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The North American public has become increasingly enthusiastic about Complementary and Alternative Medicine (CAM). An extensive survey showed that 34% of adults in the United States used at least one CAM in 1992 and made approximately 425 million visits to CAM practitioners (Eisenberg, et al.; cited in Astin, 1998). Just four years later, that percentage had risen to 42% when Americans spent as much as $US 22 billion for those services (O'Mathuna, 2001; cited in Silva and Ludwick, 2001).
There is evidence too that at least some forms of CAM are becoming more 'mainstream.' One study showed that more than 60% of physicians recommended some form of CAM to their patients at least once in the preceding year: indeed, perhaps even more surprising is that 47% of the physicians said that they themselves used a CAM and 23% had incorporated at least one CAM into their practice (Borker, Neher, Anson, and Smoker, 1994; cited in Astin, 1998).
Such widespread use of CAM raises a number of questions about health care, both in terms of its practice and in terms of research being conducted within it. As consumers of health care, we have interests of course in the safety and effectiveness of all therapies. In this paper, we investigate one popular CAM, namely, therapeutic touch. This form of therapy has been a source of contention within the health care field since Delores Krieger and Dora Kunz first developed it in the early 1970's (see, e.g., Krieger, 1979, 1981, and Glazer, 2000). According to Krieger, therapeutic touch is, amongst other things, a non-invasive, perfectly safe procedure for pain alleviation, acceleration of healing processes, and stress reduction (Ramnarine-Singh, 1999). Critics, however, see it as a form of pseudo-science because it has failed, they charge, to pass the scrutiny of randomized controlled testing which are standard for determining the validity of scientific hypotheses (Rosa, L., Rosa, E., Samer, L., Barrett, S., 1998).
We hope to acquire a better perspective on this contemporary debate by examining an historical case. Hence, after saying something about what therapeutic touch is, and how, according to its proponents, it works, we discuss the eighteenth century case of Anton Mesmer and animal magnetism.
While both therapies fail standard tests, thus proving that they offer demonstrably false explanations of some feature of reality, they have both had some remarkable clinical successes. We conclude our discussion by offering some comments regarding how to deal with medical therapies that display this odd, and apparently inconsistent, set of features.
CAM and Therapeutic Touch: Definitions
There are a number of terms used to describe 'mainstream' medicine including "Western," "positivistic," "orthodox," or "biomedical" medicine. Similarly, there are a number of terms used to describe 'non-western' medicine, such as "complimentary," "alternative," and "integrative" medicine, (Reed et aI., 2000; cited in Gaydos, 2001) which the National Institutes of Health defines as follows:
Complementary/alternative therapy is a broad domain of healing resource that encompasses health systems, modalities, and practices and their accompanying theories and beliefs, other than those intrinsic to the dominant health system of a particular society or culture in a given historical period. CAM includes all such practices and ideas self-defined by their users as preventing or treating illness or promoting health and well-being. Boundaries between CAM and the CAM domain and the domain of the dominant health system are not always sharp and fixed" (in Snyder and Lindquist, 2001, 3).
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Therapeutic touch has an ancient history that connects it with such practices as "laying on of hands," and the "inner healer" (Krieger, 1979) which we have, according to Delores Krieger, the contemporary leader of the therapeutic touch movement, "all but forgotten in this scientific age in our adulation of things mechanical, synthetic, and, frequently, antihuman" (Krieger, 1979, 16). Hence, in the 1970's, Krieger, a professor of nursing at New York University, developed a modem version of these
age-old healing modalities. Krieger mentions a number of important influences on her 'discovery' of therapeutic touch, most importantly, the "seer," "healer," and "theosophist," Dora Kunz. According to Krieger, Kunz had been "born with a unique ability to perceive subtle energies around living beings" (Krieger, 1979, 4). There is an explicitly religious element here: Kunz perceived herself as a spiritual healer, and her teacher, Oskar Estebany (who crafted his skills as a colonel in the Hungarian army by curing ill horses via laying on of hands), said that when he performed laying on of hands, he "felt that he was a channel for the spirit of Jesus the Christ" (Krieger, 6).Krieger, a devout Buddhist, refers to ancient eastern religious and metaphysical ideas and practices by suggesting that prana or chi, a traditional Indian concept of "life force," is the active agent of therapeutic touch (Krieger, 1979; Rosa et aI., 1998). As with many ancient conceptions of health, such as Hippocrates' four humors and the yin and yang associated with traditional Japanese thought, health is conceived as some form of harmony with disease being thought of as a disruption of that harmony.
