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This paper will focus on a body-oriented psychotherapeutic  approach with anxiety problems. It 
is clinically oriented and based on recent research in neurosciences related to the theory and 
practice of Somatic Experiencing as developed by Peter Levine (1997). Built up on very 
concrete steps, clinicians can use when working with anxiety problems, the theoretical 
elements will be integrated in the therapeutic aspects exposed.

We all have had patients whose anxiety problems persist even if the different cognitive and 
emotional aspects have been worked through quiet well, and even when the origin of the 
anxious response has been identified. There are also some cases where there seems to be no 
direct relation between the anxiety response and the personal history.

As the persistence of the complaint can have a reinforcing aspect on anxiety, generating a 
negative feed-back loop, it can be very important to find a way to concretely experience that at 
least moments without or with little anxiety are possible.

This is possible in a psychotherapeutic setting when you address the concrete bodily 
experience in the here and now.

Addressing the body-experience

The first step, to do this, is to convene with the patient to stop talking about the problem or the 
difficulties he/she meets for a moment and to create a space in the therapeutic session where 
experience is possible.

So we could start with something like: « If you take a look around you, is there any object, a 
color, that is comfortable to look at ?» In the beginning people some times need concrete 
suggestions. « How is it when you look at this flower, and how is it when you look at that 
picture, is it different and how do you notice the difference? » What we are looking for are 
feelings of comfort connected to the bodily sensations, so we will look for pleasant feelings or 
sensations and anchor these in the consciousness through the body experience. The focus is 
on the here and now and to bring up at least minimal sensations of safety feelings. 

This goal can also be achieved in addressing a past pleasant experience, if possible 
something that is not too much emotionally charged, so rather a nice walk then the day the 
person achieved something exceptional. As the person remembers, we will explore the body 
sensations connected with that experience. A typical sentence would be: «As you remember 
this moment, what are the sensations in your body right now ?». So we bring this memory in a 
concrete present experience.

Addressing the anxiety level

In a second step, we will address the anxiety level.« Would it be possible for you just to take 
some time and check how is the anxiety right now ?» Usually people are able to answer. In 
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some occasions we need to add some suggestions like rating on a scale, or giving a color or 
shape. We then introduce the bodily aspect with something like« How do you notice this in 
your body ? » 

Quiet often people will give answers related to the central part of the body and to constriction:

I feel my throat very narrow.
There is like something in my chest.
My stomach is contracted.

It is quiet rare that they mention cold hands and feet, contractions in the members, the neck, 
mouth or eyes. But as anxiety has in itself a narrowing of the perceptive field, tensions in eyes, 
neck or maxillary articulation are not rare, but mostly unconscious.

In some cases, patients cannot give any answer related to the body. This is most often an 
indication of little connection with the body, with various possible reasons: dissociation, freeze 
response, high inner activation making inner contact threatening, we will come back to these 
aspects later.

Staying with the negative experience

In a body psychotherapeutic perspective, the next step is to invite the patient to stay in relation 
with any particular sensation present right now and just to observe the next change, even very 
small. So we will try a formulation like  « Would you accept just to stay with this sensation for a 
while, even if it is not so comfortable, and just observe what comes next ». 

As an alternative, if there are different sensations that might not seem to make a coherent 
whole, we can invite the patient to go to one and back to the other, creating an oscillation. A 
proposition could be « There is this heat in your  hands and that narrowing in your chest, 
would it be possible just to focus alternatively on one and the other and see how they might be 
connected ».

Staying with sensations of contraction and narrowing are mostly sensed as uncomfortable, but 
it is already a step per se to stay with discomfort and not trying to get rid of it. Anxiety has very 
often to do with an impossible attempt to escape (2010). The clinician has to handle this 
aspect, carefully titrating how much of the sensation can be tolerated at a particular moment 
and when to make a change, either by leaving the subject for some time and than come back 
to it or if there is a way to foster on more comfortable body sensations and then come back to 
the discomfort to check how it is now.

Bringing change 

Another aspect is the concrete experience of change. Things never stay exactly the same and 
that is particularly true for body sensations and it is also a fundamental law of perception. It 
can be challenging with some patients to find a way to make this a conscious experience as 
they tend to avoid to stay in contact with their bodily perceptions too long.

