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The use of hands in Hmmll'.'j ereales some touchy
problems for the “wundevlying unity of the client and
therapist.”

Every conscientious therapist of whatever
persuasion at some point asks: how far can I urust
my own perceptions? The answer is vital though
hardly simple. All therapists, be they
psychoanalysts or rolfers, are in a powerful posi-
tion vis-a-vis their chents—a position that can
casily be abused even with the best of intentions.
This paper points to some of the stumbling
hlocks to clarity of perception. I will also suggest
some ways of approaching clarity, as appiled Lo
the special sitnation ol the somatic practitioner.

Somatic therapy is a term I and others are
using to describe work with the mind/body unity

Touching other people’s bodies is an emo-
tionally loaded act for both parties, and it
can trigger many projections.

pritmarily through the medivm of the body—
such s Feldenkrais, Alexancler, Rolf or Beichian
therapies. Because somatics 1s a relanvely new
approach, practitioners have been mostly con-
cerned with the development ol technigues, and
may even be reluctant o recognize that they are
imvolved in thempeutic relationships. The first
step is to acknowledge that the therapeutic rela-
tionship is a reality in this work. Then we musi
ask, what kind of thevapentic relationship is
appropriate? Or, as | lay my hands on my clients,
how can 1 guard agaimst laying my trip on them as
well?
It's easy o see, given a “helper” and a “hel-
pee,” how the therapist's version ol veality can be
subtly imposed upon the client, as in this quota-
tion {rom an article on Rolling in the August,
1979 issue of Runner's World:
David prabed my tense micscles with his fingers,
Ffrceanels amed Fenvnechdes oL oL Make e an anived”
fre seried, “Crrnnt, seveen, groan, Show me what's
instde yon,”

Or this from The Body Revends by Kurtz and

Prestera:

R: There's a little longing in there. (chest)

H: There's a little caving in of the breastbone.
Fevls ike it has to do with this hind of fear and
kind of collaping in heve {folding fovward of
the bedy) of . ..

R: ...of suffeving.

H: Suffering. Hight! Suffering.

Psye hotherapists, with their advantage of expe-
rience, have already given a great deal of thought
to this problem. Although we cannot fully exam-
ine their contributions here, we can look brielly
at some which are relevant to somatic work.
Their approaches range from early warning de-
tectors 1o complete recomstructions of methodol-
OEY-

The puyclmmnhtlc concept of counter-
transference is a good example of early warning
detector that can be applied to somatic work. Thv
Freuclians saw that the analyst, as well as the
patient, could become involved in projecuon,
and realized this had to be dealt with in their own
aritlysis and in their relationships with their pa-
tients. Touching other people's bodies is also an
cmotionally loaded act for both pardes, and it can
wrigger many projecions on both sides of the
table, as well as the couch.,

An example of a methodological reconstruc-
ton relevant 1o somatics would be those forms of
chient-centered therapy (stemming from Rogers’
work) in which the therapist deliberately resuricts
his or her imerpretadve [uncuon and works to

“Tell me what is wrong with my body and
then fix it encourages the client to abdi-
cate all responsibility for his or her own
body.

traini the client to assume that responsibility, A
parallel approach in somatics is the work of the
Gindler wachers like Charlonte Selver and Carola
Speacls,

As with any Lorm ol therapy, there are cer-
tain characieristic sources of conlusion for soma-
tic therapists. One is the expertise of the prac-




utioner. Baody therapists do have special ways of
seeing and touching which can secem very mys-
terious. The practitioner can casily be put into
the role of the “expert” who has all the answers.
“Tell me what is wrong with my body and then fix
it" can result in a “no-win™ situation for both

When the world becomes divided into
(passive) objects and (active) observers,
the sense of the underlying unity of things
is lost,

parties if’ it encourages the client 1o abdicate all
knowledge of, and all responsibility [or, his or
her own body.

