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The purpose of this study is to contribute to the current process research by 

investigating a psychotherapist's experience during psychotherapy. Massage therapy 

and relaxation therapy were used to manipulate psychotherapist's bodily focus, 

physiology, and affective state. Topics discussed include: the bodily focus of the 

therapist, neurobiological models of experience, mind-body boundary issues, and a 

present-time focus. Doctoral level Counseling and Clinical graduate students were used 

as participants. 

A Bodily Focus Scale (BFS) was developed that consists of several statements 

of phenomenological bodily experiences, as well as statements of thoughts about the 

body. Clients' BFS scores were significantly higher than therapists' BFS scores when 

comparing the means of both groups across all conditions. Results of this study suggest 

that: (a) there is a relationship between the report of bodily experiences, the therapist's 

physiological and affective state, and feelings between the client and therapist, (b) 

increasing the client's bodily focus may facilitate the process of change, and (c) 

therapists may deny or repress their awareness of bodily processes, particularly if they 

believe those processes are "negative". 

It is likely that relaxation of the therapist is essential if therapy is to be successful. 

There may be a relationship between a client's bodily focus and the muscular tension of 

the therapist. Most beginning therapists were rated as highly tensed by registered 



massage therapists. There is a relationship between the stress level of the therapist and 

the client's satisfaction with psychotherapy. The more prepared therapists were to see 

their clients, the more positive the clients felt toward the therapists at the end of the 

session. The results of this study suggest that therapists should take time to prepare for 

their appointments by engaging in a brief relaxation exercise prior to entering a therapy 

session. They may be less susceptible to feelings of distress and also increase their 

satisfaction with the session. In turn, they may improve their overall well-being and 

longevity as practitioners. 

Future researchers should consider using more elaborate within-subjects designs 

and non-linear statistics to appropriately detect the type of dynamic response patterns 

which appear to have occurred in this study. 
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CHAPTER 1 

INTRODUCTION 

Not only is process rapidly becoming a focal point for therapists and researchers 

investigating psychotherapy outcomes (Mahoney, 1991), but psychotherapy researchers 

are beginning to recognize that process and outcome are inseparable (Beutler, Crago, & 

Arezmendi, 1986; Freidhime, 1992; Goldfried & Wolfe, 1996; Orlinsky & Howard, 1986; 

Strupp, 1996). The current study attempts to contribute to current process research by 

investigating a psychotherapist's experience during psychotherapy. A within-subjects 

experimental design was utilized in the current study, incorporating aspects of massage 

therapy and relaxation therapy to manipulate psychotherapist's bodily focus, physiology, 

and affective state. 

The traditional psychotherapy relationship consists of one therapist and one client, 

which can be thought of as a system. In this system, each individual exchanges 

thoughts, feelings, and behaviors with the other. In accord with dynamic models of 

change, changing either one of the individuals in the system should bring about change 

in the system as a whole. The goal of psychotherapy is to bring about change in the 

client. Current developmental models of change in complex self-organizing systems 

(Thelen & Smith, 1994) as well as models taken from the biological and physical 

sciences (Damasio, 1994; Edelman, 1987,1992) indicate that change (or learning) is a 

non-linear process. 
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There is now a recognition that some of the most powerful predictors of 

psychotherapy outcome are experiential (Mahoney, 1991; Greenberg & Pinsof, 1986). 

Moreover, the bulk of available evidence suggests that the experiential component in 

psychotherapy is related to the quality and course of the therapeutic relationship (Strupp, 

1996; Teyber, 1992). The most powerful experiences in psychotherapy are emotionally 

laden. Therefore, the ideal therapeutic relationship creates an environment where 

emotional expression is encouraged. 

Relatedly, there is a longstanding recognition of the role of "corrective emotional 

experiences" in psychological change (Greenberg & Safran, 1990; Goidfried, 1993; 

Teyber, 1992). Having a client "work through" emotional material from the past during a 

psychotherapy session in the present is believed to facilitate therapeutic change 

(Teyber, 1992). The therapist's reaction during the corrective emotional experience is 

believed to play an important part in the client's re-experiencing of the emotion. Hence, 

it is important for therapists to be aware of, and in control of, their own processes and 

behaviors. 

There is a growing recognition of the body as the common pathway of experiencing 

(Damasio, 1994; Edelman, 1987; Gendlin, 1978, 1991; Johnson, 1992; Lowen, 1995; 

Perls, Hefferline, & Goodman, 1962; Sherrington, 1906; Thelen & Smith, 1994). The 

following section further describes why researchers are beginning to recognize the 

"wisdom of the body" (Gendlin, 1987). The neurobiological research outlined below will 

help in understanding the importance of the body in working with emotional and 

psychological experience, and how this knowledge may be applied by psychotherapists 

(Ford, 1993). 
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Neurobiological Model of Experience 

Modern dynamic theorists conceptualize cognition as working through the self-

organizing processes of interconnected sensorimotor subnetworks to become an active 

and adaptive part of an ongoing and continually changing world (Thelen & Smith, 1994). 

The basis for many of the current beliefs regarding the importance of the body in 

cognition and emotional processing comes from the work of Edelman (1987). He 

conceived of a model of central and peripheral nervous system development based on 

Darwinian evolution, and on results of research in neurobiology and neurophysiology. 

Edelman's regulator hypothesis is epigenetic and accounts for primary repertoire neural 

activities, which he believes are developed prenatally. During prenatal development, 

nonidentical, variant groups of neurons exist within the primary repertoire of a given 

neural region. This region subserves a specific function, which can respond more or 

less well to a particular input. Edelman's model is a neural network model, allocating 

specific localized connections or broad functions to various parts of the network. 

During post-natal development, a global mapping system develops through 

selection of neuronal groups. The neuronal circuitry is formed, and synapses are acted 

upon as populations. Edelman has proposed a dual roles model, where behavioral 

experience forms the secondary repertoire of neuronal groups. Phasic reentrant 

signaling preserves spatio-temporal continuity required for perceptual categorization. 

Over-reentrant anatomical connections between mapped regions are also developed. 

This process parallels real time and is associated with thalamocortical and 

corticothalamic radiations, callosa! connections, and various connections between 

primary and secondary sensory systems (Zeki, 1975). "A central assumption of the 

theory is that perceptual categorization must both precede and accompany learning" (p. 

7). 
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In Edelman's model, the motor system is believed to be at the very center of 

capacities related to higher brain functions. The motor and sensory systems are 

regarded as coordinated selective systems for functions such as perceptual 

categorization. The thalamic nuclei, basal ganglia, and cerebellum are implicated in the 

process of perceptual categorization. A key point is that selective matching between 

sensory and motor systems is not the result of a linear relationship between sensory and 

motor systems, but that "results of motor activity are considered to be an integral part of 

the original perceptual categorization" (p. 271). "There is no single best a priori way in 

which specific matching can occur between musculoskeletal change and neural network 

change" (p. 220). Complex nonautomatic movements must be considered as patterns to 

be recognized by somatic selection in the nervous system. 

Edelman states that "...motor consequences of central impulses must be decided 

peripherally as well as centrally. Even in repetitive motions of limbs, for example, it 

cannot be that the brain computes the postural algorithm to accommodate for body recoil 

by Newton's third law" (p. 223). This seems to imply that the whole body "thinks", not 

just the brain. This notion is consistent with the fact that the somatosensory system and 

CNS are directly linked during development, when the skin and cortex are formed from 

the same substance (Montagu, 1979). 

Changes in secondary neural groups take place immediately following external 

environmental encounters, suggesting a suppression of the potentials which existed 

alongside the dominant neural maps. Edelman found that these changes take place 

immediately following finger tapping, which is a non-invasive procedure. Edelman stated 

that although many of the synaptic substrate areas are modifiable in adulthood, some 

are modifiable only during critical stages of development: "...following development, 

there exists a degenerate anatomical substrate upon which selection operates 
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competitively at the synaptic level to create a functional map from a manifold of possible 

maps" (p. 133). 

Edelman's model proposes a selection process which focuses on an individual's 

neural development in somatic time. It incorporates cultural and social-learning 

experiences into the selection process, and occurs both pre- and post-natally. 

Damasio's (1994) bodily based cognitive model is supported by Edelman's 

neurobiological model. Damasio believes that people display rational thinking due to the 

combination of cultural norms with biological drives and body states. He stated that"... 

the self is a repeatedly reconstructed biological state..." (p. 227). 

Damasio (1994) describes the dispositional neural patterns of mental images, which 

he considered more than just topographical representations. They appear to activate 

both movements and internal images of body movement. Because of the speedy nature 

of movements, the internal images are often masked in consciousness by our 

awareness of the movement itself. Damasio also believes that the brain continues to 

alter its structure based on the experiences we have throughout our lives. Furthermore, 

he believes that the mind is embodied, not just embrained. 

Mind-Body Boundary 

The skin is the interface between our bodies and the world (Juhan, 1987). 

Shepherd (1988) defines four main types of sensory receptors in hairy skin. The first 

type is free nerve endings. They are very slow adapting receptors which are either 

myelinated or unmyelinated. They function in temperature regulation, pain perception, 

and mechanoreception. The second type is pacinian corpuscles. They are very fast 

adapting receptors which are only myelinated. They are embedded in the connective 

tissue and their function is to detect touch-vibration, which allows us to detect 

acceleration of movement across the skin. The third type is the group of merkel cells, 
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pincus domes, and ruffini organs. These receptors are slow adapting, and their function 

is touch-pressure. They allow us to detect velocity and intensity of touch. The fourth 

type of receptors is the hair follicle endings. These receptors are fast adapting, and their 

function is for touch-flutter. They allow us to determine velocity of movement across the 

skin. 

Underlying the hairy skin is the connective tissue, which resides in the dermis. It 

contains collagen fibers, elastic fibers and fat cells. The type of receptors in the 

connective tissue are mechanoreceptors, which allow us to detect mechanical 

movement in the sensory membrane. 

Shepherd (1988) noted that the central nervous system of an individual will 

determine the magnitude of the sensations they experience because of their unique 

brain properties. For example, two point discrimination varies across body areas within 

an individual. Another example Shepherd noted regards known variances of brain 

structure across individuals. The following brief illustration highlights historically recent 

developments in human neurophysiology. Shepherd noted that ascending pathways for 

pain and temperature go to the thalamus, where some tactile and joint information is 

also processed. Information from the brainstem is sent to the reticular formation. It 

should also be noted that the reticular formation, thalamus, and cortex are believed to be 

integrally involved in the processing of emotional information within individuals. 

Information for pain, temperature, and some touch go to the thalamus and then to the 

cortex. 

Since the thalamus, reticular formation and cortex vary in structure across 

individuals, it is very likely that sensations such as pain, temperature, tactile and joint 

information are evaluative and subjective across individuals. Of course, there is no way 
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of directly measuring the private sensations of individuals. It is inferred that because the 

particular brain structures vary across individuals, their experiences will also vary. 

Consider the notion of "feedforward mechanisms" in "human knowing systems" 

(Mahoney, 1991; 1995). The feedforward mechanism makes individuals active 

participants of their subjective reality because the environment is not simply sensed by 

the person. Instead, the feedforward mechanism directs their attention, perceptions, and 

sensations. Developmentally speaking, the individual's brain structure not only 

determines what the child attends to (feedforward), but how information is perceived 

(feedback). The feedback will vary depending on how the infant's environment (e.g., 

father or mother) responds. The interaction between infant and environment will 

therefore have profound effects on the infant's development. The notion of feedforward 

mechanisms highlights individual differences of bodily (and other) perceptions. It follows 

that individual differences will affect the tacit experience of the individual. Since this 

study is investigating the subjective bodily sensations of individuals during a 

psychotherapy session, the effect of feedforward mechanisms on one's tacit experience 

is important. 