Krieger maintained that "pranic current" could be controlled by the will of a healer, and indeed an ill person could be infused with prana by the healer in order to make her better (Krieger, 1973; cited in Rosa et aI., 1998). Hence, Krieger maintains that the "functional basis of Therapeutic Touch lies in the intelligent direction of significant life energies from the person playing the role of the healer to the healee (the ill person)" (Krieger, 1979,23).
Although contemporary therapeutic touch theorists do not separate themselves completely from the religious basis of therapeutic touch, they tend now to emphasize what they consider to be its scientific basis. This involves the claim that humans are energy and that we possess a Human Energy Field (HEF).l This REF can be detected and manipulated by the therapeutic touch therapist. Indeed, since the REF is thought to extend several inches beyond the body's surface, therapists came to believe during the 1980's that therapeutic touch need not involve physical touching at all, and that the therapy could be delivered by having the therapist's hands run several inches above the patient's body.2
Adherents of therapeutic touch maintain that therapeutic touch can allow for or help healing in a
wide variety of cases. Rosa et al. (1998) lists approximately 40 of these on the basis of an extensive literature search including the following: calms colicky babies, promotes bonding between parents and children, relieves acute pain, decreases inflammation, breaks fever, remedies thyroid imbalances, accelerates healing, alleviates the symptoms of Alzheimer disease, AIDS, and PMS, treats measles as well as many forms of cancer, and at least one researcher claims that it can even bring some dead people back to life.
Therapeutic touch involves a four stage method which was developed initially by Krieger along with her teacher Dora Kunz. The method is, they claim, not difficult to master, and in fact is taught in
many relatively short (e.g., weekend) courses as well as in some nursing schools. The four stages of therapeutic touch are: centering, assessing the field, "unruffling" the field, and directing and modulating energy (Krieger, 1979). One must also know how and when to end the treatment (Herdtner, 2000).
Centering is a "sense of self-relatedness that can be thought of as a place of inner being, a place of quietude within oneself where one can feel truly integrated, unified, and focused" (Krieger, 1979,38). It allows one to sense that they are an entity in the midst of an energy field (Herdtner, 2000).
Assessing the field is done while the therapist is in a state of centeredness. The therapist moves her hands approximately 2-6 inches above the physical body of the patient. From Charles Leadbeater particularly and Aruvedic medicine of India generally, Krieger believes that energy centers in the hands, referred to as chakras, and that the therapist can sense cues in the patient's HEF such as temperature changes, a magnetic pull, tingling, a sense of emptiness or fullness, and so on (Krieger, 1979, 46). Oftentimes, what is sensed is a sort of "congestion" in the energy field of the healee: the field feels

"ruffled," and the healer must "unruffle" the field, which is accomplished typically by long sweeping motions over the body with one's hands.
Directing the field is the treatment phase where the therapist modulates and directs energy through her hands to the patient's on the basis of information gathered from the assessment. Harmony is the end sought here so if, e.g., the therapist senses heat in the body, she can visualize being cold by remembering a cold winter day, and then project that cold onto the patient. Finally, the treatment ends when the therapist no longer picks up cues from the energy field. Although therapists think there is no danger associated with therapeutic touch, they do warn against extending a session much beyond the typical length of 20-25 minutes lest too much energy be imparted to the patient, especially children because this can cause some hyperactivity (Krieger, 1979,56-67; Rosa et aI., 1998).
