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The goal of the study was to explore the effects of mindfulness-based touch
therapy, a passive body-therapy intervention, in combination with the practice of
mindfulness as an active meditative discipline, in patients with moderate
recurring or episodic depression. The method under study is seen as a possible
adjunct to psychotherapy and psychopharmacotherapy. The degree of depression
before and after the therapy phase was determined according to Hamilton’s scale.
The outcome was a highly significant improvement in depressive illness, with a
general alleviation of depressed mood, reduction in feelings of guilt, in suicidal
thoughts and in sleep maintenance insomnia; increase in motivation in carrying
out everyday activities; reduction in feelings of anxiety at both psychological and
somatic levels and easing of general somatic symptoms. The results show that the
method under study can serve persons suffering from depression as an adjunct to
conventional therapeutic measures.
Keywords: depression; mindful touch; mindfulness; manual therapy; massage;
body work

1.

Introduction

A low capacity for self-awareness makes it difficult for depressed individuals to
recognise and reflect on destructive behavioural patterns, negative thoughts and
feelings, anxiety, tension, physical pain, exhaustion and inner restlessness. Segal,
Williams, and Teasdale (2002) have shown the association between lack of mindful
self-awareness and depression.
Furthermore, insights into attachment research indicate that insecure attachment
between a child and its parents in an early phase of development can lead to
depression later on in life. In its earliest phase, the dialogue from which attachment
evolves is almost exclusively tactile (Montagu, 1986). A child’s first emotional
attachment is thus based on physical contact, creating the foundation for its further
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emotional and intellectual development (Bowlby, 1969, 1973, 1980; Field, 2001;
Turp, 1999, 2000).
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1.1.