This type of interaction has also been implicated in neuronal development (Kendel, 

Schwartz & Jessell, 1991). Kendel et. al, (1991) describes this type of interaction in the 

termination of existing synapses and neurons in the brain. This process has been 

popularly referred to as "pruning". During development, the brain loses existing neurons 

if they are not used. Neurons which do not get used die off, or "pruned", based on the 

experiences of the infant. The developmental process is therefore circular and will 

strongly depend upon a combination of unique genetic pre-dispositions and behavioral 

experiences. 
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The adult which emerges from their developmental experiences will have a unique 

brain structure and set of behavioral repertoires, beliefs, emotional reactions, etc. This 

notion impacts the current study because individuals will vary in their experience and 

perception of touch. For deep touch, deep pressure, two-point discrimination, vibration, 

and conscious proprioception; signals are sent to the thalamus and then to the cortex. 

These areas of the brain are regarded by most researchers as being associated with the 

emotional processing system. However, Shepherd (1988) also noted the parallel 

processing of somatosensory stimuli at the cortical level, where muscle and joint 

receptors go to the thalamus and then to the cortex. Therefore, emotional and 

somatosensory inputs are being processed by the same structures of the brain. 

Moreover, the whole body is implicated in the processing of emotional information. This 

viewpoint contrasts the commonly held notion of the dual nature of emotions, which 

James (1890/1950) seemed to hold, but others (Damasio, 1994; Shields, 1991) have 

questioned. Emotions have traditionally been considered to consist of both cognitive 

and physiological components (Beck, 1995; Ellis, 1995; James, 1890/1950). For 

example, an increase in stress was believed to be associated with an increase in both 

pulse and blood pressure (Papillo & Shapiro, 1990). However, Papiilo and Shapiro 

(1990) found that perceived success and emotional states impacted stress levels and 

accompanying heart rate and blood pressure levels in unpredictable ways. They also 

found that cardiovascular diseases such as hypertension sometimes resulted in atypical 

response patterns to stress. 

The research described above indicates that the emotional and somatosensory 

systems are connected. The underlying rationale for describing this connection was 

necessary because most readers are familiar with current trends in the literature which 

have broken the body into systems and subsystems. Therefore, one aspect of this 



dissertation was to conceptualize the entire body as the unit of study. Of course, 

everything which makes up a human body is connected because it resides within that 

body. However, as simple as this concept is, due to the historically reductionistic 

Western medical model approach to science (Mahoney, 1991, 1995), it was necessary 

in this study to explicitly discuss how some of the systems and subsystems work 

together. 

As Sewell (1995) points out, it is time to abandon the cognition-affect dichotomy in 

psychology. Similarly, the current study attempted to abandon other dichotomies such 

as the mind-body dichotomy, the emotional-somatosensory dichotomy, and the body-

brain dichotomy. It will become clear that by incorporating a phenomenological 

approach, one may successfully conceptualize how the typical dichotomies may be 

abandoned. Three sets of research will be discussed which demonstrate that massage 

and touch have therapeutic effects on the emotional and physiological well-being of the 

participants in the studies. 

The first study demonstrated a physiological effect due to massage. Developmental 

researchers (Schanberg & Field, 1987) found that pre-term neonate rat pups responded 

positively to brush strokes and grew larger and healthier due to stimulation of a growth 

hormone. On the other hand, maternal deprivation was found to cause (a) a decrease in 

tissue ornithine decarboxylase (ODC) activity, an enzyme which is a sensitive index of 

tissue growth and differentiation in the developing animal, and regulated by growth 

hormones; (b) a fall in growth hormone secretion; and (c) a loss of tissue sensitivity to 

exogenous growth hormone. Therefore, in that study tactile/kinesthetic stimulation 

facilitated growth and behavioral organization of pre-term infants. 

Only recently have studies been conducted to assess the effect of massage on 

infant development (Field, 1995) and child and adolescent psychiatric patients (Field, 
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Morrow, Larson, Kuhn, & Schanberg, 1992). The second set of studies conducted by 

Field et al. (1992) demonstrated a positive effect of massage and assessed the effects 

of massage on externalizing versus internalizing disorders in children and adolescents. 

Field and her colleagues found both immediate and long-term effects of massage. One 

effect was a decrease in anxiety and depression, similar to the effects of relaxation 

therapy. After a five day follow-up, improvements were found in self-reported 

depression, anxiety, and sleep habits. Depressed children demonstrated greater effects 

than children diagnosed with adjustment disorder. Furthermore, Cortisol and 

norepinephrine levels decreased in the depressed group only. In regard to the 

experimental groups, Field and her associates reported that "many of the children did 

not recall ever having been touched by their parents..." (p. 130). Therefore, massage 

had a positive effect on the emotional well-being in a child psychiatric population. 

The third study was in regard to one important aspect of massage... touch. The 

importance of touch in human development has been recognized for some time 

(Montagu, 1979). Whitcher and Fisher (1979) explored the effects of nurse-patient touch 

in a hospital setting. Female subjects who received touch experienced more favorable 

affective, behavioral, and physiological reactions than females in a no-touch condition. 

Males reacted more negatively in a touch than in a no-touch condition. In this study, it 

should be noted that females were interacting with a same-sex nurse while males were 

interacting with an opposite-sex nurse. It should be noted then that there appears to be 

a gender effect of receiving touch in experimental conditions. 

The three preceding studies were experimental in nature and not directly concerned 

with massage or touch in psychotherapy. However, a few researchers have recently 

begun to stress the importance of touch in psychotherapy (Horton, Clance, Sterk-Elifson 

& Emshoff, 1995). In one study, clients who were touched engaged in more self 
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exploration in therapy than clients who were not touched (Pattison, 1973). Another 

study (Holroyd & Brodsky, 1977) surveyed of the benefits of non-erotic touch in 

psychotherapy. The researchers found that it was believed to be particularly beneficial 

among same-sex patients. In this study, thirty percent of humanistic psychologists and 

only six percent of psychodynamic therapists believe nonerotic hugging, kissing, and 

affectionate touching might be beneficial to patients. Fewer than twenty percent of 

humanistic psychologists thought that touching would rarely or never benefit the patient. 

Twenty five percent of humanistic therapists reported engaging in nonerotic contact 

frequently or always. Less than five percent of psychodynamic, behavioral, or rational-

cognitive therapists, and less than ten percent of eclectic therapists reported engaging in 

non-erotic contact frequently or always. 

Touch can have a positive impact on clients when used appropriately. Also, there 

appears to be little negative impact of touch when used appropriately (Willison & 

Masson, 1986). Goodman (1988) stated that touch is "appropriate and useful under 

very limited circumstances.", and cited the American Psychological Association's Board 

of Professional Affairs (1982) which adopted the following statement regarding physical 

contact: "Permissible physical touching is defined as that conduct which is based upon 

the exercise of professional judgment and which, implicitly, comports with accepted 

standards of professional conduct" (page number not provided). However, Holub and 

Lee (1990) advised that therapists should carefully examine their needs and motives 

before they use physical contact in treatment. They contended that touching should be 

addressed in training programs, supervision, and ethics seminars, and formally by ethics 

committees. Overall, they were very cautious about the use of touch, recommending it 

in only limited circumstances. 
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Most writing prior to the 1970's regarding the use of touch in psychotherapy came 

from a psychoanalytic perspective (Reich, 1969). Freud was regarded as having a 

"tactual" view of psychosexual development (Montagu, 1979), although it appears that 

this notion was never fully developed. Reich (1969) however emphasized the 

importance of touching in psychosexual development. Reich was also an existential 

thinker, and his protege Alexander Lowen stated that there was no distinction between 

the mental and the physical (Lowen, 1995). Lowen believed in a unity of the mind and 

body, that the body is the base of all functions, and that any increase in a person's 

contact with their body will produce a significant improvement in self-image or body-

image. Likewise, the use of touch and sensation may be used to modify our experience 

of peripheral conditions which may exert an active influence upon the organization of 

reflexes and body-image deep within the central nervous system (Juhan, 1987). 

Damasio (1994) clearly outlined the dimensions of the neuropsychobiological 

connections between skin (and touch) and body schema, as well as the integral 

importance of such in survival of humans. "This dynamic map of the overall organism 

anchored in body schema and body boundary would not be achieved in one brain area 

alone but rather in several areas by means of temporally coordinated patterns of neural 

activity" (p. 230-231). According to Damasio, the body representation remains in the 

background unless pain, injury, or some other physical sensation interrupts our 

attention, then we immediately have access to the body representation. Our attention 

then shifts to the area of our body that is experiencing the sensation. The ability to shift 

attention when necessary as thus described appears to provide humans with an efficient 

means of allocating bodily resources. 

Some authors have implicated the construct of "body-image" in research concerning 

the body and psychotherapy (Damasio, 1994; Fisher, 1990; Freedman, 1990; Krueger, 
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1990; Pruzinsky, 1990). Freedman (1990) stated that "...altering the body is a legitimate 

approach to improving body image... (p. 282)." Freedman also stated that body image is 

integrally connected with sensory experience. Krueger (1990) stated that "the 

therapeutic focus must include both body self (and image) and psychological self, and it 

also must address integration of the two" (p. 265). Krueger also recommended the 

experiential integration of mind and body through non-verbal techniques, and that the 

therapist should deal with non-verbal information because it is therapeutic. However, 

body-image was found to be a multi-dimensional construct that is very difficult to 

objectively define (Fisher, 1990). Fisher found that many researchers use multiple 

dependent measures which are theoretically unrelated and demonstrate little validity. In 

a meta-analysis of the literature, Fisher (1990) found that there is no reason to believe 

that using multiple dependent measures of body-image will increase the validity of body-

image research findings. 

Pruzinsky (1990) made the following assumptions with a somatopsychic approach 

to psychotherapy: (a) the sense of self is based on the experience of being embodied, 

(b) all experience takes place in the context of the bodily experience, and (c) effective 

change in human functioning must address both the physical and psychological levels of 

human existence. He also believes that for personal growth, therapists should enhance 

the awareness of being embodied. 

Typical experiential methods in working with the body in a psychotherapeutic 

relationship include meditation, guided imagery, visualization, hypnosis, self-hypnosis, 

autosuggestion, and affirmation. These methods are used to treat a variety of disorders. 

The underlying notion in these treatments is that therapists need to recognize the bodily 

basis of emotions (Ford, 1993). 
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Although massage is not typically considered as part of a psychotherapeutic 

treatment, it is commonly used for the treatment of musculoskeletal pain, dental pain, 

menstrual cramps, headache, backache, cardiac patients, cancer or hospice patients, 

intensive care patients, nausea and vomiting, and anxiety (Westland, 1993a). The 

American Massage Therapy Association's (1993) guidelines for the training of massage 

therapists requires a minimum of 500 hours of didactic and applied theory and technique 

in Swedish massage, deep muscle/connective tissue massage, trigger point therapy, 

Shiatsu and Acupressure, Reflexology, Polarity therapy, and hydrotherapy. 

Massage is defined as "a structured touching service relationship" (Palmer, 1989, p. 

27). It is a direct manipulation of the interface between the external and the internal. 

There are three categories of massage; structural, energy, and emotional (Westland, 

1993b). Structural massage includes vibromassage, and is commonly used by physical 

therapists. The body is viewed in a reductionistic and mechanical way, and the goal of 

structural massage is to correct dysfunction or maximize function. Energy massage 

includes both Reichian and Eastern healing traditions. These traditions work with the 

physical body as well as the aura. Shiatsu, acupressure, reflex zone therapy 

(reflexology), Kum Nye massage, yoga massage, and Do-In are the various types of 

energy massage practiced. Emotional massage therapists work with anatomical 

structure, the energy structure, and the emotional life of the body. It is a holistic 

approach and also includes Reichian therapy. However, Johnson (1992) notes that 

"Rolfing, bioenergetics, Alexander technique, Lomi-work, neo-Reichian, etc... typically 

become sects with rigid hierarchies of authority, ideal bodies and ambitious commercial 

ventures" (p. 156). 
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A Focus on the Present 

Published work on experiential and phenomenological approaches to therapy 

suggest that a present-moment body focus may help to clarify, amplify, or otherwise 

facilitate the experience and expression of emotions. (Hufferline & Bruno, 1971; 

Johnson, 1992; Mitchell, 1988; Perls, Hefferline & Goodman, 1962). Many theories of 

psychotherapy purport that focusing in the present brings about the most change in 

clients of psychotherapy (Gendlin, 1991; Perls, Hefferline & Goodman, 1962; May & 

Schneider, 1996; Teyber, 1992). Process statements are believed to bring a session 

into the present, and typically involve pointing out ongoing verbal and non-verbal 

interactions between the therapist and the client. It is the author's belief that an 

increased bodily focus is analogous to a present-time focus, and that both facilitate 

change. 

