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The Continuing Evolution of Touch in Psychotherapy

Anastasia D. McRae, M.Div., MSW, LSW
Abstract
The following article is a brief overview of the touch taboo in psychotherapy and the gradual use and acceptance of touch use in psychotherapy
as evidenced through empirical research.
Keywords
Touch – Psychology – Body Awareness

As if in an echo of their often conflicted predecessors, writers and researchers involved in the dialogue
about the use of touch in psychotherapy are divided. In both theory and empirical research, we find, on the one
hand, a focus on past and possible future abuses of touch -- ranging from sexual misconduct and other
inappropriate boundary violations to situations where touch would be clinically contraindicated. On the other
hand, we have recognition of the crucial place of touch in human development. Research through much of the
twentieth and early twenty-first centuries shows conclusively that the absence of touch or its negative use affects
the emotional-mental maturation --even survival-- of infants, and that appropriate physical contact has a significant
role to play in helping trauma survivors recover (see, for example, Harlow, 1959; Spitz, 1945).
The taboo regarding touch in psychotherapy is still very much a part of the ethical concerns of the mental
health profession though it is no longer as strictly adhered to as it once was. Due to a number of strands of thinking
throughout the history of psychotherapy along with findings from various other disciplines, attitudes about the use
of touch, the body, and body awareness in treatment are changing (Anderson, 2007; Fosshage, 2000).
Unfortunately, with the change in attitude, there may not have been a corresponding increase in dialogue and
training needed to enhance the ethical use of touch and body awareness.
In general, therapists are better prepared to handle situations competently when they have been
prepared to deal with an issue before it appears in their clinical practice. Education about touch
is especially important since an unexamined practice of touch can so easily lead a therapist into
serious difficulty (Sanderson, 1995, quoted in Tune, 2001).
Though findings show, and opinions point to, a need for adequate training and increased self-awareness on
the part of the therapist in relation to the use of touch and body awareness (Durana 1998; Horton, et al., 1995;
Ketray & Reviere, 1993; Smith, 1998a; Strozier et al., 2003) the bulk of the literature to date neglects to include
the voices of those mental health professionals who have engaged in additional training in these areas. Quantitative
research involving clinicians who are professionally trained to use touch and body awareness is particularly absent
from the literature.
While there is much theoretical work written on the use of touch in psychotherapy, within the body of
limited empirical research there is no consensus for or against the use of touch, though it is obvious that touch in
the psychotherapy and psychoanalytic treatment room actively continues as both event and concern. This is a look
at pertinent empirical and theoretical literature about touch and body awareness used as therapeutic tools in
psychotherapy. It is a brief exploration of both the reverberations of the taboo on touch use in psychotherapy and
past and current arguments in favor not only of the use of touch but also of body awareness in general, as crucial
components of psychological healing. The purpose of the study, from which the current article is taken, was to
survey the differences in reported practices and attitudes of mental health professionals who use touch and body
awareness with and without additional training (see USABPJ, Volume 7, Issue 2, 2008).

The Touch Taboo
Even if the history of the proscription of touch in psychotherapy is easily traced back to Sigmund Freud
and the early days of psychoanalysis (Kertay & Reviere, 1993), it would be remiss to overlook the much longer
and influential history of mind-body duality in Western thinking and culture in general. This dichotomous way of
thinking about the human being had its beginning in antiquity and has been the topic of much philosophical and