Prevalence of depression

Depression is a worldwide phenomenon. Estimates show that the number of people
affected worldwide is beyond 100 million and those newly affected are more than
800,000 per year (Jütte, 2001).
The prevalence of psychological and psychosocial problems among patients of
general practitioners is high, representing the most frequent psychological disorder
seen in general practitioner care. According to Wittchen, Jakobi, Klose, and Ryl
(2010), around 19% of the population are affected by depression at some point in
their life. The 12-month prevalence of depressive disorders in the average German
population is 11%, amounting to around six million individuals. (In slightly more
than half of these, the severity of depression reaches a level requiring treatment.)
A largely underestimated aspect is the bodily manifestation of depression (latin:
depressere ¼ to press down or weight down). Besides having a cognitive component,
every emotion also manifests itself in the physical realm of feeling. This fact is often not
adequately addressed in the treatment of depression. This study proposes that this
somatic perspective contributes an important aspect in considering possible approaches
and therapeutic interventions for persons suffering from depression. It is the authors’
experience that other forms of therapy besides psychotherapy and pharmacotherapy are
needed in order to do justice to the many different levels of this illness.
1.2. Mindfulness and touch as therapeutic principles
1.2.1. Mindfulness
Mindfulness as a therapeutic principle is gaining significance (Ott, 2010). The
concept of a ‘mindful attitude’ relates to a state of absolute presence which is
achieved through consciously directing one’s attention, allowing both internal and
external stimuli to come to awareness, without judging or classifying one’s
experience in doing so. Weiss refers to the state of consciously focused attention as
‘meta-cognition’ (Weiss, Harrer, & Dietz, 2010). In a state of mindfulness, one is
not dissociated but rather participates as an empathic observer. Practising meta
cognition means to refrain from automated reactions as much as possible (KabattZinn, 1994), but it also requires not identifying oneself with the person or object one
is observing (non-identification). An accepting, non-judgmental attitude makes it
possible to experience human relationships with incomparably greater intensity.
A mindful state of consciousness thus has not only an intrapsychic aspect to it, but is
also significant for interpersonal communication at an emotional level.
Among the depth psychology approaches where mindfulness is practised for
therapeutic purposes are focusing (Gendlin, 1996), internal family system therapy
(Schwartz, 1995) and the Hakomi method (Kurtz, 1990). These methods give full
appreciation to the role and importance of radical acceptance in a mindfulness-based
therapeutic process (Weiss et al., 2010).
The effects of mindfulness on the mind are accompanied by physiological
changes (Siegel, 2007). Schwartz was able to show in positron emission tomography
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(PET) scans that mindfulness-based cognitive therapy leads to systematic changes in
brain synaptic activity patterns (Schwartz, 1996). Davidson et al. (2003) concurred
with this in their functional magnetic resonance imaging, PET and electroencephalography studies on meditating Tibetan monks, in whom they found enhanced activity
of the left prefrontal cortex, an area of the frontal brain which is crucial for
maintaining an overall positive mood, heightened attention and emotional selfregulation. By contrast, depressed individuals with an overall negative mood are
reported to show elevated activity of the right frontal lobe (Davidson & Coleman,
1974; Davidson et al., 2003; Davidson, Schwartz, & Rothman, 1976). It thus appears
that the relation between left side and right side of prefrontal neural activity may
correlate with the aspects of an individual’s tone of mood.
Ma and Teasdale (2004), Segal et al. (2002), Teasdale et al. (2000) and Williams
and Kuyken (2012) reported positive results from studies investigating the
effectiveness of mindfulness-based cognitive therapy in preventing recurrence of
depression.
1.2.2. Touch
Methods based on touch count amongst the oldest healing methods known and have
been practised across all cultures over the millennia. Their therapeutic healing
effects have been proven since centuries – no less than the effects of touch
deprivation.
Touch allows humans to convey essential messages to one another which cannot
be communicated in any other way.
Reich (1987, 1989) deserves credit for having been one of the first analysts who
dedicated himself to body work as a means of dealing with issues of posture and
muscular organisation. He developed the concept of muscular armour as the bodily
aspect of emotional repression and himself used touch interventions as a means of
releasing the hold of muscular armour and allowing repressed experiences to
emerge.
Balint (1981), Boyesen and Boyesen (1987), Groddeck (1988), Keleman (1986),
Lowen (1967), Rank (1998) and others contributed to the further development and
modification of therapeutic touch methods towards more active, dialogic techniques
(Marlock & Weiss, 2006; also see Ferenczi, 1988).
The Hakomi method, an experientially, body-oriented form of psychotherapy,
involves the use of touch experiments while the client is in a state of inner
mindfulness in order to facilitate access to his or her unconscious (Kurtz, 1990).
Turp (1999, 2000) has published some noteworthy work on touch and handling
in young children and adults in the context of depressive illness. She writes ‘Many
clients who express their distress through psychosomatic illness or physical selfharm describe a very poor history of touch’ (Turp, 2000, p. 9).
Research carried out at the Touch Research Institute at the University of Miami
in the USA has likewise demonstrated the positive effects of therapeutic touch in
depression (Field et al., 1997). The effectiveness of this therapeutic concept was
demonstrated in a study on what has come to be known as slow stroke intervention
(Müller-Oerlinghausen, Berg, & Droll, 2007). Summing up the evidence, a recent
meta-analysis by Hou, Chiang, Hsu, Chiu, and Yen (2010) has confirmed the clinical
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potential of therapeutic touch intervention or massage in depressed individuals.
Westland’s (2010) question on Physical touch in psychotherapy is ‘Why are we not
touching more?’
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1.2.3.