One thing most experiential techniques seem to have in common is that they tend to 

bring the person into the present moment. For example, Goleman and Epstein (1983) 

described mindful meditation as the awareness of the passing of successive moments in 

consciousness. Edelman (1992) referred to primary consciousness as a kind of 

"remembered present" (p. 120). He also implicates the limbic system and the 

thalamocortical system in the evolution of consciousness. "To handle time as well as 

space, the cortical appendages, cerebellum, basal ganglia, and hippocampus evolved 

along with the cortex to deal with succession both in actual motion and in memory" (p. 

118). Edelman stated that phenomenal experience arises from the correlation of the 

limbic and thalamocortical systems by a conceptual memory of a set of ongoing 

perceptual organizations, which appears to be the structure underlying time perception. 

An accurate functioning of these systems is necessary for learning to take place 

(Edelman, 1992; Miller & Barnett, 1993). As stated earlier, dynamic systems theorists 



16 

consider learning a non-linear process related to change (Mahoney & Moes, in press; 

Thelen & Smith, 1994). 

Experiential techniques such as yoga and meditation are commonly prescribed for 

anxiety-based disorders as well as to enhance one's sense of well-being (Goleman & 

Epstein, 1983; Nikula, 1991; Pope, 1978; Shapiro, 1983a, 1983b; Singer, 1966; Sperry, 

1995; Walsh, 1983; Wilber, 1983). The goal of the meditator is to focus attention on the 

ever-changing flux of consciousness without succumbing to a single distraction. The 

meditator perceives each moment only as it vanishes, and the objects of consciousness 

are seen as constantly dissolving. Interestingly, the goal of many meditation traditions is 

believed to be a state of mind with no phenomenology or experiential characteristics 

(Goleman & Epstein, 1983). 

In studies investigating stream of consciousness data, researchers have found that 

human attention drifts, appears to move in cycles, and is often related to external 

demands. An interview is an example of an external demand which may affect the 

stream of consciousness. Most research of stream of consciousness and daydream 

self-report indicates that 60% of the time people are meditating or daydreaming, they are 

doing problem-solving (Pope, 1978). 

Shapiro (1983) stated that "...experience is more important than words and intellect" 

(p.254). One study found healthier children to be more internally focused, and that 

adults who demonstrated better mental imagery and fantasized more had better 

planning ability (Singer, 1966). In another study, yoga students were found to be less 

tense, depressed, angry, fatigued, and confused than students participating in various 

athletic activities (Berger & Owen, 1988). Only the yoga students in that study reported 

significant short-term reductions in state anxiety following a hatha yoga class. 
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Meditation and yoga are considered aspects of the consciousness disciplines, 

which often emphasize the limitations of the intellect and language in describing higher 

states of consciousness (Walsh, 1983). In referring to language and higher order 

consciousness, Edelman (1992) questions whether the abandonment of higher order 

consciousness is what some mystics seek. He describes symbolic memory as 

necessary for higher consciousness. "The forms of embodiment that lead to 

consciousness are unique in each individual, unique to his or her body and individual 

history" (p. 136). One of the main points Edelman is making is the embodiment of 

meaning, which is analogous to the embodiment of language. 

If language lacks the syntax to adequately describe states of consciousness, it is 

nonetheless apparent that the body experiences these states physiologically. 

Researchers are then left with a difficult task of scientifically explaining consciousness 

data (Nelson, 1996; Sperry, 1995). However, "even without a word or an image to 

describe the felt sense, the awareness of it means that one is connecting with oneself in 

a deep and receptive manner" (Hailing & Goldfarb, 1991, p. 321). 

The Bodily Self 

In a cross-cultural study, Csordas (1994) found that ancient people did not 

conceptually differentiate their physical being from the mythological spirit-world. 

Csordas refers to this level of self-conceptualization as the preobjective body. He 

suggested that this was the state of mankind's view of the self prior to the notion of an 

objective body, which he believed developed out of Christianity. Csordas indicated that 

the issue of pre-objective versus objective bodies is a core issue in many of the 

contemporary philosophies. The implication is that there is a connection between the 

Christian notion of an objective body and the existential notion of "Being-in-the-world". 
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Csordas provided a structure for investigating the objectiveness of our body from a 

cultural perspective by contrasting phenomonology from semiotics, and embodiment 

from textuality. Embodiment was conceptualized as a form of phenomonology, and 

textuality as a type of semiotics. The existential immediacy of bodily existence is 

suggested and contrasted to verbal reports of the experience. Csordas argued that 

verbal reports leave the communication of the experience deficient. Similarly, others 

have described the experience of existential immediacy as tacit experiences (Mahoney, 

1991; Schneider, 1998). 

James (1890/1950) described vacuousness as the situation where the lack of a 

word may lead to the error of assuming that no entity can be there. According to James, 

this causes us to overlook phenomena whose existence would be clear to us all, if only 

the word describing it were familiar. James defined several different types of Self: (a) its 

constituents, (b) the feelings and emotions they arouse, and (c) the actions to which they 

prompt. One type of constituent of the self is the material self, including the body and 

material possessions. The importance of James' work as applied to the current study is 

that he links emotions with the body and the sense of the self. 

Other self psychologists and philosophers equate the self with consciousness 

(Modell, 1993): Modell describes Edelman's model of the biological self as solving the 

paradox of the continuity of the self amid the constant flux of consciousness. This is 

because the "self acts as a dominant template imposing order and coherence upon 

current perception" (p.71). 

In modern society, we are exposed to a vast amount of information and 

experiences. The changing culture from romanticism to post-modernism has led to a 

"saturation" and multiplicity of the self (Gergen, 1991). Gergen (1991) notes that today 

we tend to develop fractional relationships, and are forced to abandon abstract systems 
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couched in language in favor of a more direct interchange with the other. The following 

quote taken from Satir (1983) indicates the challenge therapists are faced with working 

in today's culture: 

The future of human relations disciplines and modalities lies in the 

integration of their various partial views of man in relation to the five 

basic parts of the self, which are the mind, the body, the spiritual 

part of the self, the report of the senses (the interaction between 

mind and body), and interaction with others (social relationships). 

(Satir, 1983, p. 230) 

In Edelman's model, our sense of self is linked to the homeostatic function of the 

nervous system. Therefore, the self is embodied, and consciousness with it. It would 

appear that the current study, utilizing Edelman's model, attempts to integrate the 

various partial views of the self, and therefore addresses the future of human relations 

disciplines. 

Bodily Focus of the Therapist 

Therapists who integrate experiential techniques into their practice will likely be 

more sensitive to their own experiences, and attend to the report of the senses of their 

clients and as well. Furthermore, the bodily experience and focus of the therapist is 

likely to be related to the client's experience and focus (Bandura, 1986; Mahoney, 1990). 

The current study proposes that increasing the therapist's bodily focus is a type of 

process-facilitator which tends to bring the session into the present moment. Any 

strategy or technique which increases a bodily focus (or a present focus) in the therapist 

should facilitate change in the whole system, and therefore the client. 

These reflections lead to consideration of the possibility that a therapist's body 

focus could be manipulated by means of experimental variations and that increased 
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body focus in the therapist will lead to increased body focus in the client. The proposal 

of this paper is that massage is a means of bringing about a bodily focus that will orient 

the therapist toward ongoing bodily processes within therapy. A psychotherapist 

receiving a massage prior to a therapy session should be more physically relaxed, less 

anxious, more bodily (or present) focused, and therefore more able to facilitate change 

in the client. The present study exposed advanced psychotherapist trainees to 3 pre-

session experiences: (1) a 15 to 20 minute chair massage (massage), (2) a 20 minute 

relaxation-training video (video), and (3) a 15 to 20 minute case record review (case). 

The decision to use advanced graduate student-therapists was made primarily for three 

reasons: (a) for the sake of convenience, (b) to save money, and most importantly (c) to 

provide the doctoral level psychology graduate students the opportunity to participate in 

an experimental research project that they might find rewarding and enjoyable. 

Hypotheses 

The hypotheses are stated as follows: 

Hypothesis 1. Student-therapists exposed to massage will have lower systolic 

blood pressure than student-therapists exposed to either the video or the case material. 

Hypothesis 2. Student-therapists exposed to massage will have a lower heart rate 

than student-therapists exposed to either the video or the case material. 

Hypothesis 3. Student-therapists exposed to massage will report less negative 

affect than student-therapists exposed to either the video or the case material. 

Hypothesis 4. Student-therapists exposed to massage will report more awareness 

of, or attention to, bodily experiences than student-therapists exposed to either the video 

or the case material. 
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Hypothesis 5. Student-therapists exposed to massage will report more discussion 

of bodily experiences during therapy than student-therapists exposed to either the video 

or the case material. 

Hypothesis 6. Clients of student-therapists exposed to massage will report more 

awareness of, or attention to, bodily experiences than clients of student-therapists 

exposed to either the video or the case material. 

Hypothesis 7. Clients of student-therapists exposed to massage will report more 

discussion of bodily experiences during therapy than clients of student-therapists 

exposed to either the video or the case material. 



CHAPTER 2 

METHOD 

Participants 

Participants in the pilot study consisted of 13 female and 3 male doctoral level 

Counseling and Clinical Psychology graduate students providing psychotherapy at the 

University of North Texas Psychology Clinic, as required for partial fulfillment of their 

advanced practicum experience. Participants in the experimental phase of the study 

consisted of 13 male and female graduate students providing psychotherapy at the 

University of North Texas Psychology Clinic, as required for partial fulfillment of their 

advanced practicum experience. 

Instruments 

The Positive and Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen 

1988) (see Appendix A) is a five-point Likert-type scale consisting of 20 emotional 

adjectives and is a measure of positive and negative affect along two continuums. It 

provides separate scores for positive affect (PA) and negative affect (NA). The PANAS 

is believed to be a good measure of state anxiety or general psychological distress 

(Watson, et. al, 1988). It may be completed according to various optional time frames 

ranging from the current moment to the past year. For this study, the PANAS was 

completed for the current moment. In previous studies, the PANAS demonstrated good 

internal consistency, with current-moment coefficient alphas of .89 and .85 for the 

Positive Affect (PA) and Negative Affect (NA) subscales respectively (Watson, et. al, 

1988). The negative correlation between current-moment PA and NA was r = -.15. 
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Current-moment test-retest PA and NA reliabilities were .54 and .45 respectively, and 

alpha reliabilities were .86 and .87 respectively. The PANAS current-moment time frame 

scores were found to be sensitive to changing internal or external circumstances, such 

as current stress experienced following social activities. PA was found to be affected by 

time-of-day, rising throughout the morning, leveling during the rest of the day, and 

dropping in the evening. The PA and NA subscales were also factor analyzed using 

varimax rotation and found to consist of two factors, high and low. Other studies have 

confirmed that the scale demonstrates good convergent and discriminant validity and is 

very robust (Nemanick & Munz, 1994; Bagozzi, 1993). However, the overall construct 

validity of the PANAS was questioned on theoretical grounds regarding the lower poles 

of positive and negative affect (Nemanick & Munz, 1994; Bagozzi, 1993), particularly 

when considering self versus peer reports of the expanded version of the PANAS 

(PANAS-X; Bagozzi, 1993). Three items were added to the PANAS to obtain validity 

data for the dependent measures obtained from the therapists: (a) relaxed, (b) aware of 

my body, and (c) prepared to see my client. These items were also rated on a five-point 

Likert-type scale and were not included in the PANAS scale scores. 