www.usabp.org

40

USABPJ Vol. 8, No. 2, 2009

The Continuing Evolution of Touch

McRae

theological debate since then. In the writings of Augustine, Aquinas, Newton, and Descartes we find the most
well-known of the roots of this debate, though they are but a very few of the voices that contributed to the current
state of affairs (Kelsey, 1973; Smith, 1998b). Freud’s stance against touch in psychoanalysis was very much a part
of his contemporary culture and of the larger cultural history wherein the religious authorities had, it is suggested,
forfeited the body to science and claimed the spirit as its dominion during the Enlightenment (Kelsey, 1973). By
abandoning touch, Freud effectively left the body to medicine while carving out a different space for his fledgling
science in the realm of the mind, thereby continuing the tradition of thinking of the human in terms of spirit-mindbody separation (Smith, 1998b).
Freud did not start out condemning touch. Quite the contrary, as is noted in most writing on the subject, he
used touch early in his work with patients to explore whether pressing the patient’s head during hypnosis could
help the patient “abreact” trauma (Greene, 2001; Geib, 1982; Kertay & Reviere, 1993; Ventling, 2002). Freud
came to conclude that the patient’s ability to adequately use the transference in treatment was impeded if touch
were a component. He reasoned that touch would gratify the patient’s infantile need for the parental figure, now
activated by the therapeutic transference, and take away the frustration the patient must experience in order to heal
from earlier disruptions to the psyche (Greene, 2001). Freud was also concerned about ethical violations by some
of his contemporaries who carried their use of touch into the realm of sexual and romantic relationships with their
patients (Geib, 1982; Ventling, 2002). In an attempt to minimize possible harm to patients, to solidify the
therapeutic boundaries of, and to remove any obstacles to his burgeoning discipline, Freud banned touch within all
legitimate psychoanalysis, the precursor of psychotherapy (Totton, 2003; Ventling, 2002).

The Touch Taboo Today
Freud’s ban against touch in psychoanalysis spread to all branches of psychotherapy and continues to affect
the practices of many psychotherapists. For some mental health professionals continued adherence to the ban
translates into no touch whatsoever; for others, minimal touch is appropriate. Gutheil and Gabbard (1993)
recommend that handshakes be the extent of touch allowed in therapy, partially because of the litigious nature of
our society and partially because of very real sexual misconduct and other boundary violations by some therapists
(Gutheil & Gabbard, 1993; Hetherington, 1998; Holroyd & Brodsky, 1977; Pope, 1990; Stake & Oliver, 1991). In
response to these boundary violations, the American Psychological Association (APA) and the National
Association of Social Workers (NASW) both prohibit sexual relationships between therapist and client along with
any physical contact that would potentially harm the client. Neither organization explicitly prohibits touch
altogether, however. Unlike the APA, the NASW ethics code does include a specific section on physical contact.
In Section 1.10 of the Social Workers’ Code of Ethics, the organization states that: Social workers who engage in
appropriate physical contact with clients are responsible for setting clear, appropriate, and culturally sensitive
boundaries that govern such physical contact (NASW, 2006, p. 13).
The dialogue surrounding touch in psychotherapy has focused to a great extent on sexual misconduct and
risk management precautions; though, while the cautions are important, they “seem to reinforce a view of all touch
as sexual in nature and create an atmosphere of suspicion surrounding the use of touch” (Stenzel & Rupert, 2004,
p. 332). As a result, meaningful conversation or research about non-erotic touch is hindered, or inadvertently
suppressed (Stenzel & Rupert, 2004). On the issue of touch leading to sexual acting out, there is no empirical
correlation between the use of touch and sexualized misconduct (Holroyd & Brodsky, 1980), though research has
found that opposite-sex dyads present more possibility for misunderstanding touch incidents (Gutheil & Gabbard,
1993; Holroyd & Brodsky, 1977; Stake & Oliver, 1991).
Another consideration to factor into possible misunderstandings and boundary violations is the power
dynamic involved in the use of touch with specific reference to who is allowed to touch whom. In the general
American culture, men, adults, medical professionals, and those in higher social standing are allowed more touch
freedom than those considered in some way inferior to those listed. Although research shows that women touch
others more, it is necessary to note that in the data gathered women are generally touching other women, not men
(Holroyd & Brodsky, 1977; Strozier, Krizek, & Sale, 2003; Stenzel & Rupert, 2004). Therefore, in terms of power
differentials, women, children, the elderly, and people considered in lower social standing (perhaps economic,
racial, bodily, or for reason of sexual orientation) are granted less freedom to touch (Alyn, 1988). Some suggest
that touch in psychotherapy may be detrimental in the context of the hierarchically structured therapeutic
relationship because the client may not feel he or she has the possibility to deny touch initiated by the therapist,
thereby locking the client into unclear and harmful exchanges (Alyn, 1988). Therapists who advocate touch with
clients recommend that the client initiate the touch or that the therapist ask permission prior to the touch, thereby
eliminating some of the tension of the power dynamic and curtailing negative effects of the touch (Durana, 1998;
Gelb, 1982; Greene, 2001; Horton, Clance, Sterk-Elifson, & Emshoff, 1995; Torraco, 1998).
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Perhaps it is for some of the above reasons that in their recent study, Stenzel and Rupert (2004) found in a
national sample of 470 practicing psychologists that almost ninety percent reported never or rarely touching clients
during sessions and eighty percent only shook hands with their clients sometimes. Confirming the prevalent
research, the study found that therapists claiming humanistic, Gestalt, and existential theoretical backgrounds
touched more than those with psychodynamic training. Though most ask permission to touch, fifty percent report
never or rarely explaining touch with clients. Seventy-three percent reported some type of discussion with
supervisors or teachers that presented touch as harmful, while fifty-six percent were involved in discussions with
supervisors in which touch was presented as beneficial. Stenzel and Rupert concluded that handshakes are the
most common form of touching, saying that the attitude among those responding to their survey was cautious
(Stenzel & Rupert, 2004).