Synergies of touch and mindfulness

In his work in attachment research and mindfulness practice, Siegel (2007) describes
how early experiences of secure attachment and the capacity for mindfulness relate
to one another. He says that the reciprocal attunement that occurs in association with
secure attachment between parent and child is reflected in an intrapsychic form of
attunement that occurs in mindful awareness. Both forms of attunement foster the
capacity for close relationships as well as resilience and well-being (Siegel, 2007).
Neurobiological studies indicate a similar connection. This research has
demonstrated high levels of left prefrontal cortical activity in individuals who
practise mindfulness as well as in securely attached babies (Davidson & Fox, 1989).
By contrast, depressed individuals have low levels of left frontal cortical activity
according to Davidson and Fox (1989).
Insights gained in the positive therapeutic effects of mindfulness practice and
mindfulness-based touch interventions on mood and well-being, particularly in
persons suffering from depression, indicate that synergy effects may be achievable
from a combination of the two approaches.
This can be made plausible by reference to Odgen’s model of hierarchical
information processing (Ogden, Minton, & Pain, 2006), which describes how
cognitive, emotional and sensorimotor information is processed.
According to this model, touch is processed via sensorimotor pathways, that is
the touch stimulus initially elicits a sensorimotor reaction, which itself is sensed and
experienced as an emotion and eventually interpreted cognitively. Here, the
information-processing pathway leads from the body via the emotions to the
cognitive faculties; in hierarchical terms this means from bottom to top (bottom-up
pathway).
Mindfulness is initially processed cognitively (Ogden et al., 2006; Schwartz,
1996), that is mindful awareness begins as conscious cognition, becomes emotion
and ends as a bodily sensation. Here, the information-processing pathway leads from
cognition via the emotions to the body, that is from top to bottom (top down).
Mindfulness practice and mindfulness-based touch interventions thus work from
opposite ends of the information-processing hierarchy, resulting in the integration of
immediate bodily experience with mindful cognitive self-awareness.
On account of its frequent association with touch deprivation during early
childhood, depression in adults typically also manifests itself in a low level of
mindful bodily awareness, a lack of trust in the body and a feeling of being
helplessly exposed to bodily/sensorimotor reactions such as muscle tension, shallow
breathing, low energy level, exhaustion and a loss of feeling (Müller-Oerlinghausen
et al., 2007). In other words, the depressed individual’s sensorimotor processing has
become dysfunctional. This is most often associated with a loss of sensory
perception and a sense of being caught in negative emotions, resulting in frequent
brooding and thoughts of anxiety, that is dysfunctional cognitive processing
(Müller-Oerlinghausen et al., 2007; Segal et al., 2002).
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We believe that this vicious circle of the loss of physical self-perception and
dysfunctional cognitive processing can be interrupted through the synergy effects of
the two therapeutic methods described above. To our knowledge, there has been no
research on their combined use to date.
1.3. Rationale for the study
Thus, if mindfulness, practised as a meditative discipline, and mindfulness-based
touch, practised as a body therapeutic method, act from opposite ends of the neural
communication path, then a concept based on this very insight may be able to meet
the requirements for a holistic, integrative therapeutic approach that can serve those
in need of help as an adjunct to other therapies.
The goal of this study was, therefore, to determine whether or not mindfulness
practised in conjunction with touch therapy can have a positive influence in states of
moderate depression.
2.

Study design and methods

2.1. Patients
All patients were informed about the purpose and procedure of the study, including
matters of data privacy and data utilisation, and subsequently gave written consent
to their participation and the electronic storage of their personal data. The study
proposal was considered by the ethics commission of the Graz Inter-University
College at Seggau Castle and approved following minor modification.
The design was that of a prospective, randomised, single-blinded study. Twentyeight patients of the psychiatric hospital of Hall in Tirol were enrolled by an
assisting clinical psychologist based on the criterion of moderate depression [ICD10, subgroup F32.1 (episode) or F33.1 (recurring)] and assigned to the two groups at
random. There were 14 patients in both the test group (TG) and the control group
(CG). Patient mean age was 42.8 ^ 12.6 (mean ^ standard deviation) years in the
TG and 41.4 ^ 8.2 in the CG.
Table 1 gives an overview of the patients’ recruitment and participation. There
were more female than male participants entering the study, and five males and one
female who dropped out. The gender ratio of patients still participating at the end of
the study was identical in the two groups (Table 1).
After enrolment, patients were assessed for the degree of their depression based
on Hamilton’s scale (start of observation: ‘before’). All patients were receiving
medicinal therapy over the entire duration of the study.
Table 1. Gender ratio of participants at recruitment and over the course of the study.
Status
Consent
Enrolment
Conclusion