The Bodily Focus Scale (BFS) is a six-point Likert-type scale with a therapist 

version (Appendix B) and a client version (Appendix C). The BFS consists of several 

statements of phenomenological bodily experiences, as well as statements of thoughts 

about the body or its actions which may be noticed or discussed during a therapy 

session. Therefore, two types of questions comprise the BFS: bodily focus and non-

bodily focus. All items oh the scale are worded in the first-person to facilitate awareness 

of bodily experiences. The instructions ask the therapist and client to rate each item to 

the extent that they experienced it during the preceding session, by circling their answer 

on the six-point Likert scale. After completing the BFS, participants read back through 

each of the items and circled the corresponding item number of those items they actually 
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remembered talking about with their therapist/client. For example, if the client had 

mentioned having a headache, they circled the number of that item (i.e., 1). Since the 

BFS was created for the purposes of this study, a pilot study was performed to obtain 

reliability data. Three items were added the respective version of the BFS in order to 

obtain more global information regarding affect and outcome: (a) #48 - positive feelings 

toward the client/therapist, (b) #49 - negative feelings toward the client/therapist, and (c) 

#50 - how satisfied were you with the session? These items were also rated on a six-

point Likert-type scale and were not included in the total BFS score. 

The Relaxation Tape (Porter, 1984) is a 30-minute narrated videotape which 

contains various forms of relaxation training. The video was developed to guide users 

through various forms of relaxation utilizing nature scenes, relaxing music, and a 

moderate level of narration. For this study, a 15-minute edited version of the video was 

used which contained primarily non-narrated segments. Those segments which were 

narrated contain primarily focused breathing and postural instructions for the participant. 

The Soft Tissue Texture Scale (STTS) was developed by a registered massage 

therapist in order for a massage therapist to subjectively rate the muscular tension of a 

massage therapy client (Scott, 1996). It is a seven-point Likert-type scale measuring 

muscle tension ranging from very soft muscle tone to extremely severe tension with little 

or no penetration allowable through direct pressure. Muscle groups measured by the 

STTS are: (a) neck, (b) shoulders, (c) upper back, (d) middle back, (e) lower back, (f) 

arms, and (g) hands. No reliability or validity data had been gathered for this 

questionnaire prior to this study. 

Heart rate (HR) and blood pressure (BP) were measured using a Lafayette 

Instrument automated Digital Blood Pressure Meter (Model VA-751). Blood pressure is 

the force exerted by the blood against the walls of blood vessels, and is measured by 

both systolic and diastolic pressure. Systolic BP is the peak pressure recorded during 



ventricular ejection of blood from the heart. Diastolic BP is the lowest pressure recorded 

when the heart is not pumping. In most individuals, HR and BP increase simultaneously. 

Procedure 

Pilot Study 

A pilot study was performed on the therapist version of the BFS to determine the 

internal reliability of the items on the scale before using it in the experimental phase of 

the study. Sixteen student therapists, who were providing psychotherapy at the 

University of North Texas Psychology Clinic as part of their advanced practicum, were 

asked to complete the therapist version of the BFS after a psychotherapy session. The 

participants in this pilot study were blind to the hypotheses of the current study. 

Cronbach's alpha was calculated for the therapist version of the scale in order to 

determine the internal reliability of the BFS. No reliability information was gathered 

during the pilot study for the client version of the BFS to protect the client's privacy and 

to minimize their exposure to experimental conditions. This was because questions for 

the client version were very similar to those on the therapist version of the BFS. 

Furthermore, it was believed that reliabilities would generalize from the therapist version 

to the client version, which proved to be the case in the experimental phase of the study. 

Experimental Design 

The experimental design was a randomized, counterbalanced, within-subjects 

design with repeated measures of both therapist and client experiences. Student-

therapists were randomly assigned to participate in one of the three conditions on three 

successive weeks. Clients were those who had been participating in weekly 

psychotherapy sessions at the Psychology Clinic and were selected by the student-

therapist and their supervisor. Student-therapists were asked to choose which client 

they thought would be appropriate for this study, based on the following criteria: (a) 

clients must have been seen for at least three weeks by their student-therapist, (b) 
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clients should not have been diagnosed with a somatoform disorder, and (c) clients 

should have been considered to be highly acculturated. Clients voluntarily provided 

written, informed consent prior to participating in the study. Therapists were blind as to 

the purpose of the study. -.However, therapists were instructed that they could discuss 

with their clients any information they regarded as relevant regarding their participation 

in the study. Therefore, clients were not necessarily blind as to the condition which the 

therapist had completed prior to the therapy session. Therapists completed a 

demographic questionnaire (See Appendix D) prior to the first experimental condition 

only. 

Prior to and following all three experimental conditions, therapists had their BP and 

heart rate measured, and completed the PANAS (see Table 1). Clients' participation 

required them only to complete the BFS following each of the three therapy sessions. 

When therapists experienced the massage condition, they received a 15 to 20 minute 

chair massage from either of two licensed, female massage therapists. The following 

muscle groups were massaged during the chair massage: (a) neck, (b) shoulders, (c) 

upper back, (d) middle back, (e) lower back, (f) arms, and (g) hands. Following the 

massage, the massage therapist completed the STTS for each of the seven muscle 

groups. When therapists participated in the case-material focus, they spent 

approximately 15 to 20 minutes reviewing case records for their participating client prior 

to their weekly session. When therapists experienced the video condition, they spent 

approximately 20 minutes viewing a relaxation-training video. Therefore, each therapist 

conducted three sessions of psychotherapy with the same client, following each of the 

three experimental conditions (i.e., massage, video, and case review). The order in 

which participants experienced these treatments was counterbalanced. All therapist 

physiological data and responses to the PANAS were collected in a laboratory setting 

within the Psychology Clinic. The clients completed the BFS following each of three 
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experimental conditions in the waiting area immediately following the session. 

Therapists completed the BFS immediately following each of the three experimental 

sessions in private or semi-private office areas within the Psychology Clinic. 

Analyses 

SPSS for Windows version 7.0 and student-version 6.1.3 were used to analyze all 

data (SPSS, 1997; 1996). Cronbach's alpha was calculated to determine internal 

reliability of the BFS. Following the pilot study, it was determined that no items needed 

to be dropped from the original therapist version of the scale. Repeated measures 

MANCOVAs were calculated for all hypotheses in the experimental phase of the study. 

For hypotheses one and two, repeated measures MANCOVAs were calculated for each 

student therapist's BP and HR before and after the massage, video, and case material 

focus conditions. For hypothesis three, repeated measures MANCOVAs were 

calculated for each student therapist's PANAS NA scores taken before and after the 

massage, video, and case material focus conditions. For hypotheses one through three, 

pre-experimental levels of systolic BP, heart rate, and negative affect were co-varied in 

order to control for pre-experimental levels. For hypotheses four through seven, 

repeated measures MANOVAs were calculated on data obtained from the appropriate 

version of the BFS. As noted in the Instruments section above, items 48, 49, and 50 

were not included in the total BFS score. For hypotheses four and five, repeated 

measures MANOVAs were calculated on the therapist version of the scale. For 

hypotheses six and seven, repeated measures MANOVAs were calculated on the client 

version of the scale. Cronbach's alpha was calculated to determine the reliability of the 

STTS. 

Exploratory analyses were also performed following analysis of the main 

hypotheses. The following exploratory analyses were performed: (a) Pearson's 

Correlation Coefficient was calculated for several of the variables for exploratory 



28 

purposes. Significant two-tailed correlations are presented in the Results and 

Discussion sections below. Two significant one-tailed correlations are also presented in 

the Results and Discussion sections because they were related to outcome, (b) step-

wise multiple regression analysis was calculated in order to determine which variables 

would predict therapist and client satisfaction with the session, (c) repeated measures 

MANCOVA was calculated on the diastolic BP as well as on the PA scale of the PANAS, 

(d) therapists' BFS scores were collapsed across all three experimental conditions as 

were clients' BFrS scores, (e) paired samples t-test was calculated in order to determine 

whether the two groups were significantly different, and (f) because some of the 

distributions used in the main hypotheses were skewed or bi-modal, the data was 

transformed several times using all of the optional data transformation formulas provided 

with SPSS 7.0 for Windows in an attempt to normalize those distributions. 



CHAPTER 3 

RESULTS 

Pilot Study 

The therapist version of the BFS displayed very good reliabilities in the pilot study 

with an alpha of .83 and an n of 16. Therefore, all original questions were retained for 

the experimental phase of the study for both the therapist and client versions of the BFS. 

Experimental Phase 

The therapist participant group consisted of ten women and three men. The mean 

age of therapists was 27 with a standard deviation of 2. Nine therapists reported 

previously having had a massage. Two therapists reported having seen fewer than 10 

psychotherapy clients in their career. Seven therapists reported having seen between 

11 and 50 psychotherapy clients in their career. Four therapists reported having seen 

more than 50 psychotherapy clients in their career. 

Repeated measures MANCOVAs were used to test hypotheses one through three. 

The first hypothesis stated that therapists exposed to massage would have lower 

systolic BP than therapists exposed to either the video or case material. Systolic BPs 

taken before each experimental condition were covaried in order to control for pre-

experimental levels, and were found to be significantly higher than post-experimental 

levels, t (11) = 5.7, £ < .001. Therapists, when exposed to massage, did not have 

different systolic BP than when exposed to either the video or case material, F (2, 47.26) 

= .55, a = .582. 
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The second hypothesis was that therapists exposed to massage would have a 

lower heart rate (HR) than therapists exposed to either the video or the case material. 

Heart rates obtained before each experimental condition were covaried in order to 

control for pre-experimental levels. However, covariates were not significantly different 

from post-experimental levels. Therapists exposed to massage did not have a lower HR 

than therapists exposed to either the video or case material, F (2, .28) = .29, f) = .751. 

Please refer to Table 2 for a summary of the therapists' physiological data used in 

the MANCOVAs to test hypotheses one and two. Table 3 presents a summary of the 

physiological data and STTS scores obtained before the experimental conditions. Table 

4 presents a summary of the physiological data and STTS scores obtained after the 

experimental conditions. In Tables 3 and 4, scores were collapsed across all three 

experimental conditions for presentation purposes only, except for the STTS which was 

collected only before and after the massage condition. The STTS achieved a reliability 

of .83, however there are only seven ratings on the STTS which weakens this potentially 

very good alpha. 

The third hypothesis stated that therapists exposed to a massage would report less 

negative affect (NA) than therapists exposed to either the video or the case material. 

NA scale ratings collected before each experimental condition were covaried in order to 

control for pre-experimental levels. However, covariates were not significantly different 

from post-experimental levels. The results of the MANCOVA revealed no significant 

differences, F (2, 4.41) = .86, e = .436. Table 5 presents summary statistics of the 

PANAS scale, which displays the NA scores used in the MANCOVA for hypothesis 

three. Since the PANAS is a five-point Likert-type scale, the possible range of scores for 

the 10 items on either subscale (PA or NA) is between 10 and 50. 

The BFS score was obtained by summing the first 47 items on the BFS (See 

Appendices B and C). The last three items (i.e., 48, 49, 50) were not considered part of 
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the BFS and were analyzed separately. Since the BFS is a six-point Likert-type scale, 

the possible range of scores on either version is between 47 and 282. The therapist 

version of the BFS demonstrated good reliability, with a Cronbach's alpha of .73. The 

client version of the BFS demonstrated excellent reliability, with a Cronbach's alpha of 

.91. Table 6 presents summary statistics for both versions of the BFS used in the 

analysisof hypotheses four through seven. 

The fourth hypothesis was that therapists exposed to massage would report more 

awareness of, or attention to, bodily experiences than therapists exposed to either the 

video or the case material. The results of the MANOVA revealed no significant 

differences, F (2, 43.62) = .56, = .578. 

