s phobic quali-
ties within a solid therapeutic alliance. I have seen people like this patient over-’
come anxiety through communication in a talking-relating interaction during :
regularly scheduled sessions. Signs of discomfort and resistance are acknowl-
.edgedﬂ nd appreciated without subjecting the patient to criticisim or pressure: A
‘personiwho received little nurturance and acceptance would be reluctant to trust
and “open-up” to the therapist. With this patient, I would explore his over-
achievement in business and finance and his anxieties about the 'danger of out- .
siders encroaching upon his security. I would probably not call any attention to
his lack of recreation or avoidance of vacations until he shows awareness. I think -
his panic reactions and the satisfaction he needs by returning to work and tryng.
to feel-better through perfectionism are an attempt to live up to his father’s

~ almost impossible standards. Gradually patients with this kind- of background
- develop a transference to a therapist who does not have the kind of attitude of
his dreaded father. The old destructive, exaggerated identifications are replaced
by an internalization of the nurturing theraplst and the patient’s inherent value -

-and real potential are remforced : L

Saul Tuttman, M.D.

Saul Tuttman M.D., Ph. D is in private practice of psychotherapy and psychoanaly515 in.
New York. He is Clinical Professor of Psychiatry at Albert Einstein College of Medicine,
President Elect of the American Academy of Psychoanalysis and a Fellow of the Ameri-
can Group Psychotherapy Assocnatlon where he has made numerous presentations.
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