TG

CG

Total

18 (6 M, 12 F)
16 (5 M, 11 F)
14 (3 M, 11 F)

16 (5 M, 11 F)
15 (4 M, 11 F)
14 (3 M, 11 F)

34
31
28

Note: For further explanations, see text.
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Treatment in the TG differed from that in the CG only in that these patients
additionally received sessions in mindfulness-based therapy. After 8 weeks, the
degree of depression in the two groups was determined again to permit a direct
comparison between them (end of observation: ‘after’).
2.1.1. Test group
Every patient of the TG received 16 £ 60-min sessions of mindfulness therapy over
a period of 8 weeks. There were three therapists working in the group. Every patient
received all 16 sessions from the same therapist. Three sessions per week were given
during the first 3 weeks, and the remaining seven sessions were distributed over the
following 5 weeks. This regimen of 16 sessions distributed over 8 weeks stems from
the proven basic programme in mindfulness-based stress reduction (MBSR) used by
Kabatt-Zinn (1994, 2003). The treatment was the same for all participants,
especially the therapeutic procedure and time structure of the sessions.
2.1.2. Control group
The patients in the CG only received their basic medicinal therapy and were
otherwise largely left to themselves during the observation period. They were
unaware of which group they belonged to, that is they were not informed that they
were in the CG. After 8 weeks, the patients of this group were likewise reassessed
for their degree of depression to permit a comparison with the TG. After the end of
the observation period, each participant in the CG received eight sessions in
mindfulness therapy. Again, they were unaware that the observation phase had
ended with the second assessment and that the remaining sessions were of no
relevance to the study.
2.2. Description of the therapeutic method
The method under investigation in this study was developed and tested in practice by
the first author. He combines different approaches based on experiences from
Buddhist mindfulness practice, MBSR according to Kabatt-Zinn (2003), the
Hakomi method (experience-oriented psychotherapy; Kurtz, 1990) and various
forms of massage and body work. It comprises touch exercises for deepened bodily
awareness and gentle massage techniques. These were carried out according to a
standardised protocol to facilitate comparability. The treating therapists were all
trained in bodywork and massage and had additional qualification in mindfulness
practice and mindfulness-based touch therapy.
2.2.1. Touch
The touch interventions consist of gentle, rhythmic, flowing massage movements
derived from holistic massage techniques as well as from the touch without
movement akin to the elements of Hakomi therapy. Both the patient and the
therapist go into a state of mindfulness.
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2.2.2. Counselling
The patient is made familiar with the theoretical background as well as the practical
procedure of the therapy.
Counselling in mindfulness-based therapy differs from psychotherapeutic
counselling in that it focuses exclusively on the verbal communication of bodily
reactions and reactions of mood. The client is in a state of inner mindfulness as she
converses with the therapist. This dialogic form of mindfulness practice can be
regarded as ‘assisted meditation’ (Weiss, 2009). The therapist guides the patient
from a state of everyday consciousness to one of inner mindfulness while focusing
her attention on the patient’s sense of well-being. The patient directs her attention to
her bodily experience of self, actively reflecting and commenting on her bodily
sensation.
There is no discussion of psychological or biographic aspects or their causal
relationship with the client’s symptoms, nor are psychodynamic or psychoeducative
components involved in this form of counselling.
After the session, the patient’s reactions to the treatment and exercises are
reviewed verbally. The therapist guides the patient through the mindfulness
exercises, repeating and detailing her instructions as required.
2.2.3. ‘Homework’ as part of therapy
Mindfulness exercises which the patient can perform between therapy sessions form
an integral part of the therapy. They comprise mindful breathing practice and the
body scan as taught by Kabatt-Zinn (1994).
2.3.

The metric – Hamilton’s scale

The Hamilton Depression Rating Scale is a multiple-item questionnaire used to
assess the levels of depression (Hedlund & Viewig, 1979). The degree of depression
before and after the observation period was documented in both groups (one
receiving medication only, and the other additionally receiving mindfulness-based
therapy). The assessment was carried out by a clinical psychologist at the recruiting
hospital by way of an expert interview, on the basis of which 17 items were rated on
a scale from 0 to 4 (nine items) or 0 to 2 eight items) to judge the severity of the
illness.
2.4.