The fifth hypothesis stated that therapists exposed to massage would report more 

discussion of bodily experiences during therapy than therapists exposed to either the 

video or the case material. The results of the MANOVA revealed no significant 

differences, F (2, 3.18) = 2.03, fi = .154. 

The sixth hypothesis stated that clients of therapists exposed to massage would 

report increased awareness to bodily experiences than clients of therapists exposed to 

either the video or the case material. The results of the MANOVA revealed no 

significant differences, F (2, 33.54) = .19, e = .832. 

The seventh hypothesis stated that clients of therapists exposed to massage would 

report more discussion of bodily experiences during therapy than clients of therapists 

exposed to either the video or the case material. The MANOVA approached 

significance, F (2, 10.95), JD = .067. 

Note that although data transformation of the within-subjects group samples 

occasionally approached normalization for some of the samples, re-analysis of the main 

hypotheses using the transformed data sets did not achieve significance for any of the 

hypotheses. 
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Exploratory Analyses 

In order to determine whether the BFS scores were different between all therapists 

and their clients, all 13 therapist BFS scores were collapsed across all three conditions 

as were all 13 client BFS scores (see Table 7). Client BFS scores were found to be 

significantly higher than therapist BFS scores, t (38) = 3.6, |> = .001. 

Repeated measures MANCOVA using a Huynh-Feldt statistic found the therapists' 

diastolic BP in the massage condition to be significantly higher than in the other two 

conditions, F (2, 177.3) = 5.38, fi = .012. The diastolic BPs taken before the 

experimental conditions were covaried to control for pre-experimental levels. However, 

covariates were not significantly different from post-experimental levels (see Table 8). 

Pearson's Correlation Coefficient was calculated on all variables in the study to 

obtain a better understanding of the relationship(s) between them. Table 9 presents 

summary statistics for questions 48, 49, and 50 which were addended to the BFS and 

used in the correlational analysis. Table 10 presents summary statistics for the validity 

questions addended to the PANAS scale and were also used in the correlational 

analysis. The following is a list of the significant two-tailed correlations to be discussed 

in the Discussion section: 

1. Clients' negative feelings toward their therapists following the psychotherapy session 

was positively correlated with the systolic BP of the therapist before the psychotherapy 

session r = .33, £> = .043. 

2. Therapists' HR taken before the psychotherapy session was negatively correlated 

with their own reported satisfaction of the psychotherapy session r = -.32, E = .046. 

3. Therapists' HR taken before the psychotherapy session was negatively correlated 

with their own BFS score following the psychotherapy session r = -.49, e = .002. 
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4. Therapists' positive feelings toward their clients following the psychotherapy session 

were negatively correlated with therapists' negative feelings toward their clients following 

the psychotherapy session r = -.46, g = .003. 

5. Therapists' positive feelings toward their clients following the psychotherapy session 

were positively correlated with their own BFS scores following the psychotherapy 

session r = -.49, |> = .002. 

6. Therapists' negative affect before the psychotherapy session was negatively 

correlated with their own satisfaction of the psychotherapy session r = -.40, jd = .012. 

7. Therapists' positive affect before the psychotherapy session was negatively 

correlated with their positive feelings toward their clients following the psychotherapy 

session r = -.37, £> = .021. 

8. Therapists' preparedness to see their clients before the psychotherapy session was 

positively correlated with the clients' positive feelings toward their therapist following the 

psychotherapy session r = .32, ja = .045. 

9. Therapists' preparedness to see their clients before the psychotherapy session was 

negatively correlated with their negative affect before the psychotherapy session r = -

.35, e=.031. 

10. Therapists' preparedness to see their clients before the psychotherapy session was 

positively correlated with their positive affect before the psychotherapy session r = .35, g 

= .028. 

11. Therapists' awareness of their body before the psychotherapy session was 

negatively correlated with their HR before the psychotherapy session, r = -.36, jd = .024. 

12. Therapists' awareness of their body before the psychotherapy session was positively 

correlated with therapists' positive feelings toward their client following the 

psychotherapy session, r = .33, g = .040. 
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13. Therapists' awareness of their body before the psychotherapy session was positively 

correlated with their own BFS scores, r = .36, jd = .026. 

14. Therapists' preparedness to see their client before the experimental condition was 

negatively correlated with their negative affect both before and before the psychotherapy 

session, r = -.52, £ = .001; r = -.48, ja = .002 

15. Therapists' preparedness to see their client before the experimental condition was 

positively correlated with their positive affect before the experimental condition, r = .38, £ 

= .018. 

16. Therapists' relaxation before the psychotherapy session was positively correlated 

with their awareness of their body before the psychotherapy session, r = .33, Q = .041. 

17. Therapists' relaxation before the psychotherapy session was negatively correlated 

with their negative affect before the psychotherapy session, r = -.47, jd = .002. 

18. Therapists' muscular tension both before and after the massage was negatively 

correlated with their preparedness to see their client both before and after the massage, 

r =-.67, e = 013; r =-.59, e = .033. 

The following significant one-tailed correlations will also be discussed regarding 

satisfaction with the session: 

1. Clients' satisfaction with the psychotherapy session was positively correlated with 

therapists' satisfaction with the psychotherapy session, r = .27, jd = .046. 

2. Therapists' preparedness to see his or her client was positively correlated with their 

satisfaction of the psychotherapy session, r = .31, £ = .029. 

Table 11 summarizes the findings related to outcome. Because these measures 

were taken before the session, it was believed that they would have predictive qualities. 

Therefore, step-wise multiple regression analysis was calculated on these four variables 

in order to determine their predictive ability of the therapists' and clients' satisfaction with 

the session. No variables were found to predict the clients' satisfaction with the 
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session. Two of the variables were found to predict the therapists' satisfaction with the 

session. NA before the session loaded into the equation on step one and HR before the 

session loaded on step two. Table 12 summarizes the significance levels for step two of 

the regression. The preparedness of the therapist were not included in the regression 

because they did not contribute significantly to the prediction of therapist satisfaction. 



CHAPTER 4 

DISCUSSION 

One purpose of the current study was to demonstrate that the bodily experience 

and focus of the therapist are related to the bodily experience and focus of the client. It 

was theorized that therapists who integrate experiential techniques into their practice 

would be more sensitive to their own experiences and attend to the phenomenology of 

their clients, as well. Results of correlational analyses in this study indicated that there 

was a relationship between the report of bodily experiences, the therapists' physiological 

and affective state, and feelings between the clients and therapists. This study utilized 

the techniques of massage and relaxation in an attempt to increase the therapists' bodily 

focus and enhance their experience within a therapeutic relationship. Massage is 

believed to enhance an instinctive level of knowing, particularly in interpersonal 

relationships, and thereby put the therapists more in touch with their clients. 

The second purpose of this study was to contribute to the constructivist theory of 

psychotherapy process. Since a constructivist approach is essentially eclectic, this 

study included a review of literature from many fields including constructivist, cognitive-

behavioral, psychodynamic, gestalt, and existential psychology; neurobiology; 

physiology; touch and massage; time and consciousness; and phenomenology. 

Although the main hypotheses of this study address process issues, outcome issues 

were evaluated as well. 

The third purpose of this study was to allow psychology students the opportunity to 

participate in a study having an experiential component which they might find rewarding, 
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and would contribute to their ongoing development as psychologists. Recruitment of 

therapist participants was not difficult, and observations made by the experimenter and 

massage therapists strongly suggest that the student therapists enjoyed participating in 

this study (particularly during the massage condition). Nonetheless, the therapists 

appeared to have felt apprehensive about endorsing the BFS. 

The Bodily Focus Scale 

The studies cited in the introduction of this paper highlight traditional notions of 

successful psychotherapy, as well as historical perspectives of change and the 

phenomenology of change. There are no known scales that exist measuring the types 

of experiences mentioned throughout this literature. Therefore, the BFS was created to 

measure the phenomenology, or tacit experience, associated with change for both 

therapists and clients. However, findings from the current study demonstrate that either 

therapists were reluctant to endorse the type of experiences described on the BFS or 

they simply did not have many of those experiences. 

It appears that therapists may have perceived the experiences identified in the BFS 

as negative by attaching a negative valence in meaning to those experiences. This 

interpretation was supported by observations made by the experimenter during the 

study, as well as anecdotal comments made to the experimenter following the study. 

The reluctance of therapists to endorse the items on the BFS is likely the best 

explanation for a lack of significance of hypotheses four through seven. Their response 

style appears to have attenuated the scores on the BFS, and in turn reduced the 

likelihood of achieving significance. Therefore, the construct validity of the BFS as a 

dependent measure is brought into question. 

Data presented in Tables 5 and 7 indicate that the BFS data are likely flawed due to 

a floor effect in the endorsement and discussion of bodily experiences. The average 
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response to any given question on the BFS was approximately two on the six-point 

Likert scale. A floor effect of the BFS may have negated any differences between the 

three experimental conditions and decreased the possibility of finding significant results 

for hypotheses four through seven. There are several reasons why a floor effect may 

have occurred. 

Therapists may have assumed that they are not supposed to have the types of 

experiences that the BFS describes. They may think that only clients are supposed to 

have those experiences and may, therefore, deny or repress them, or simply not report 

them. Therapists in this study may have been experiencing high levels of stress or time 

pressure associated with graduate training. Likewise they may tend to deny bodily 

experiences or awareness as a way of coping with the rigors of graduate school. Also, 

therapists may be worried about social desirability, feeling as if they are being analyzed 

by the experimenter. Although they are aware of the experience, they may simply not 

report it. Furthermore, it is likely that more experienced therapists would not have 

endorsed the BFS any more than the student-therapists participating in this study. More 

experienced therapists are not necessarily any more aware of their bodily experience 

than graduate students. More experienced therapists may be under more pressure than 

graduate students due to current shifts in the marketplace, increased demands placed 

on their time, etc. 

Response bias and poor validity due to a floor effect of the BFS may explain the 

lack of significance of hypotheses four through seven. However, several other factors 

may have reduced the chance of significance of hypotheses four through seven also. 

Regarding hypotheses five and seven, clients may process verbal and non-verbal cues 

differently than therapists. Clients may also be more sensitive to, or aware of, 

observable conversations regarding bodily experiences than therapists. Perhaps in this 
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study, bodily experiences were actually being discussed and the therapists were not as 

aware of it, and therefore did not report it. Since third party observational data was not 

collected in this study, it is impossible to know for sure what was said during the 

sessions. Lastly, clients may have been interpreting the ongoing conversations as 

pertaining to bodily experiences, whereas the therapists did not. 

Although there was a floor effect on the BFS, exploratory analysis revealed that the 

report of bodily experiences by clients was significantly higher than the report of bodily 

experiences by the therapists across all three conditions, t (38) = 3.64, £ = .001. 

Although regrettably this finding was not hypothesized apriori, it lends support to the 

overall theory of this study. With the exception of response style, this finding may also 

be understood in relation to the studies cited in the introduction and the general theory 

presented in this study. 

The goal of psychotherapy is to bring about change in the client. Clients going 

through therapy are in the process of change. Since the model proposed in this study 

places the body as central to learning and processing experience, clients undergoing 

change should experience more activity in their bodily processes The BFS was 

designed to measure the experiential phenomenology of the client and therapist, but 

therapists are often trained to be non-reactionary to the client as they work through their 

problems. Therefore, therapists may not experience the same level of bodily processes 

as clients, or they may be suppressing this awareness. However, therapists' awareness 

of their body before the psychotherapy session was positively correlated with their own 

BFS score, r = .36, = .026. This finding lends support to the validity of the BFS, 

particularly in light of the floor effect. 
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Report of Discussion of Bodily Experiences bv Clients (H7) 

Of the seven main hypotheses, only the seventh approached significance, F (2, 

10.95), jd = .067. The seventh hypothesis stated that clients of therapists exposed to 

massage would report more discussion of bodily experiences during therapy than clients 

of therapists exposed to either the video or the case material. Given the floor effect of 

the BFS, the within-subjects design, and the low number of subjects, this finding 

appears to corroborate the intent of this study. It should be noted that the clients did not 

receive a massage. Also, therapists did not report an increase in the discussion of 

bodily experiences. It appears then that the experimental manipulation of massage on 

the therapist may have had an effect on the client/therapist system. However, since this 

F test only approached significance, this finding is interpreted with caution. 