Both therapists can also err it they don’t
recognize that nenverbal behavior can convey
subtle relationship messages. Inthe excerpt from
the rolfing article quoted above, the client expe-
riences the roller’s hands as “probing.” Perhaps
this is appropriate, but perhaps it is causing un-
necessary tissue resistance that the therapist
could reduce by changing his wouch, He will
never be in a position to do so, however, if he sees
the client’s “resistance” or “tension” as the only
element in the situation,

IU's not enough, however, 1o point out some
ol the more common pitialls. The basic problem
is in our approach to percepnion. We must there-
fore take a look at some ol our assumptions about
how seeing, hearing. feeling, c1c. happen.

For the pre-scientific menmality, the conceprt
ol “perception does not exist because perception
implics a universe split inte one who perceives
and something else that is perceived. But the
naive viewer's experience was of the underlying
unity of things. The pre-saenufic therapist, or
shaman, derived his inwutitions [rom this felt
unity, and did not attempt 1o analyze them. Our
premises about the nature of perception, how-
ever, were shaped by nineteenth century science
and philosophy, and are quite different. The
prevailing notion at that time was that the humam
viewer could be likened to a camera, taking a
picture of an objective reality “out there.”
Presumably all impartial observers’ pictures
would look alike, and personal bias was thought
1o be a {ly in the ointment (or a smudge on the
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lens!) of good methodology—something that
was possible 1o eliminate.

T'his assumption was uselul to make during
the earlier stages of scienufic inquiry where the
prototypical situation was the testi-tube expen-
ment. In this situation, it was appropriate to de-
liberately restrict the field of invesugation to data
that were easily controlled, replicated and
quanitificd. For the first time, a clear distinciion
was made, not only between pereeiver and per-
ceived, but also between observation and in-
terpretation. This abolished forever the naive
view that one simply saw what was. But though
the scientific observer vealized his interpretations
were open to question, he sill assumed his per-
ceptions were reflections of the real.

Although the advantages ol scientific ad-
vancement arc obvious, there are disadvantages
that go along with this paradigm shift. When the
world becomes divided into (passive) objects and
(active) observers, the sense of underlying unity
ol things is lost.

“Patient;” the word itself conjures up vi-
sions of a supremely helpless individual,
submitting himself to endless diagnostic
procedures.

In the context of therapy, we can see both
the positive and negative aspects of the situation.
The shaman, who operated ow of a world view
which automatically united him with the sufferer
is replaced by his modern prototype, the doctor
as clinicul scientist. He lacks the shaman's access
tey i healing world view but has instead all the
resources of modern medicine ar his command,
as he dispassionately observes his patient and
arrives at a differential diagnosis. The client has
stepped inside of the test tube. (Is this the uncon-

Once we have made the shilt 1o looking at
the lens as well as the picture, we have come {ull
circle, back tothe sensc ol'the underlying unity of
all things, although we return with a more
sophisticated sense of the nature of this unity. As
John Michell, writing in Cofwolution Quarterly,
says, “the universe is so generous that it gives 1o
anyone, crank, scientist, or religious belicver, the
evidence which confirms his particular belief or



theory . . . it will respond to desires planted in it
+ and reflect back images projected onto it. This
implies that we are all, individually and collec-
tively, responsible for the world as it really is,
which is how we experience it.”
Unfortunately, the traditions we inherit
through psychiatry and psychology betray their
affecton for the so-called “medical model,”
which is a cultural laggard, still nat fully divorced
from nineteenth century science. One can think
of nothing more passive than the patient “pa-
tient;” the word itself conjures up visions of a
supremely helpless individual, submitting him-
sell’ to endless diagnostic procedures. In somatic
waork, the person is all too often put symbaolically
“in vitro” by having him stand siill, so that his
body can be looked «f, compared o an wdeal
“madel;," measured, ewc. Since no one stands this
way except under duress or the influence of er-
ror, the information gained musi be balanced
against the information lost, Or, the client will be
asked to perform certain “stress exereises” which
are considered diagnostc; or will be evaluated o
see which category of the therapist's schema he
belongs in. Although sensitive pr;qrtiﬁnners
make efforts not to be dogmatic, there is still the
systematic problem of a thought form which
tends to imply objectivity, when itis really impos-
ing its own highly selective reality upon the client.
Paradoxically, it's only by acknowledging
stthjectivity that we can begin to approach clarity.
Otherwise, we are trapped in the seemingly objec-
tive, or oljecuvistic,. When this happens, our
goals can take precedence over the goals of the