Therapeutic touch is a widely practiced therapy. It is taught in over 100 colleges and universities in over 75 different countries. It is used in at least 80 hospitals in the U.S., often without the permission or knowledge of the attending physicians. It is accepted officially by many nursing organizations, such as the 50,000 member Order of Nurses of Quebec who endorse it as a 'bona fide' nursing skill. Although the National League for Nursing, the credentialing agency for nursing schools in the US, fails to take an official position on therapeutic touch, the American Nurses' Association holds therapeutic touch workshops at its national conventions. Estimates range as high as 100,000 people worldwide being trained in therapeutic touch with at least 43,000 of those working as health care professionals (Rosa et. aI., 1998).
According to its many adherents, the reason why therapeutic touch is so popular is simple: it works. For example, based on a review of a few quantitatively based studies investigating the effectiveness of therapeutic touch in post-operative situations, Ramarine-Singh (1999) maintains that, on the whole, therapeutic touch is effective in reducing stress and. pain, promoting relaxation, and accelerating the healing process, as well as alleviating psychosomatic illness.3 There is also some evidence that therapeutic touch increased positive communication links between the nurse and the patient (Hughes, in Ramnarine-Singh, 1999).
There is also a great deal of literature supporting therapeutic touch on the basis of anecdotal
evidence. This follows Krieger who repeatedly offers anecdotal or individual case studies in support of her claims. Hence, we see many instances of papers very much like one presented by Herdtner (2000) who bases her defense of therapeutic touch almost entirely on the basis of a single case study that relates
the story of a person whose recovery time from a fall off a ladder was reduced by receiving therapeutic
touch. .
This situation presents us with a striking similarity to the case animal magnetism, 'discovered' by the charismatic Anton Mesmer in the eighteenth century who claimed to have cured a whole host of people through his new therapy.
Mesmer and Animal Magnetism
Upon completion of his doctoral dissertation, On the Influence of the Planets, in Vienna in 1766, Franz Anton Mesmer (1734-1815) was given official sanction as a physician and hence able to practice medicine. As F.A. Pattie came to discover, however, Mesmer's thesis was almost completely plagiarized from a book published in 1704 by Richard Mead, the renowned English scientist and physician of Sir
Isaac Newton (Pattie, 1956). In that work Mesmer, following Mead, attempted to apply the work of Newton on gravity and planetary motion to the individual body. In particular, Mead had argued that bodily symptoms follow the ebbing and flowing of the gravitational forces of the Sun and Moon which produced not only the tides in the ocean and atmosphere, but also in the human body. Mead and Mesmer called this force "animal gravitation."
In the early years of his medical practice, Mesmer could find no means of artificially affecting the flow of animal gravitation in the body, however. As a result, Mesmer originally practiced what was then fairly standard medical practice, namely, humoral medicine based upon the theories first constructed by Hippocrates and Galen more than a millennium earlier. In brief, humoral medicine thought of health

as a proper balance or harmony of the bodily elements. Although originally almost exclusively a form of
preventative medicine that advocated a diet that would preserve bodily harmony (e.g., hot and dry foods like roast meat in the cold and wet winter and, conversely, cold and wet foods like fruit in hot, dry summers), humoral medicine came also to engage in a whole host of therapeutic cures as well. These cures - such as bleeding through cutting or leeching -- and purging - through enemas and/or induced vomiting - were neither pleasant nor effective, to say the least. The best one could hope for was to avoid becoming sick or, if sick, to avoid a physician until one recovered naturally.