Bodily focus alone does not explain this finding since therapists and their clients 

reported no increase in their own bodily focus in the massage condition, as 

hypothesized in hypothesis six. Also, therapists in the massage condition did not report 

an increase in the discussion of bodily experiences during the session. Although non-

verbal perceptions of the therapist by the client (e.g., the client seeing how relaxed the 

therapist is) may have prompted more discussion of bodily experiences, a more likely 

explanation is that the therapists began discussing the massage, or some aspects of the 

experimental manipulation, with their client. Since it was left to the therapists' discretion 

whether or not to discuss their pre-therapy experience with their clients, it may be that 

the therapists discussed the massage experience with their client. Data was not formally 

collected regarding whether or not the therapist discussed anything regarding their pre-

therapy experience with their client. However, experimenter observations and 

comments made to the experimenter during the study indicated that some therapists 

may have discussed their experiences with their client. 
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The clinical implications of this finding are uncertain, yet may indicate that therapists 

who receive a massage are more apt to self-disclose information about themselves with 

their clients. Also, increased discussion on the part of the therapist may enhance the 

therapeutic alliance. Since the therapists did not report an increase in the discussion of 

bodily experiences, discussion of the massage treatment may tend to orient the client 

toward their own bodily processes. Theoretically, an increase in the discussion of bodily 

processes on the part of the client should facilitate the change process in therapy. 

Heart Rate and Diastolic Blood Pressure 

Although HR did not correlate with systolic BP, it too is a measure of acute stress or 

emotional arousal. Heart rate was found to correlate negatively with the endorsement of 

bodily experiences on the BFS, r = -.49, p = .002. Correlational analysis also found that 

therapists' HR taken before therapy was negatively correlated with their reported 

awareness of their body before therapy, r = -.36, £ = .024. Therefore, the lower the HR 

of the therapist prior to a session, the higher their bodily awareness both before and 

after the session. This finding may initially appear to be counter-intuitive. When 

considering the negative focus of the BFS and the fact that a high HR is associated with 

stress or arousal, it seems that a high HR would be noticed more readily, drawing 

attention to ongoing bodily processes. However, relaxation techniques commonly focus 

on self-awareness and cause a decrease in HR. 

The diastolic BP was found to be higher in the massage condition than in both the 

video and case conditions. This was due to a decrease of diastolic BP in the video and 

case conditions, not to an increase of diastolic BP in the massage condition. Receiving 

a massage maintained the diastolic BP at its pre-massage level, whereas in the other 

two conditions it dropped over time. During massage, the massage therapist is pushing 

the blood through the muscles by massaging the muscle and fascia with the hands. It 



42 

appears that during massage, the therapist mechanically keeps the blood flowing 

passively through the body to maintain the diastolic BP at the pre-massage level. 

Diastolic pressure is a measure of the BP when the heart is empty and resting between 

pumps, at a point when the blood is preparing to re-enter the heart (at diastole). High 

diastolic BP is believed to be related to chronic stress, whereas high systolic BP is 

related to acute stress. However, normal diastolic pressure is believed to be a measure 

of general arousal. The mean diastolic pressure of the therapists was 70 following the 

massage, and would not be considered high. This finding may indicate that although the 

therapists in all three conditions were relaxed, therapists in the massage condition were 

generally more aroused than therapists in the other two conditions. Additionally, 

diastolic pressure was not significantly correlated with any other variable in the 

exploratory analysis. 

Muscular Tension and Relaxation 

The STTS was the scale completed by the massage therapist that measured the 

muscular tension of the psychotherapists. Note that only the therapists in the massage 

condition were rated by the massage therapist on the STTS. In the current study, the 

mean STTS score after massage was 25 with a standard deviation of 6 (See.Table 3), 

resulting in an average mean score of 3.5 for each of seven questions. This rating falls 

within the "stressed" range when looking at the adjectives associated with each rating on 

the scale (See Appendix E). Therefore, most participants had one or more muscle 

groups falling in the "tense congested" category or higher, and would not have been 

completely relaxed. Normative data does not exist for the STTS scores to compare to 

the STTS ratings of the therapists collected in this study, so it is impossible to know what 

level of muscular tension most people have preceding and following a chair massage. 
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Only preparedness for the session correlated with muscular tension of the therapist. 

Therapists' muscular tension both before and after the massage was negatively 

correlated with their preparedness to see their clients both before and after the 

massage, r = -.67, JD = .013; r = -.59, JD = .033. Therefore, less musculariy tense 

therapists were more prepared to see their clients and more musculariy tense therapists 

were less prepared to see their clients. This is important because more prepared 

therapists had more satisfied clients (see Table 11). Satisfaction with the session will be 

discussed in more detail later in the discussion. 

Systolic BPs taken after each experimental condition were found to be significantly 

lower than post-experimental levels, t (11) = 5.7, g < .001. Furthermore, the collapsed 

mean systolic BP following the experimental conditions was only 106, which is relatively 

low (see Table 4). These findings indicate that all three conditions may have been 

relaxing for the therapists. This may also explain why the BFS scores were not 

significantly different across all three conditions. However, analysis of the STTS as 

discussed above indicated that therapists may not have been completely relaxed 

because they had one or more muscle groups falling within the "tense, congested" 

category. Therefore, it appears that variability within individuals may have had an effect 

on these dependent measures that the current analyses were not sensitive to. 

Nonetheless, therapists' relaxation before the psychotherapy session was positively 

correlated with their awareness of their body before the psychotherapy session, r = .33, 

E = .041. It is interesting that none of the physiological measures significantly correlated 

with the self-report of relaxation of the therapists. However, a low HR did correlate with 

increased bodily awareness as discussed above. It appears that some therapists may 

have been physiologically relaxed, but may not have been as aware of their bodies as 

some of the other therapists. Therefore, they did not report themselves as being 
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relaxed. If this is the case, then a cognitive component appears to play an important role 

in the subjective perception of relaxation. 

Therapists' relaxation before the psychotherapy session was also negatively 

correlated with their negative affect (NA) before the psychotherapy session, r = -.47, £ = 

.002. The role of affect will be discussed further in the next section. Also, NA and HR 

were predictors of therapist satisfaction and will be summarized later (see Table 12). 

Affect 

Processing emotionally laden material in therapy is believed to be a powerful means 

of bringing the session into the present moment. As Sherrington (1906) noted, all 

perception is based in feelings and felt contrasts. Attaching meaning to these 

phenomenological experiences is difficult and sometimes impossible. Felt experiences, 

such as strong emotions, are even difficult to identify and objectively define for the 

purpose of scientific study. This may be partially due to the pre-verbal nature of many 

important developmental experiences (Damasio, 1994). 

The experiences and skills which the therapist brings into the session include past, 

present, and anticipated experiences which are often emotional in nature. Perhaps 

therapists who incorporate an experiential component into their treatment can better 

assist their clients attach meaning to the phenomenology of being in a therapeutic 

relationship. Several significant correlations were found involving affect of the therapist 

or feelings between the client and therapist. For example, therapists' positive feelings 

toward the clients following the psychotherapy session were positively correlated with 

their own bodily focus following the psychotherapy session, r = .49, g = .002; r = .33, £ = 

.040. Therefore, therapists with a higher bodily focus had more positive feelings toward 

their client and therapists with a lower bodily focus had fewer positive feelings toward 
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their client. Even though the BFS had a floor effect, it appears that there is a 

relationship between feelings toward the client and the bodily focus of the therapist. 

However, there were conflicting results regarding positive affect of the therapist and 

positive feelings toward the client. Therapists' positive affect (PA) before the 

psychotherapy session was negatively correlated with their positive feelings toward their 

clients following the psychotherapy session, r = -.37, g = .021. This is a surprising 

finding, but may be explained by looking more closely at the properties of the PANAS 

scale. As seen in Figure 1, the PANAS dichotomizes affect into two distinct affective 

states, positive and negative. Each affective state is considered a continuous variable. 

An individual can have a high score on one variable and a low score on the other. 

Individuals with high PA and high NA would be considered anxious. Individuals with 

high NA and low PA are depressed. The therapists in this study reported a higher level 

of PA and a lower level of NA. Therefore, they should have been happy or elated. 

Since the PANAS was administered before the session, and feelings toward the 

client were rated after the session, one hypothesis is that something occurred during the 

psychotherapy session which lowered the PA and caused the therapist to have more 

negative and less positive feelings toward the client. Perhaps the problems of the client 

lower the PA of the therapist and they experience more counter-transferential feelings 

toward the client. As described above, high positive affect is not the same thing as low 

negative affect. It would appear that having a lower positive affect and a lower negative 

affect would be the ideal emotional state for a therapist beginning a psychotherapy 

session. This would be considered a point of balance in the therapist. Perhaps 

therapists beginning a session with too much positive affect are brought into a more 

balanced position by the client in a homeostatic fashion. Relatedly, therapists positive 

feelings toward the client following the psychotherapy session were negatively correlated 
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with therapists' negative feelings toward the client following the psychotherapy session, r 

= -.46, e = .003. 

Although there were several interesting findings related to affect, it appears that 

there was also a floor effect with the NA scale of the PANAS. This is apparent by 

observing the difference between the mean scores of the PA and the NA (See Table 5). 

There appeared to be a discrepancy between the NA scale scores and observations 

made by the experimenter and the massage therapists as well. Many therapists were 

observed to appear agitated or anxious during the study. It is possible that they were 

anxious, yet under-reported their NA, resulting in the extremely low NA score. As seen 

in Figure 1, if therapists were anxious during the study, then they should have had both 

a high PA and a high NA. As noted earlier, therapists did have a high PA score. It may 

be that the therapists under-reported negative affect for the same reasons they under-

reported the items on the BFS since both scales require the endorsement of similar 

types of experiences. This would explain the discrepancy between the observations 

made by the experimenter and the self-report on the PANAS. Furthermore, as 

Nemanick and Munz (1994) and Bagozzi (1993) found, self-reports of NA tend to be 

lower than peer reports. It appears that the current study also brings into question the 

construct validity of the PANAS (as well as other adjective checklists) for the lower poles 

of positive and negative affect. 

Although positive affect before the session had a negative correlation with positive 

feelings toward the client as discussed above, therapists' preparedness to see their 

client before the session was positively correlated with the clients' positive feelings 

toward the therapist following the psychotherapy session, r = .32, e = .045. Therefore, 

the more prepared the therapist was to see their client, the more positive the client felt 

toward the therapist at the end of the session. Also, therapists' preparedness to see 
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their client before the session was negatively correlated with their negative affect and 

positively correlated with their positive affect before the session, r = -.35, = .031; r = 

.35, fi = 028. This finding indicates that the more prepared the therapists were to see 

their clients, the less negative affect and more positive affect they experienced before 

the session. It seems that therapists who are more prepared and experiencing only 

moderate levels of positive affect will be perceived more positively by their clients. This 

may be important in the early stages of therapy where rapport-building is seen as 

essential. Also, therapists who take time to prepare for their appointments may be less 

susceptible to feelings of distress. 

As indicated earlier, a large part of what happens in therapy is the processing of 

emotionally-laden experiences. Often, emotional experiences are associated with 

developmental processes which are pre-verbal, chronic, and problematic. On the other 

hand, emotional experiences are sometimes associated with acute trauma or stressors 

which overwhelm our clients and account for their presenting problems. However, 

findings from the current study suggest that the level of acute stress experienced by the 

therapist may have an impact on how their client's feel toward them. In the current 

study, clients' negative feelings toward the therapist following the psychotherapy session 

were positively correlated with the systolic BP of the therapist, r = .33, ja = .043. Since 

systolic BP is believed to be a measure of acute stress, it would appear that therapists 

who experienced more acute stress had clients that felt more negatively toward them. 