Paradoxically, it’s only by acknowledging

subjectivity that we can begin to approach
clarity. Otherwise, we are trapped in the
seemingly objective.

client, who generally only wants 1o feel better
until we educate him or her that feeling better
“means” having the top of the head up, or a
straight spine, ¢
tact,” or "orgastic potency,” and so on. Once
therapy becomes doctrinaire education there is
no way for the therapist to reliably get feedback
from the client. The awthenticity of the process is

w the ability to make “eve con-

then in jeopardy.

If we are to discard methods which are re-
ductive and objectivistic, or at least supplement
themn with others, we will need 1o develop a high
level of receptivity and tolerance lor ambiguity.
The painter Paul Klee hassaid, “In a forest I have
felt many times that it was not T who looked atthe
tforest. Some days I felt the trees were looking at
me, speaking to me.... | was there lis-
tening .. .. [ think the painwer (substitute thevafnst )
must be penetrated by the universe and not want
to penetrate it.”

We must restore this sense of unity that was
fractured by the scientilic world view, by devel-
oping methodologies which acknowledge that
the “truth™ in therapy can only be a shared per-
spective created reciprocally by chient and
therapist.

Each of our client’s bodies 1ells the story of
his or her unigueness, and we must first be
people who are interested in listening o these
stories. This is not as difficule as it may seem, It
maty take an unusual degree of empaihy 1o listen

This common sensory substratum allows us
to sense in a particular breath pattern the
essential aspects of soneone’s being.

to a tree, but we all share with our clients the
expericnce of being a body., I we stay longer with
this level of empathic knowing hased on sensory
input, we are likely to hear the unique story this
body 15 trying w tell. 1o s precisely this common
sensory substratum of knowledge that allows us
toy sense 3 person's mood which may belie his or
her words, or e experience in a particular breath
pattern or posture the essential aspeors of some-
one’s being.

We st also look at our lenses—our inter-
ests, our skills, our reactions. The guestions, How
can my hand find a comfortable relaton to this
hody? How can this person and | find a shared
reality together which will move her toward her
poals? These questions are very different from,
What is wrong with this body?

Anomherhallmark of clarity is the sense of an
ever-expanding perspective which keeps the
therapeune process alive and {resh. Asking for



feedback, using videotape, and in case of im-
passe, getting a third viewpoint are all processes
which enhance clarity. Another alternatve o
using only external norms is to think in terms of
interned eongruence. What is keeping Mary from
heing the most Mary she can be? How does the

Whenever a new client walks into the
room, we embark on a joint venture of
meaning-making,

tone of Jack's arm muscles get in the way of his
desire to dance? How does the backward move-
ment of Jun's upper chest frustrate her desire o
move forward in space? How does the stillness in
Harry's body seem at adds with the flexibility of
his mind?

Body therapists have an additional advan-
tage in that they are clearly “doing something”

for which they can be held responsible and can-
not be misperceived as merely neutral observers.
They arc involved in interactional systems with
their clients on the most physical level. They can
sense in their hands how alterations in their
moods and touch instantly affect the response of
the client. They are literally “in touch”™ with what
is going on, particularly if their methods are sen-
sitive Lo the responses of the client's body.

Whenever a new client walks into the room,
we embark on a joint venture of meaning-
making. We must develop methods which
heighten our powers ol empathic observation,
receptivity, and tolerance lor ambiguity. Tt we
rely instead on objectivistic methods, we are too
casily trapped in our own perspecnves, which
limit our freshness and creativity as well as our
clarity.