The alternation of focus between different sensations is interesting per se. It creates an inner 
movement and de-focalisation where anxiety tends to foster an over-focalisation. It is a life 
correction of the idea of « no escape » engendering panic and wishes of an impossible total 
escape to an active movement through which we can stay with a sensation and go away, and 
come back again.
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What we will focus on in this approach is any positive change bringing more comfort in the 
patients experience but of cause going with what really comes up in the setting. We do not 
look for positive experiences disconnected from the inner experience of the patient. We will 
also try to keep some consciousness of the change present and make it last for a short 
moment, just how much seems bearable to this particular patient.

Working on mastery

Very often patients complain about anxiety having the feeling that there is nothing they can do 
about it. Feeling helplessly exposed to some inner change you cannot act on is in itself a 
scaring experience. Finding some concrete actions that people can do is important to change 
the experience of helplessness. Most efficient are techniques that will foster movement and act 
on the breathing pattern. Further it is very important that you do not just show these 
techniques and than come back to your more usual ways of doing therapy, but that you take 
time to really experience it with the patient.

The sensation of the movement or the breathing pattern has to become a concrete different 
experience; you will need to check with them the influence on the anxiety. To do this, it is 
sometimes very important to give support to the exploration: « How is the sensation in your 
hands right now ?» « Could you describe it ?» For some people it is so unusual to pay 
attention to their bodily sensations that you will need to propose alternatives, giving multi-
choice like: cold, warm, hot, comfortable/uncomfortable, tingling, until they can define the 
sensation.

As by nature sensations are rather fluent and changing, it is good to take time to notice minor 
modifications, and again to describe both physical sensation and emotional quality (comfort/
discomfort). Some patients are anxious about even minor modifications in their body 
experience and it is a good way to address this and to get them accustomed to the continuous 
change of our life experience. For some patients with anxiety disorders there is the underneath 
belief that normal life is one with « no change » so any minor modification is considered as a 
major catastrophe bringing the alert system online with feelings of anxiety and panic. As there 
is nothing to act on to calm the system down again, they stay overwhelmed. They need to 
learn that mastery is not about total control but the capacity of adaptation in a changing 
environment in order to keep or come back to a comfort zone. To use an image, the capacity of 
catching a ball cannot be trained if there is never any ball on the field, but is built up with the 
training to catch balls in more and more complicated constellations.

Patients need to learn that they are able to be competent out of their comfort zone and that 
they can learn to find their way back to it as a way of inner regulation in a changing world.

Stimulate movement:

The general idea are very slow movements in order to sense the moving part, to foster on the 
extremities: hands and arms, feet and legs, sometimes shoulders, to alter movement and 
perception in rest position.

The aim of these procedure is to work on focus of attention, to stimulate concretely parts of the 
body in relation with self-defensive movements that might be trapped in a freeze response.

Working slowly gives support to the nervous system to engage in the activity. This is an 
important distinction with more classical conceptions of body-oriented psychotherapy as they 
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had been developed by Reich (1949) and his followers like Lowen (1975) in which focus was 
on chronic muscular tensions, the source of which were in emotional mis-experiences, and that 
had to be released to access to emotional discharge and biographic content. In the approach I 
describe, the idea is that the nervous system answers with an automatic stress reaction 
trapping clients in an impossible fight-flight response resulting in panic. In my knowledge the 
first description has been done by the french scientist Laborit (1994) working on depression 
and understanding it as a collapse of a system that has no action issue any more. In the 
therapeutic approach, consciousness and movement help to reduce the stress reaction, or at 
least limit the general stress response by slowing the hole process down.

Working with breath:

The attention of the patient is brought to his out-breath, with the invitation just to observe the 
out-breath as it is and to let the body system do its job on its own and to inhale how and when 
the in-breath movement really starts. 

There are two aspects to that point. One is to interfere as little as possible in the breathing 
pattern. What often happens, is that people learn to control their breathing, learning to breath 
deeply in their belly, for instance. As it is a controlled learning, it is of little use in everyday life. 
In our understanding it is much more efficient if the body changes his pattern with as little 
voluntary control as possible, giving a chance that there is a real integration of a new pattern. 

Further people with stress disorders are mostly blocked on inspiration, not able to exhale 
completely any more. Their breathing is superficial and you observe little movement in the 
chest. 

The reason is that an organism, who is in danger, changes his breathing pattern, breathing 
more lightly, superficially, which corresponds to a state of alertness where the organism 
reduces his activity to be capable of a maximal attention to the environment. Working on 
exhaling, is a way to inform the nervous system that the danger is over. To do this there is no 
need in this phase to have any access to the possible causes.