Use of Touch
Freud’s was not the only opinion about the use of touch in psychoanalysis during his time. Among his close
circle of friends and colleagues, Freud encountered disagreement with his views, most notably from Wilhelm
Reich and Sandor Ferenczi who both continued to use touch in their work with patients after Freud’s
pronouncement against it (Fosshage, 2000; Kertay & Reviere, 1993; Tune, 2001; Ventling, 2002). Reich suggested
that the body was an important factor in psychological healing because of what he came to call “body armoring,” a
process that occurred as a result of bodily accidents and illness, emotional stress, and trauma. The body, as Reich
saw it, was a holding vessel for experiences; if negative effects of experiences were not dispelled in a healthy
fashion, they became part of a rigidified physical defense system that caused both maladaptive emotional and
physical responses to new situations. The idea of body armoring is the basis of some current ways of working with
the body in psychotherapy (Totton, 2003; Ventling, 2002).
More recent shifts in thinking about the use of touch in psychotherapy have been occasioned by a myriad of
converging ideas in the past few decades, not the least of which have been the changing in psychotherapy itself
from a positivistic to relativistic science, from an exclusively intrapsychic to a relational and interpersonal model
(Fosshage, 2000). Among the ideas affecting the shifts in perspective include the findings and questions from
research into the nature of the mother-infant attachment (Bowlby, 1958; Winnicott, 1963), what contributes to
healthy child development (Ainsworth & Bowlby, 1991; Erickson, 1950; Piaget, 2002), neurological research on
normal development (Damasio, 1994; Schore, 2003; Siegel, 2001) as well as how development is affected by
trauma at various life stages (Ogden & Minton, 2000; Ogden, Minton, & Pain, 2006; Schore, 2003; van der Kolk,
1994).
In normally developing humans, the sense of touch is the first to develop. As the skin is the largest human
organ, touch is integral to the growth and development of the individual (Montagu, 1971). Research by Spitz
(1945) and Harlow (1959) pointed to the importance of human touch in both psychological and physical
development. Harlow’s experiments with infant monkeys and surrogate mother monkeys, some made of wiremesh and others with cloth, showed that touch is perhaps as crucial to human infant survival as food (Harlow,
1959). Spitz’s (1945) work with infants and their imprisoned mothers came to similar conclusions about the need
for adequate touch. Both experiments demonstrated that without adequate touch the subjects failed to thrive.
Touch is an important element in human development, not only in the lives of infants but throughout the
life cycle (Bar-Levav, 1993; Orbach, 2003a; Turp, 2000). Human contact plays a major assisting role in the growth
of movement patterns and a sense of self in the world by allowing for the evolution of a “secure base” from which
the infant, child, then adult, can orient oneself (Turp, 2000). Bowlby’s (1958) attachment theory, though it does
not mention touch as such as an important vehicle, seems based on the notion that enough of a certain kind of
touch and touching by the primary caregiver creates lifelong effects on the child and the manner in which he or she
will interact in relationship with others. Like Harlow’s monkeys who were unable to mate successfully once
matured (Harlow, 1959), children who receive not enough or confusing contact, expressly physical in this instance,
develop maladaptive ways of connection. In Language of the Body, the basis for what later became Bioenergetics,
Lowen (1971) suggests that one maladaptive pattern exerts itself in the condition of schizophrenia wherein the
patient is unaware of himself as a body-self in relation to other body-selves.
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Use of Touch Today
Smith (1998a) designed a taxonomy that offers some clarity of definition as it regards touch in
psychotherapy. He identified seven types of touch, five of which he labeled as acceptable: inadvertent or
unintentional touch, as in bumping into someone by mistake; touch as a conversational marker, as in placing a
hand on a shoulder for emphasis; socially ritualized touch as in handshakes at greeting or parting; as an expression
of comfort or care, as in holding the hand of a grief-stricken person; or touch as technique, as in conducting
physical contact in a specified theoretically informed manner in which the practitioner has received training
(Smith, 1998a).
It is evident that therapists do indeed touch their clients in non-erotic ways, if only in the formal greeting of
handshakes (Gutheil & Gabbard, 1993; Holroyd & Brodsky, 1977; Milakovich, 1998; Stenzel & Rupert, 2004;
Stake & Oliver, 1991). Therapists using touch with patients cite a variety of therapeutic benefits for doing so,
including facilitating greater client self-disclosure and bond with therapist (Clance & Petras, 1998; Durana, 1998;
Jourard & Friedman, 1970); reparation of human contact-attachment disorders (Liss, 1977; Wilson, 1982);
grounding a client in the present moment (Clance & Petras, 1998; Geib, 1982; Leijssen, 2006); accessing preverbal material (Bar-Levav, 1998; Liss, 1977); providing an emotionally corrective experience (Durana, 1998;
Kupfermann & Smaldino, 1987), along with calming or consoling the client in times of distress (Mandelbaum,
1998; Torraco, 1998).
Goodman and Teicher (1988) suggest that if the rationale in talk therapy is to develop new neuronal
pathways in the brain, then the definition of therapy could widen to include other ways of exploring these new
pathways, such as the use of touch and body awareness, specifically for the patient who suffers from arrested
development:
The development of neuronal circuitry runs parallel to the psychotherapeutic definition of
rehabilitation: small graduated steps of learning under the guidance of a psychotherapist.
Touching for the undeveloped personality may serve the same purpose” (p. 498).
Like many others, Goodman and Teicher make a distinction between which patients will benefit from the
use of touch in treatment and which patients will not (see Durana, 1998 for a detailed discussion).
Though it is generally agreed that touch should not be used with all patients, with some populations, such
as children – especially quite young children—it is very difficult not to involve some level of touch (Cowen,
Weissberg, & Lotyczewski, 1983; McNeil-Haber, 2004). In those instances, decisions about the touch needs of the
child should be of the highest consideration (Aquino & Lee, 2000; McNeil-Haber, 2004). One nationwide study
with ninety-one licensed clinical social workers, eighty-three percent of whom were women, found that ninety-five
percent of the respondents used touch at least some of the time with clients, most often shaking hands or touching
a client’s shoulder, arm or, back (Strozier et al., 2003). Respondents reported touching children and the elderly
more than adults and adolescents (Strozier et al., 2003), and were more likely to touch physically ill clients and
those of their own gender. Respondents in this study were least likely to use touch with clients diagnosed with
borderline personality disorder (34%), the opposite sex (25%), clients with boundary issues (13%), or those
diagnosed with schizophrenia (12%) (Strozier et al., 2003). Eighty-two of the 91 social workers in their study
reported receiving inadequate training from classes or placements to deal with issues of touch with clients
(Strozier et al., 2003). While the results of this study cannot be generalized to a larger population of mental health
professionals, it does highlight the decisions clinicians make regarding touch with adults and the levels of training
available to them surrounding the use of touch.
In phone interviews conducted with eighty-four respondents using a non-random sample, Milakovich
(1998) reported ten areas of difference between therapists who touch and those who do not, four of which point to
the importance of both personal and professional experience with touch as indicators of the respondents’ use of
touch in psychotherapy treatment with patients. Milakovich (1998) found that those who reported touching had
experienced touch from their own therapists; had supervisors and teachers who validated touch in treatment; had
experienced body therapies and body-oriented psychotherapies; and had training in therapeutic modalities using
touch (more than fifty hours). These results coincide with other findings (Geib, 1982; Stenzel & Rupert, 2004) and
theory (Durana, 1998) asserting that touch experiences of therapists and the type of training and supervision
encountered professionally each have a direct impact on their use of touch in the therapy room.
While there is no research on the efficacy of touch as a modality within psychotherapy, per se, there are
data on patients’ experiences of touch in psychotherapy. Geib (1982) surveyed ten female patients who had been
in treatment with male therapists for at least ten months. She focused on the patient response to clearly non-sexual
physical contact (Geib, 1982). From the data, Geib (1982) formulated four factors relating to positive client
response to touch in verbal psychotherapy: therapist gave client a sense of control of touch; therapist responded to
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client’s need; encouraged discussion about the touch; and made sure touch was congruent with state of the
relationship, i.e., the touch employed responded to appropriate intimacy established in the relationship (Geib,
1982). The four respondents who found touch in therapy problematic, though overall they rated the therapy as
favorable, listed reluctance to jeopardize positive feelings by revealing negative ones engendered by touch (feeling
unable to express anger, guilt about anger); perception of therapists as needy and vulnerable; and a return to family
of origin dynamics (Geib, 1982).
Horton, Clance, Sterk-Elifson, and Emshoff (1995) expanded and tested Geib’s four factors in their
research with 231 patients. Positive perception of touch in therapy correlated with three of Geib’s factors: patients
felt touch was congruent with their issues; that the therapist was sensitive to their reaction to the touch; and the
patients felt they could be open with the therapist about the touch incident (Horton et al., 1995). Respondents also
reported that touch communicated acceptance (47%) and created a feeling of closeness (69%). Horton et al. (1995)
found that the therapeutic alliance was positively affected by the use of touch, though thirteen percent of the
sample did report negative effects. The study found that patients dealing with isolation, depression, intimacy
issues, and abuse were helped by touch. They also reported that respondents felt affirmed, respected, and more
bonded to the therapist because of the touch offered in the therapy.