Statistics

Data from 56 survey sheets were entered into a database, checked, corrected where
necessary and analysed by descriptive and inferential statistics using the PASW
Statistics (version 17, formerly SPSS) software.
The number of evaluable participants in the test and control being equal, it was
possible to directly compare the total scores obtained in either group. Data were
analysed by x 2 tests to gain an impression of the severity of illness in the test and the
CGs prior to and after therapy. Patients were randomly assigned to each group.
Therapeutic efficacy was determined by calculating the difference between the
baseline value and the end-of-treatment value of each parameter. A positive
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difference thus signified a decrease in symptom severity, whereas a negative
difference, equivalent to an increase in a Hamilton parameter, signified aggravation
of a symptom. The pattern of improvement and aggravation across items in the two
groups was analysed by x 2 tests.
The number of improved symptoms (items) observed in both groups was
determined and compared, and the significance of the differences was determined
using the Mann –Whitney U-test (SPSS).
Specific levels of significance were assumed for the following error
probabilities: p # 0.05, significant; p # 0.01, highly significant.
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3.

Results

3.1. Comparison of symptom severity in the two groups
The differences obtained per item (‘before’ minus ‘after’) show whether the score
given for an item improved, remained unchanged or grew worse over the course
of the study. Since the number of participants who completed the study was the
same in either group (N ¼ 14, see Table 1), the outcome can be determined by
directly comparing the total score for all 17 items in each of the two groups. Out
of the total of 238 items (100%) under survey, the TG showed improvement in
123 items (51.7%), aggravation in 4 (1.7%) and no change in 111 (46.6%).
In the CG, there was improvement in 17 (7.3%), aggravation in 9, whereas the great
majority, namely 212 items (89.1%) remained unchanged. A comparison between the
two groups in terms of the number of items showing aggravation or improvement
shows a highly significant outcome in favour of the TG ( p , 0.001; Table 2).
3.2.

Comparison by item

Table 3 shows means and standard deviations by items in the two groups.
Table 4 shows the percentages of patients by items in whom symptom severity
decreased.
On comparing the rate of improvement in the two groups by items, it is seen that
in 15 out of 17 items the TG experienced a greater benefit than the CG. In eight
items, the difference between the two groups was highly significant (p # 0.002).
4. Discussion
The purpose of the study was to explore the effects of mindfulness-based touch
therapy, an interpersonal body-therapy intervention involving a passive recipient, in
combination with the practice of mindfulness as an active intrapersonal intervention,
Table 2. Global symptom improvement and aggravation in the TGs and CGs.
Item

TG

CG

Significance

Improved
Aggravated
No change
Total

123
4
111
238

17
9
212
238

p , 0.001

Description

Depressed mood
Feelings of guilt
Suicidality
Sleep-onset disorders
Sleep maintenance disorders
Terminal sleep disorders
Work and interest
Slowed activity
Restlessness/agitatedness
Anxiety (psychological symptoms)
Anxiety (somatic symptoms)
Gastrointestinal symptoms
General somatic symptoms
Loss of libido
Hypochondria
Lack of awareness of being ill
Weight loss

Item

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

After
Mean ^ SD
0.9 ^ 1.29
0.7 ^ 0.73
0.2 ^ 0.58
0.6 ^ 0.76
0.4 ^ 0.65
0.4 ^ 0.63
0.9 ^ 1.27
0.5 ^ 0.85
0.2 ^ 0.58
0.9 ^ 0.62
0.4 ^ 0.51
0.2 ^ 0.43
0.4 ^ 0.65
0.2 ^ 0.58
0.1 ^ 0.27
0.1 ^ 0.36
0.0 ^ 0.00