Again, the affective state of the therapist may be particularly important in the early 

stages of therapy where the goal is to build rapport and establish a trusting relationship. 

Satisfaction with the Session 

The findings discussed thus far are related primarily to process issues of 

psychotherapy. This section of the discussion covers four significant correlations that 
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were found to be related to the outcome measure of satisfaction with the session (BFS 

#50). The first is that therapists' HR measured before the psychotherapy session was 

negatively correlated with their own reported satisfaction with the psychotherapy, r = -

.32, f> = .046. The second finding is that therapists' negative affect before the 

psychotherapy session was negatively correlated with their own satisfaction with the 

psychotherapy session, r = -.40, p = .012. The third finding is that clients' satisfaction 

with the psychotherapy session was positively correlated with therapists' satisfaction 

with the psychotherapy session, r = .27, = .046. The fourth finding is that therapists' 

preparedness to see their client was positively correlated with their satisfaction of the 

psychotherapy session, r = .31, e = .029. 

Table 11 summarizes the findings related to outcome. As seen in Table 11, 

therapists and clients were more satisfied with the session if the therapist was more 

prepared, had a lower HR, and had less negative affect before the session. Likewise, 

therapists and clients were less satisfied with the session if they were less prepared, had 

a higher HR, and had more negative affect. This finding may be important to keep in 

mind for therapists who are doing very brief therapy and do not have the time to focus on 

the process of change over longer periods of time. 

Because these measures were taken before the session, it was believed that they 

would have predictive qualities. Therefore, step-wise multiple regression analysis was 

calculated on these four variables in order to determine their predictive ability of the 

therapists' satisfaction with the session. Table 12 summarizes the results of the multiple 

regression. Clients' satisfaction with the session and the preparedness of the therapist 

were not included in the regression because they did not contribute significantly to the 

prediction of therapist satisfaction. Client satisfaction was also used as a dependent 
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variable with the other four variables as independent variables. However, none of the 

variables loaded into the regression equation. 

The two variables that were included in the regression equation were HR and 

negative affect (NA). Heart rate and negative affect are two variables that can be 

manipulated with experience. Furthermore, NA was found to have a negative correlation 

with the self-report of relaxation as discussed above. With practice, therapists may be 

able to manipulate these variables prior to psychotherapy sessions and experience an 

increase in their satisfaction with the session. For example, therapists who engage in a 

brief relaxation exercise prior to entering a therapy session may experience decreased 

negative affect and increased satisfaction with the session. 

Limitations and Future Directions 

It appears that situational factors and experience level of the therapists may have 

accounted for the floor effect of the BFS and NA scale of the PANAS. Future studies 

should consider using more experienced therapists. More experienced therapists likely 

have developed more appreciation for the recognition and endorsement of the "negative" 

items which constititute the BFS. For the same reason, more experienced therapists 

would be more likely to recognize and endorse the "negative" items which make up the 

Negative Affect scale of the PANAS. Also, the participants in the current study are 

graduate students involved in intensive counseling and clinical doctoral graduate 

psychology programs. It seems likely that graduate students are regularly activating left-

brain processes which may bias them against the recognition of right-brain experiences. 

Therefore, graduate students may have a tendency to deny bodily experiences in order 

to focus more energy on their studies, which affected their endorsement of the BFS and 

NA scale of the PANAS. Using more experienced therapists would likely have 
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eliminated the floor effect of both scales which threatened the validity of the results 

obtained in this study. 

Although the current study was limited due to the floor effect of the dependent 

measures, there are several additional considerations which limited this study and may 

have attenuated the results. It seems that when working with human subjects, 

researchers should be aware of the large degree of variance produced in responding to 

experimental conditions within individual participants. Figures 2 through 14 display the 

mean BFS scores for therapists and their clients. Figures 15 through 24 display the 

means and standard deviations of the physiological measures and PANAS sub-scales. 

There was high variability in scores across most measures and conditions, particularly 

the large standard deviations of the physiological and PANAS scores. 

Figures 2 through 24 demonstrate the dynamics within and between individuals 

used in this study. It is apparent that individuals varied widely in their response to the 

self-report dependent measures, as well as on the physiological measures. In addition, 

there were bimodal distributions for diastolic BP and STTS score before the 

experimental manipulation (See Table 3). Also, bimodal distributions existed for the 

therapist BFS score and for the number of items discussed on the BFS reported by 

clients (See Tables 5 and 7). Several data sets were also skewed and transformation of 

the data had only a minor impact on the distributions. 

This study was therefore limited, in part, due to the limitations of measures of 

central tendency and assumptions of homogeneity of variance to identify patterns of 

response. Future researchers should consider using more elaborate within-subjects 

designs and non-linear statistics to appropriately detect the type of dynamic response 

patterns which appear to have occurred in this study. Although SPSS versions 7.0 and 

6.1.3 for windows have some statistics available to measure non-linear data sets, they 
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are designed to measure only broad levels of change. It appears that in this study, 

dynamic patterns of change (Mahoney, 1994) occurred within many of the subjects. 

Also, statistical tools available to most researchers are not sensitive to these type of 

changes (Turvey, 1998). 

Likewise, it is possible that one individual in a system can create a homeostatic 

response within the system, balancing the physiological and cognitive components of the 

other individual(s) in the system. For instance, the bimodal distribution disappears 

before the psychotherapy session for the diastolic BP and STTS (See Table 3). 

Therefore, the distribution of scores became normal following the relaxing experimental 

conditions. This indicates a process of homeostasis, as described in Mahoney (1994), 

may have taken place within some of the individuals comprising that distribution of 

scores. 

When considering the neurobiological models of Edelman (1987, 1992) and 

Damasio (1994), and the relationship between emotional processing mechanisms of the 

brain which are affected by touch and massage, massage may function to create 

homeostasis in the individual. One component of massage is relaxation, and relaxation 

was utilized in the control and video conditions. It is also possible that relaxation alone 

functions to create homeostasis. Massage and relaxation may for example, increase BP 

or HR in individuals with low BP or HR. 

Many of the therapists appeared stressed or anxious, as was discussed earlier. 

This may have been due to many factors such as time pressure and associated 

stressors of being a graduate student. Many therapists reported being concerned about 

the time and whether or not they would be late for their session due to the experimental 

manipulations. Many were also observed monitoring the time remaining in the 

experimental phase. It appeared that they may have been concerned that the massage 
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lasted longer than scheduled. Time distortion is a common effect of receiving a 

massage. Future studies should control for the effects of time pressure with instructions 

to therapists and feedback following the experimental manipulation regarding the time 

remaining. This may decrease the amount of stress typically associated with time 

pressure. 

Since there appeared to be no effect across the experimental conditions on any of 

the main hypotheses, and that one possible explanation was that all three conditions 

may have been relaxing for the therapists, future studies should consider adding a fourth 

condition that would function as more of a control condition than the case review 

condition appeared to have in this study. Behavioral observations and anecdotal data 

gathered during this study indicated that therapists typically do not spend 15 to 20 

minutes preparing for their clients prior to therapy. As noted above, they are often 

pressured for time and hurriedly greet their clients without even looking at their chart. 

Scheduling practices typically only allow 10 minutes to record case notes from the 

previous session. Having a 15 to 20 minute "control" condition where the therapist reads 

over case notes may have been quite relaxing for them compared to their normal daily 

routine. Therefore, adding a fourth control condition where only blood pressure, heart 

rate, and possibly completion of the PANAS prior to the session would be a more 

realistic control condition. Obtaining these measures would take less than five minutes 

and would result with the same amount of pre-post data as with the current design. 

Other factors which may have affected individual physiologic and cognitive 

responses to massage were caffeine ingestion and general aerobic fitness. Many of the 

therapists were observed drinking coffee or stated that they had been drinking coffee 

prior to the massage condition. However, they drank coffee prior to other phases of the 

study as well. Unfortunately, the exact quantities of caffeine ingestion were not 
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measured. The aerobic fitness level of the therapist likely affected the physiological 

measures of BP and HR as well, and both may be related to the homeostatic effect of 

the massage. Future studies should consider the aerobic fitness of the therapist and the 

amount of caffeine ingested. Co-varying out a measure of aerobic fitness and caffeine 

intake would control these potential error variables, but would require a larger sample 

size. 

It appears that the chair massage did not produce the desired effect. The 

physiological measures which are typically associated with massage, systolic BP and 

heart rate, did not decrease as predicted in hypotheses one and two. NA also did not 

decrease as predicted in hypothesis three. Hypotheses four through seven were built on 

the assumption that hypotheses one through three would be significant. If systolic BP, 

heart rate, and negative affect would have decreased significantly in the massage 

condition, then the likelihood of achieving significance would have improved for 

hypotheses four through seven. Also, hypotheses five through seven were somewhat 

contingent on hypothesis four being significant. Considering the floor effect of the BFS, 

it would seem more likely that the therapist would have reported more discussion of 

bodily experiences if they would have endorsed more items on the BFS. 

One reason the physiological measures were not affected by massage may have 

been the length and type of massage received. A 15 to 20 minute chair massage may 

not be powerful enough to achieve the desired effects. Ideally a one-hour full-body 

massage could have been given to each therapist. However, longer massages would 

have increased the cost of the study significantly. Increasing the number of subjects 

also would have increased the cost of the design, but would have also increased the 

power. Future studies would ideally increase the number of subjects as well as the 

length of the massage. Doing this would provide more control of extraneous variables 
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and would diminish the effects of individual differences. Increasing the number of 

subjects would more likely produce the desired physiological and cognitive results in the 

experimental condition. 

Another problem with this study was the length of the STTS. This questionnaire did 

not have a sufficient number of items in order to be statistically reliable. Scales with less 

than 10 items cannot validly be analyzed for reliability. Future studies should increase 

the number of variables on the STTS to 10 or more. Doing this would increase the 

reliability of the STTS as a scale measure of muscular tension. For example, instead of 

only providing a rating for "arms", the STTS should have indicators for rating triceps, 

biceps, and forearms. 

Prior to data collection it was believed that massage would be a more powerful 

technique for increasing the therapists' bodily focus than the video or case file review. 

Since this study is the first of its kind, there was no prior literature on which to base 

hypotheses. Therefore, the hypotheses were essentially exploratory in nature. 

Nonetheless, the exploratory analyses conducted in this study appear to have lent 

corroboration to the theoretical assumptions elaborated in the rationale for this research. 

The current study proposed that increasing the therapists' bodily focus is a type of 

process-facilitator which brings the session into the present moment. As implied in the 

introduction, exploratory analyses suggest that increasing the clients' bodily focus may 

be a type of process-facilitator, regardless of the method or technique utilized to do this. 

Results from this study indicate that massage and other experiential techniques which 

increase the relaxation of therapists likely facilitate the process of therapy. 
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This scale consists of a number of words that describe different feelings and 
emotions. Read each item and then mark the appropriate answer in the space 
next to that word. Indicate to what extent you feel this way right now, that is, at 
the present moment. Use the following scale to record your answers. 

1 

very slightly a little 
or not at all 

3 4 5 

moderately quite a bit extremely 

interested 
distressed 
excited 
upset 
strong 
guilty 
scared 
hostile 
enthusiastic 
proud 
relaxed 
prepared to see my client 

. irritable 

. alert 

. ashamed 

. inspired 

. nervous 

. determined 

. attentive 

.jittery 

. active 

. afraid 

. aware of my body 
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To what extent did you experience each of the following during 
the preceding session? 

Not 
Al 

1.A headache. 