Ethics
Touch is an undeniably powerful communication modality with many possibilities for both healing and
misinterpretation in the context of psychotherapy. Though there is potential for misunderstanding or misuse of
touch in clinical work, many writers have said that touch is not, however, a topic to be avoided. “The matter of
touch is so important and pervasive that the question may not be whether or not therapists should touch their
patients, but rather how touch is utilized and processed in therapy” (emphasis in original) (Kertay & Reviere,
1993, p. 39). Pope, Sonne, and Greene (2006) suggest that not talking about touch in classrooms, supervision, and
consultation is harmful to both therapists and patients alike. The absence of dialogue hampers mental health
professionals and students in their ability to develop professional ethics and self-understanding that could help
guide the clinician when a touch event occurs in their practice, and perhaps lessen the likelihood of unethical or
confusing contact for patients (Pope, Sonne, & Greene, 2006).
Kertay and Reviere (1993) offer a three-tiered ethical approach to the use of touch: once both client and
therapist have concluded that the touch is not harmful and is part of the necessary therapeutic relationship,
concerns of theoretical soundness then come into question. Durana (1998) adds that the therapist’s understanding
of her or his own responses, motivations, and attitudes to touch, along with the dynamics of power, gender, and
how boundaries play in the use of touch are also ethical concerns. While Durana (1998) points out the need for
proper training in his clinical guidelines for the use of touch, Smith (1998) goes further in his taxonomy of ethics
by positioning training as the first ethical consideration, saying that if the training has been inadequate in terms of
theory or supervision, then the therapist should not use touch with patients. Additionally, Smith (1998a) asserts
that touch should be in the best interest of the patient and ego-syntonic for the therapist.