Before
Mean ^ SD
3.0 ^ 0.68
1.6 ^ 0.94
1.1 ^ 0.53
1.1 ^ 0.83
1.2 ^ 0.70
0.8 ^ 0.80
2.4 ^ 1.01
0.9 ^ 0.92
0.6 ^ 0.63
2.6 ^ 0.65
1.5 ^ 0.94
0.5 ^ 0.76
1.4 ^ 0.63
0.9 ^ 0.95
0.2 ^ 0.58
0.6 ^ 0.76
0.0 ^ 0.00

TG

3.1 ^ 0.27
0.9 ^ 0.83
1.6 ^ 1.16
1.1 ^ 0.95
1.2 ^ 0.97
0.8 ^ 0.89
3.3 ^ 0.91
0.3 ^ 0.61
1.1 ^ 0.66
2.9 ^ 1.07
2.0 ^ 1.36
1.5 ^ 1.16
1.9 ^ 0.36
1.1 ^ 0.83
1.4 ^ 1.08
0.8 ^ 1.05
0.3 ^ 0.73

Before
Mean ^ SD

Table 3. Hamilton scores by item – absolute scores; before ¼ start of observation; after ¼ end of observation after 8 weeks.
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CG

3.1 ^ 0.27
0.9 ^ 0.83
1.6 ^ 1.16
1.3 ^ 0.91
1.3 ^ 0.91
0.5 ^ 0.76
3.2 ^ 1.05
0.2 ^ 0.58
1.2 ^ 0.89
3.0 ^ 1.04
1.9 ^ 1.29
1.5 ^ 1.16
1.8 ^ 0.58
1.0 ^ 0.88
1.2 ^ 1.12
0.6 ^ 0.85
0.1 ^ 0.53

After
Mean ^ SD
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Table 4. Hamilton scores by item – comparison between the test and control groups.
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TG

CG

Item

Description

% of benefiting
patients

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

Depressed mood
Feelings of guilt
Suicidality
Sleep-onset disorders
Sleep maintenance disorders
Terminal sleep disorders
Work and interest
Slowed activity
Restlessness/agitatedness
Anxiety (psychological symptoms)
Anxiety (somatic symptoms)
Gastrointestinal symptoms
General somatic symptoms
Loss of libido
Hypochondria
Lack of awareness of being ill
Weight loss

93
71
86
43
64
29
79
36
43
93
79
21
64
36
14
29
0

0
0
0
7
0
14
14
7
7
0
14
0
7
7
7
29
7

Group deriving
greater benefit

p
(U-test)

TG
TG
TG
TG
TG
TG
TG
TG
TG
TG
TG
TG
TG
TG
TG
–
CG

0.001
0.001
0.001
0.114
0.003
0.541
0.003
0.210
0.114
0.001
0.003
0.352
0.009
0.210
0.769
1.000
0.769

in patients with moderate recurring episodic depression. The degree of depression
before and after the therapy phase was determined according to Hamilton’s scale.
The outcome was a highly significant improvement in both psychological and
somatic levels and easing of general somatic symptoms. The results show that the
present therapeutic approach of combining mindfulness-based touch therapy with
mindfulness practice provided significant additional benefit in the treatment of
depressed persons.
The comparison of symptom severity (Hamilton item scores) yielded
significantly more improvements in the TG compared to the CG (Table 3). Both
somatic and psychological symptoms showed highly significant improvements even
when considered individually:
.
.
.
.
.
.
.
.

Depressed mood
Feelings of guilt
Suicidal feelings
Sleep maintenance disorders
Work and interest
Anxiety (psychological symptoms)
Anxiety (somatic symptoms)
General somatic symptoms.