There are several techniques that can be used to do this. One is to hold some object like a 
cushion or a cover against the chest and to breath with that. A second possibility is to put the 
attention on the movement of the back sensing the expansion against the chair. A third way, 
dear to Peter Levine (2010), is to make a sound like a deep « whoo », while exhaling, this also 
stimulates the vagal system.

Clinical illustration:

John is a sixty year old man, working as a clergy man and quiet successful and appreciated in 
his profession. He has been married twice, the second time very briefly, his feminine relations 
fail, because, as he says, he uses the relation as a way of keeping his anxiety in limits, so not 
really in relation but abusing of his partners.

He has explored various therapeutic approaches (an analytic freudian psychotherapy as well 
as a behavioral and cognitive therapy), both taught him a lot about himself but did not help 
reduce his anxiety. He reports a burnout three years ago for which he got psychiatric support 
and anti depressive medication. He relates his anxiety problem to different childhood traumas, 
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and reports difficulties with separations from his mother, that were serious enough to make him 
stop his first professional training, too far from his home, as he was 16 years old.

During the first interview, I’m stroked by his breathing. It is as if he has to make great efforts to 
inhale. He tells me having asthma since he is three years old. A medical control gives 
assurance that his condition is stable.

As I try to bring his focus to the body sensations, he quickly goes back to talking, saying he 
feels fine in the body. So I notice for my self that the capacity to contact body sensations is 
weak, he is accustomed to not feel what is going on in the body. He confirms by saying that his 
mind is full of thoughts all the time, and that he is somehow restless. This is particularly 
uncomfortable when he is alone.

On the second session, we try to get more in contact with the body, he is quiet resisting, 
saying he knows all that. I get the feeling of putting constraint on him, pushing in a direction he 
does not want to go, I remember that he had the attention of his mother only when he was ill. 
So I try to stay more open, and make propositions that he can do on his own whenever he 
wants between the sessions. I suggest the « whoo exhalation » saying it comes from Peter 
Levine, a positive reference for him.

The third session is easier, he accepts to explore his respiration and we work forth and back 
between observing sensations and attention to breathing. He notices that the anxiety level 
goes clearly down.

The following session he maintained a positive feeling having had no anxiety, also relating to 
the fact that days become longer. We continue to experience body sensations around his 
breathing. His breath is shallow and it becomes deeper, inhale and exhale are less difficult and 
longer as we work on his breathing patterns.

On our fifth session, he seems to be no longer concerned with the problem, he had none of the 
anxiety symptoms, also no asthma, and attributes the positive result to the seasonal change. 
He feels fine being alone and has no more ruminations. We convene that he might contact me 
again in fall, in case one or the other symptom would come back. The rest of the session is 
around some preventive self care actions concerning his general life style to prevent stress.

Let us end with a short analysis of our clinical illustration. It is evident that not being able to 
breath as in a childhood asthma engenders deep fears of dying. The intervention of a caring 
mother brings relief that is ambivalent in a three years old experience who does not very well 
distinguish what comes first: asthma that brings mother’s care or mother’s care that brings 
asthma. The consequence is a deep ambivalence to engage in relationships: need for relation 
not to be left on his own, avoidance because recontacting the traumatic experience of fear. 
These relational schema is embodied and there is little access through consciousness. The 
patient is conscious of his dysfunctional way of relating to others but has not found a way to 
change it through his therapeutic, analytic as well as  cognitive, work. To bring real change, 
there is necessity for a different experience that does not reproduce the same schema, as well 
as allowing a release on the body level. This kind of inner corrective experience  should be 
supported by more classic psychotherapeutic relational work on the inner fears. The 
ambivalence of the patient to go further is evident in the therapeutic relation, during the 
sessions as well as in the way of ending, but mainly unconscious.
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Conclusions:

From the point of Somatic Experiencing and neurophysiological observations, we can look at 
anxiety and panic as an impossible attempt of self-protection. There is a high inner activation, 
that means a mobilisation of a fight/flight response on the same time with an impossibility to 
escape or change the situation. The consequence is a disconnection of the informations that 
come from the body, implying various forms of dissociation or freeze, most often associated 
with a feeling of helplessness due to the impossibility to reduce the anxiety. Patients have to 
learn to reconnect to their bodily experience, to tolerate to a reasonable degree unpleasant 
sensations related to anxiety feelings, in order to find ways to reduce these anxiety sensations 
on the neurophysiological level. This corrective and concrete experience in the therapeutic 
setting in parallel to more classic psychotherapeutic procedures, is an important step to come 
out of the negative loop of anxiety.
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