Body-Oriented Psychotherapy
Of the seven categories outlined by Smith, touch as technique is unique in that it involves extensive
training on the part of the clinician. Although we have little research involving bodywork and psychotherapy, we
do have information on the use of alternative therapies by the general population. In the past two decades there has
been a huge increase in use of body therapies, herbal therapies, spiritual modalities, and special diets among
Americans, with estimates that more than one third use these avenues (Elkins et al., 2005). With this large a
number of the population turning away from the standard medical community, or at the very least seeking different
methods as added components to their care, it is hard to imagine that more research on the combination of
bodywork and psychotherapy is not available. Elkins et al. (2005) notes that only thirty-four percent of the
respondents told their psychotherapists about their use of an alternative therapy (Elkins et al., 2005).
What is now known variously as body psychotherapy, body-oriented psychotherapy, Hakomi, Rubenfeld
Synergy Method, the Rosen Method, Rolfing, somatics, or bio-energetics, to name a few, all have, in some way,
their beginnings in the work of Wilhelm Reich and Sandor Ferenzci. From Reich emerged students in various parts
of Europe who founded the Neo-Reichian Body Psychotherapy Institutes in Norway, Sweden, Germany, and the
United States. Alexander Lowen and John Pierrakos formed bioenergetic analysis while those opposed to this way
of working, David Boadella and George Downing, created biosynthesis and body psychotherapy, respectively
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(Ventling, 2002). There was also Fritz Perls, founder of Gestalt therapy and Peter Geissler in Austria, founder of
psychoanalytic body-oriented psychotherapy (Ventling, 2002). All the schools address the body through
techniques including body awareness, mindfulness, and touch (Ventling, 2002).