4.1. Possible action mechanism
4.1.1. Mindfulness
Mindfulness has attracted great interest in the fields of psychotherapy, psychology
and medicine over the past years (Weiss, 2009). Some 1400 scientific publications
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have appeared on this topic since the year 2000 (Ott, 2010). These include ample
evidence of the positive effects of mindfulness practice in depression and other
psychological disorders, stress syndromes, trauma, addiction, etc. (Bondolfi et al.,
2010; Brittany & Labbé, 2011; Evans et al., 2007; Ma & Teasdale, 2004; Michalak,
Heidenreich, Meibert, & Schulte, 2008; Segal et al., 2002; Splenvins, Smith, &
Simpson, 2009; Williams & Kuyken, 2012). Neurobiological research on
mindfulness practice extending back to the 1970s (Davidson & Coleman, 1974;
Davidson et al., 1976, 2003; Schwartz, 1996) has shown that mindfulness practice
influences the brain’s neuroplasticity.
Weiss (2009) names the following major action mechanisms of mindfulness
practice in the context of body therapy:
. Activation of the observer state makes it possible to sense inner somatic
processes, allowing them to come to awareness.
. Mindfulness allows simple regulation of attentional processes, which in turn
makes it possible to examine unconscious processes in a slow but direct
manner.
. Mindfulness practice facilitates non-judgmental self-examination. It creates a
benevolent, accepting attitude towards dissociated parts of self.
. The process of establishing an inner observer through repeated practice has in
itself an aspect of transformation to it. The observer facilitates a process of
dis-identification from automated and self-limiting ways of being as it can
emerge in states of depression.
The act of being mindfully aware of one’s body, feelings and thoughts, practised
with an empathic, non-judgmental attitude as in this study, could thus help to bring
about a change of perspective on one’s identity and a new sense of self.
4.1.2.

Touch

The positive effects of touch observed in this study can be accounted for in particular
by studies in the area of attachment research. Some authors believe the tactile
quality of touch experienced immediately after birth and during the first months of
life to be decisive for a person’s development and ability to build healthy
relationships (Bystrova et al., 2009; Cullen-Powell, Barlow, & Cushway, 2005;
Field et al., 1969, 1997; Haxton, Doering, Gingras, & Kelly, 2012; Montagu, 1986;
Vincent, 2011).
According to Montagu (1986), a baby’s primary sensory experience is tactile.
Tactile experience comes before that gained through the other sensory organs, and it
is stored in implicit memory. If the earliest phase of life is associated with tactile
deprivation, it will lead to a burdened concept of self and of relationship. According
to Montagu, it significantly increases the probability of developing depression later
in life.
Turp (1999) has likewise pointed out the consequences of touch deprivation
during early childhood: ‘The implication is, that we are unable to hold ourselves
well if we have not been well enough held, and that this will be reflected in muscle
tone and posture.’ Emotional and physical aspects of such a state are simply two
sides of the same coin, with the collapsed and sagging posture, described by both

12

A. Stötter et al.

Hopkins and by Bick (1968), encapsulating feelings of hopelessness, of passivity
and of depression (Turp, 1999, p. 10). She also observes that
To judge from the anecdotal evidence available, the role of touch deprivation in
depression in various sub-sections of the population warrants considerably more
research than has been undertaken to date. (Turp, 2000, p. 9)
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The European Association for Body Psychotherapy names the following basic
assumptions made by body therapy methods:
. The body is an inseparable part of human existence and therefore deserves to
be taken into account in any kind of therapeutic treatment.
. Processes of the soul and body run parallel in time and interact.
. Verbal communication is preceded ontogenetically by an extended phase of
non-verbal communication.
. In adults too, the cognitive and verbal levels represent only a part of the entire
information processing and communication processes taking place at any
given moment.
. It is possible for memory content and unconscious material to be activated and
brought to consciousness through sensorimotor stimuli.
. Health and vitality are not only the result of a clear mind but have also to do
with good equilibrium and regulation at physiological and emotional levels.
. Body therapy methods are characterised by the inclusion of non-verbal
communication techniques, action dialogues, touch, a diagnostic approach
that takes account of verbal as well as non-verbal information and therapeutic
goals that are defined in psychosomatic terms (Koemeda-Lutz et al., 2006).
The present experience-oriented method uses a combination of perceptive, mindful
touch and gentle massage to provide the client with a direct bodily, sensory experience.
This quality of mindful attentiveness had been a missing experience for the study
participants. They experienced being touched as relaxing, soothing and nourishing and
reported having a new, more mindful quality of access to their own body.
Although it is new to them, mindful touch may be encoded as a corrective
experience in depressed individuals. Ideas to this end go back to Alexander and
French (1946), who introduced the concept of ‘corrective emotional experience’ to
psychotherapy, and Ferenczi (1988), whose ‘reparenting’ approach from 1932 may
enable patients to develop a more congruent relationship with their own body and in
this way change their body image and their concept of self. This allows the
conclusion that the mindfulness-based touch therapy can have positive effects in
individuals, in whom tactile deprivation experienced in early childhood has become
established in implicit, that is bodily memory.
The results of this study confirm previous research carried out on the topics of
mindfulness and therapeutic touch.
4.1.3.