2. Feelings of shyness or embarrassment. 

3. A desire to stretch or move. 

4. Hunger pangs or stomach grumblings. 

5. Yawning or sighing . 

6. Difficulty in understanding what was said. 

7. A reluctance to say something. 

8. Feeling offended or hurt by what was said. 

9. Thoughts about the time or time remaining. 

10. An awareness of my posture. 

11. The smell of the client (cologne, etc.). 

12. A sense of warmth or affection from 
the client. 

13. Myself staring blankly at one thing. 

14. How physically warm or cold I felt. 

15. My breathing. 

16. Parts of my body that were uncomfortable. 

17. The dryness or wetness of my mouth. 

18. Muscle tension in parts of my body. 

19. Itching areas on my skin or scalp. 

20. My heart rate. 

21. My facial expression. 

22. The sound of my voice. 

23. Gas in my stomach or intestines. 

24. Numbness or tingling in parts 
of my body. 

25. Straying of my attention. 

26. A strong feeling or emotion. 

27. Muscle tremors or twitching. 

28. Images from my childhood. 

29. Sexual feelings. 

30. Images of people I know. 

31. Thoughts of things I was worrying about. 

Circle your answer) 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

Frequently 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 
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32. Memories of music or musical lyrics. 

33. My eyes watering. 

34. Sounds from outside the room. 

35. Unusual body sensations. 

36. Dreams or dream fragments. 

37. Thoughts about what I was doing 
with my hands. 

38. Problems hearing what was said. 

39. Unwanted thoughts or images. 

40. An awareness of the (un)comfortableness 
of my clothes or shoes. 

41. Feelings of boredom. 

42. Something stuck in my throat 

43. The force of gravity on my body 

44. Thoughts about the client's 
physical appearance. 

45. Being aware of the sound or tone of 
the client's voice. 

46. Thoughts about my own physical appearance. 

47. Thoughts or feelings about looking into the 
client's eyes. 

For the last three questions, use: 

48. Positive feelings toward the client. 

49. Negative feelings toward the client. 

50. How satisfied were you with the session? 

Less 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

6 

6 

6 

6 

6 

6 

6 

More 

6 

6 

6 

Now, please read back through each of the above items and circle the number of those items you actually remember 
talking about with your client. For example, if you had mentioned your headache, circle the number "1" to the left of 
that item. 

Thank you very much for your participation in this project. 
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To what extent did you experience each of the following during 
the preceding session? (Circle your answer) 

Not< 
A 

1.A headache. 1 2 3 4 5 6 

2. Feelings of shyness or embarrassment. 1 2 3 4 5 6 

3. A desire to stretch or move. 1 2 3 4 5 6 

4. Hunger pangs or stomach grumblings. 1 2 3 4 5 6 

5. Yawning or sighing. 1 2 3 4 5 6 

6. Difficulty in understanding what was said. 1 2 3 4 5 6 

7. A reluctance to say something. 1 2 3 4 5 6 

8. Feeling offended or hurt by what was said. 1 2 3 4 5 6 

9. Thoughts about the time or time remaining. 1 2 3 4 5 6 

10. An awareness of my posture. 1 2 3 4 5 6 

11. The smell of the therapist (cologne, etc.). 1 2 3 4 5 6 

12. A sense of warmth or caring from 
A O o A 5 6 

the therapist. 1 2 O 6 

13. Periods of staring blankly at one thing. 1 2 3 4 5 6 

14. How warm or cold I was. 1 2 3 4 5 6 

15. My breathing. 1 2 3 4 5 6 

16. Parts of my body that were uncomfortable. 1 2 3 4 5 6 

17. The dryness or wetness of my mouth. 1 2 3 4 5 6 

18. Muscle tension in parts of my body. 1 2 3 4 5 6 

19. Itching areas on my skin or scalp. 1 2 3 4 5 6 

20. My heart rate. 1 2 3 4 5 6 

21. My facial expression. 1 2 3 4 5 6 

22. The sound of my voice. 1 2 3 4 5 6 

23. Gas in my stomach or intestines. 1 2 3 4 5 6 

24. Numbness or tingling in parts 
of my body. 1 2 3 4 5 6 

25. Straying of my attention. 1 2 3 4 5 6 

26. A strong feeling or emotion. 1 2 3 4 5 6 

27. Muscle tremors or twitching. 1 2 3 4 5 6 

28. Images from my childhood. 1 2 3 4 5 6 

29. Sexual feelings. 1 2 3 4 5 6 

30. Images of people I know. 1 2 3 4 5 6 

31. Thoughts of things I was worrying about. 1 2 3 4 5 6 

32. Memories of music or musical lyrics. 1 2 3 4 5 6 

Frequently 
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33. My eyes watering. 

34. Sounds from outside the room. 

35. Unusual body sensations. 

36. Dreams or dream fragments. 

37. Thoughts about what I was doing 
with my hands. 

38. Problems hearing what was said. 

39. Unwanted thoughts or images. 

40. An awareness of the (un)comfortableness 
of my clothes or shoes. 

41. Feeling bored. 

42. Something stuck in my throat 

43. The force of gravity on my body 

44. Thoughts about the therapist's 
physical appearance. 

45. Being aware of the sound or tone of 
the therapist's voice. 

46. Thoughts about my own physical appearance. 

47. Thoughts or feelings about looking into the 
therapist's eyes. 

For the last three questions, use: 

48. Positive feelings toward the therapist. 

49. Negative feelings toward the therapist. 

50. How satisfied were you with the session? 

Less 

1 

1 

1 

More 

5 6 

5 6 

5 6 

Now, please read back through each of the above items and circle the number of those items you actually 
remember talking about with your therapist. For example, if you had mentioned your headache, circle the number 
"1" to the left of that item. 

Thank you very much for your participation in this project. 
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THERAPIST 
DEMOGRAPHIC QUESTIONNAIRE 

1. Subject Number. 

2. Gender: (1 = Male, 2 = Female) 

3. Age: 

4. Number of total therapy clients seen: a) < 10 
b) 11-50 

c) > 50 

5. Previous Professional Massage? (1 = yes, 2 = no) 

6. Client file # 
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RATING 

1 

DESCRIPTION 

Very soft, lacking 
tone or firmness. 

Normal tone, firm yet 
supple. Can penetrate 
entire muscle. 

Minimal tension. Able 
to press through 
tissue but tension 
is present. 

Mild tension. Able to 
penetrate 3/4 of muscle. 
Small nodules may be 
present. 

Moderate tension. Able to 
penetrate Vz of muscle. 
Scattered nodules may be 
present. 

Severe tension. Able to 
penetrate 1/4 of muscle. 
Large nodules and taut 
fibers may be present. 

Extremely nervous tension. 
Very hard to the touch. 
Little or no penetration. 

ADJECTIVES 

hollow 
hypotonic 

pliable 
relaxed 

stressed 

tense 
congested 

stiff 
taut 
hypertonic 

knotted 
tight 
constricted 

contracted 
hard, solid 
impenetrable 

Indicate to what extent you think the following bodily areas rated from 1 to 7: 

Neck 
Shoulders 
Upper back 
Middle back 
Lower back 
Arms 
Hands 



APPENDIX F 

TABLES 



68 

Table 1 

Flow Chart of Experimental Design* 

Massage condition 

PANAS-->BP-->HR~>Massage >BP-->HR~>PANAS~>Therapy session~>BFS 

Video condition 

PANAS-->BP-->HR~>Video >BP-->HR~>PANAS-->Therapy session->BFS 

Case material condition 

PANAS->BP-->HR->Chart Review-->BP->HR-->PANAS-->Therapy session~>BFS 

* For therapists' participation only 
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Table 2 

Therapist Physiological Data - Hypotheses 1 and 2 

Mean SD n 

Systolic BP Case Condition Before 108 12 13 

Systolic BP Case Condition After 105 12 13 

Systolic BP Video Condition Before 110 16 13 

Systolic BP Video Condition After 104 13 13 

Systolic BP Massage Condition Before 112 13 13 

Systolic BP Massage Condition After 108 14 13 

Heart Rate Case Condition Before 68 9 13 

Heart Rate Case Condition After 69 14 13 

Heart Rate Video Condition Before 67 9 13 

Heart Rate Video Condition After 66 12 13 

Heart Rate Massage Condition Before 66 12 13 

Heart Rate Massage Condition After 67 14 13 



Table 3 

Collapsed Therapist Physiological Data Before Experimental Condition 
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Mean Median Mode SD n 

Systolic Before 110 112 112 14 39 

Heart Rate Before 67 68 68 10 39 

Diastolic Before 71 72 64* 9 39 

STTS Before 31 30 24* 5 13 

Multiple modes exist. The smallest value is shown. 



71 

Table 4 

Collapsed Therapist Physiological Data After Experimental Condition 

Mean Median Mode SD n 

Systolic After 106 107 107 13 39 

Heart Rate After 67 67 64 13 39 

Diastolic After 70 69 68 7 39 

STTS After 25 23 22 6 13 



Table 5 

Therapist Positive Affect (PA) and Negative Affect (NA) Scale Scores 
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Mean SD n 

NA Case Condition Before 13 3 13 

NA Case Condition After 12 3 13 

NA Video Condition Before 13 3 13 

NA Video Condition After 11 2 13 

NA Massage Condition Before 15 6 13 

NA Massage Condition After 11 2 13 

PA Case Condition Before 33 8 13 

PA Case Condition After 33 9 13 

PA Video Condition Before 32 10 13 

PA Video Condition After 33 7 13 

PA Massage Condition Before 32 5 13 

PA Massage Condition After 34 6 13 



Table 6 

Therapist and Client BFS Scores - Hypotheses 4 through 7 
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Mean SD n 

Therapist BFS in Case Condition 88 16 13 

Therapist BFS in Video Condition 88 12 13 

Therapist BFS in Massage Condition 85 13 13 

Therapist Discussion of BFS - Case Condition 1 1 13 

Therapist Discussion of BFS - Video Condition 1 1 13 

Therapist Discussion of BFS - Massage Condition 2 2 13 

Client BFS in Case Condition 106 27 13 

Client BFS in Video Condition 109 32 13 

Client BFS in Massage Condition 106 32 13 

Client Discussion of BFS - Case Condition 5 4 13 

Client Discussion of BFS - Video Condition 3 3 13 

Client Discussion of BFS - Massage Condition 5 5 13 
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Table 7 

Collapsed Therapist and Client BFS Scores 

Mean Median Mode SD n 

Client BFS 105 108 71 34 39 

Therapist BFS 87 86 81* 13 39 

*multiple modes exist 
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Mean SD 

69 

70 

69 

67 

75 

74 

7 

6 

11 

8 

9 

7 

13 

13 

13 

13 

13 

13 

Table 8 

Diastolic Blood Pressure 

Diastolic BP Case Condition Before 

Diastolic BP Case Condition After 

Diastolic BP Video Condition Before 

Diastolic BP Video Condition After 

Diastolic BP Massage Condition Before 

Diastolic BP Massage Condition After 



Table 9 

Therapist and Client Response to Outcome Questions Added to the BFS 
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Mean Median Mode SD n 

48 - Client 5 5 6 1 39 

49 - Client 1 1 1 1 39 

50 - Client 5 5 5 1 39 

48 - Therapist 5 5 5 1 39 

49 - Therapist 2 1 1 1 39 

50 - Therapist 4 4 4 39 



Table 10 

Therapist Response to Validity Questions Added to PANAS 

77 

Mean SD n 

Relaxed Before Condition 3 39 

Relaxed After Condition 4 1 39 

Prepared Before Condition 3 1 39 

Prepared After Condition 4 1 39 

Aware of Body Before Condition 3 1 39 

Aware of Body After Condition 3 1 39 



Table 11 

Therapist arid Client Satisfaction with the Session 
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Heart Therapist Client Satisfaction 
Rate Prepared NA With Session 

Therapist More 
NA 

Satisfied With Session lower more* lower more* 

Therapist Less 
Satisfied With Session higher* less* higher* less* 

significant one-tailed correlations 
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Table 12 

Summary of Stepwise Regression Analysis for Variables Predicting 

Therapists' Satisfaction with the Session 

Variable B SE B p 

Negative Affect Before the Session -.18 .07 -.38* 

Heart Rate Before the Session -.03 .01 .30* 

Note. R2 = .25 for Step 2, g < .01. 

*E < .05 
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Figure 1 

Graphic Representation of the PANAS. 
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