Body Awareness as Technique
Touch is but one method on a continuum of modalities in psychotherapy treatment from verbal to nonverbal (Leijssen, 2006). Body awareness as a technique utilized in psychotherapy does not necessarily include
actual touching. In fact, many proponents of body awareness do not advocate touch as a technique they use
professionally (Ogden & Minton, 2000; Ogden, Minton, & Pain, 2006, 2006; Rothschild, 2000; Orbach, 2003b).
Various techniques designed to bring attention to bodily sensations, unconscious movements, and feeling states in
the body are positioned along the continuum between verbal treatment with no allowance for the body and
treatment wherein touch is a component (Leijssen, 2006).
The incorporation of body awareness in psychotherapy can serve as one barometer of the state of the
client’s transference and any counter-transference on the part of the therapist, thereby allowing for a richer, though
not flawless, attunement to non-verbal or preverbal cues (Field, 1989; Orbach, 2003a; Shaw, 1996; Totton, 2003).
Allowing a place for the body in psychotherapy treatment, body awareness here is defined as making use of both
the therapist and patient’s physical reality, more precisely:
…the expressions of the body of the patient in the form of anatomical shape, gestures, looks, e.g., eye
contact, physical contractions/relaxation, and of the sensations of the body as felt and expressed by the
patient in various forms like feeling hot/cold, pain, nervousness, sadness, anger, fear, joy, emptiness, etc.”
(Ventling, 2002, p.4).
Bodies in their own right, not only as symbolic registers, can serve as a pathway to greater here-and-now
responses to patients as well as invite more clarity into ways patients respond to the therapist’s physical
presentation (Orbach, 2003b; Petrucelli, 2007). This can be especially the case when working with clients with
eating disorders, self-harming behaviors, physical trauma of any kind, life-threatening illnesses, and otherwise
somatically-presented concerns (Ogden, 2006; Orbach, 2003b; Petrucelli, 2007).
One area of recent interest is the call for heightened use of body awareness in trauma therapies. Van der
Kolk writes:
Physiological arousal in general can trigger trauma-related memories, while, conversely, traumarelated memories precipitate generalized physiological arousal. It is likely that the frequent reliving of a traumatic event in flashbacks or nightmares cause a re-release of stress hormones
which further kindle the strength of the memory trace. (van der Kolk, 1994, p. 9).
Spearheaded by advances in neurobiology, researchers like Bessel van der Kolk, Alan Schore, and others
have written, revisiting Reich’s theory regarding body armoring to some extent, that the body stores emotional
trauma (Ogden, Minton, & Pain, 2006; Schore, 2003; van der Kolk, 1994). These researchers call attention to the
necessity of treating the client’s body and mind as interwoven aspects of the person in pursuit of health and
wholeness of the individual.
Orbach (2003a) believes therapists must bring conscious awareness of how their bodies are in fact already
an integral part of the therapeutic relationship, writing that “our patients are already using our bodies just as they
are using our psyches” (p. 13). She further suggests that the process of engaging in embodied practice also offers
therapists an opportunity for greater self-care and knowledge through mindful attention to themselves, physically
and emotionally (Orbach, 2003a).
One unique quality of body-centered or body-oriented psychotherapists, and therapists using body
awareness in their treatment is their ability "to feel comfortable with their own embodiment, and comfortable with
physical contact—relaxed and undeprived enough to trust their own ability to hold appropriate boundaries without
refraining from touch altogether" (Totton, 2003, p. 118).
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