Integration of mindfulness practice and therapeutic touch

To our knowledge, the synergy effects of a combination of mindfulness practice and
therapeutic touch have not been the subject of research to date.
Inspired by observations of Siegel (2007) as well as the research conducted by
Davidson and Fox (1989) and Davidson et al. (2003), on questions relating to
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attachment and mindfulness, we endeavoured to look for possible synergy effects
resulting from a combination of mindfulness-based touch interventions and
mindfulness practice. In due course, we were able to show that a combination of the
two methods, with mindfulness practice as an active and therapeutic touch as a
passive intervention, does indeed lead to positive results, in some cases even to a
highly significant degree.
A possible explanation for the positive results obtained, and for synergistic
effects of a combined use of the two methods, may be found in a hierarchical model
of information processing that distinguishes cognitive, emotional and sensorimotor
processing modes, as described in Section 1.2.3 (Ogden et al., 2006). Depressive
individuals whose early childhood attachment experiences were marked by
insecurity are often lacking in mindful body awareness (Segal et al., 2002). They
lack confidence in their own body and are easily overwhelmed by their own bodily or
sensorimotor reactions according to Müller-Oerlinghausen et al. (2007). Individuals
suffering from depression typically show muscular tension, shallow breathing, lack
of energy, a predisposition to exhaustion and loss of sensory awareness. This
was confirmed by our observations in study participants, especially regarding the
somatic items.
Mindfulness-based touch interventions and the practice of mindfulness lead to an
integration of sensorimotor bodily experience with mindful cognitive self-awareness
(such that top-down and bottom-up mechanisms complement and amplify each other).
The results of this study suggest a positive influence on both information
processing modes, manifesting itself in an improvement in top-down items such as
(1) depressive mood, (2) feelings of guilt, (3) suicidal feelings, (7) work and interest,
(9) restlessness and agitation and (10) anxiety (psychological symptoms) as well as
bottom-up items such as (4, 5, 6) sleep disorders, (8) slowed activity, (11) anxiety
(somatic symptoms), (12) gastrointestinal symptoms, (13) general somatic
symptoms, (14) loss of libido and (17) weight loss.
The results show that an experience-oriented approach aimed at allowing
patients to directly experience their bodily self through mindful touch as well as
mindfulness-oriented meta-cognition may have the potential to interrupt negative
bottom-up or top-down neurophysiological feedback loops.
5.

Outlook

It remains for further research to determine whether the observed improvements
were entirely or only partially attributable to the specific methods presented here,
that is whether the attention devoted to the patients may also have had a non-specific
effect. This could be accomplished with a modified experimental design, aimed for
example at comparing the effects of mindfulness-based touch therapy and
conversational therapy. Accompanying measurements of biological parameters such
as cortisol or oxytocin levels would possibly offer interesting insights into
underlying physiological processes.
Regardless of what these processes may be, the observations made in this study
demonstrate that mindfulness-based touch therapy in combination with mindfulness
practice holds promise as an effective therapy for individuals with depression and
deserves further exploration in controlled studies. Another project of interest could
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be to investigate and document possible effects towards a reduction in required
antidepressant medication, duration of sick leave or hospitalisation.
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