Although Mesmer never abandoned humoral medicine altogether, especially its claim regarding health as a sort of harmony, his views and practice came to change quite radically eight years after beginning his practice when he was introduced to the use of magnets in medicine by the (unfortunately
named) Jesuit astronomer, Father Hell (Pattie, 1994). Magnets were, Mesmer came to believe, a way of
artificially controlling the ebb and flow of body elements into a kind of harmony of nerves by a force which he now referred to as "animal magnetism." Actually, just how to define "animal magnetism" is difficult, and as Pattie (1994) points out, there were in fact three stages to Mesmer's thinking regarding the characterization of animal magnetism:
The first stage was marked by his use of the magnet as a means of producing an artificial ebb and flow and a harmony of nerves. He found that the "magnetic material" could be transmitted to various objects. Magnetized water, for example, was a valuable agent. In the second stage, he defined animal magnetism as a property of a person which enables him to produce in another person the same effects as those of the steel magnet. In the third stage, he [thought that his critics] confused animal and mineral magnetism and that the steel magnet was only a conductor of animal magnetism. He decided to make no use of the magnet after 1776 (Pattie, 45).
In broad terms, we find that Mesmer's beliefs regarding animal magnetism therapy were not substantially different from Krieger's beliefs with respect to therapeutic touch: they both conceived of the body as consisting of some bodily (perhaps cosmic) fluid or energy field that needs to exist in a state of harmony. This fluid/field can, however, become obstructed and this can cause disease. Therapy for both Mesmer and Krieger, then, involves in the first instance some assessment of the body's dis/harmony followed by an "unruffling," or dislodgement of that element in order for proper flow to return to the body, and for a concomitant return to harmony. For Mesmer, this meant producing, originally by means of a magnet, and later through other means, "an artificial ebb and flow in the patient's body" (Mesmer,
1775; cited in Pattie, 38).
Mesmer had some successes, and began to make a name for himself in Vienna. Unfortunately, however, Mesmer was a difficult personality - overly sensitive, arrogant, and egomaniacal. Hence, he often fought with his colleagues - such as Father Hell with whom he had a complete, and very public falling out - and with patients and/or their families. For example, Mesmer seems to have been able to provide some help to a blind girl, Maria Theresa Paradis, in restoring, or partially restoring her sight which she lost due to unknown reasons at the age of three. This ought to have led to great public approbation, and perhaps even official recognition by the scientific and/or medical community4 for animal magnetism, and the treatments he employed with it. But Mesmer eventually fought, again quite publicly, with her family, and indeed the case was resolved in part by Mesmer leaving Vienna, and traveling to Paris in 1778.
Once again, Mesmer had success in Paris and came to be very much in the public eye, especially since he developed a system, which involved a tub or baquet filled with magnetized water, that allowed him to treat many people simultaneously. In part, Mesmer and his treatments had become a public
spectacle. And while this both fuelled and partially fulfilled his ego, he sought more than this. Mesmer wanted recognition from the scientific and medical communities for what he took to be a major scientific discovery with vitally important medical applications. However, outside of one fellow physician, Dr. Charles d'Eslon, Mesmer had no 'expert' disciples or believers. (And, typically for Mesmer, he fought with d'Eslon eventually, and they too had a public falling out.) Hence, Mesmer didn't just welcome

scientific investigations into his theory, he actively solicited people to carry them out. Mesmer finally got his wish in 1784 when two Royal Commissions were established to investigate the claims of animal magnetism. But these Commissions both concluded that animal magnetism did not exist, and as a consequence, the Faculty of Medicine in France banned the use of animal magnetism in any medical practice upon pain of having (in effect) one's license revoked. Mesmerism was sent underground, and Mesmer himself remained, in the eyes of established science and medicine, an outsider at best and a charlatan at worst.
The 1784 Royal Commissions
The "Bailly Report," after the astronomer Jean-Sylvain Bailly who, it is thought, edited the final written product was the more influential of the two Commissions' reports in part because amongst its nine members were Benjamin Franklin and Antoine-Laurent Lavoisier, the father of modern chemistry. The most important decision regarding the Commission's inquiry was in fact made before it even got officially under way. This was a decision to investigate the alleged causes of animal magnetism rather than its reported effects. That is, the Commission would study the mechanism by which animal magnetism was supposed to work, and not consider cases of 'cures'. The Commission made this decision on some fairly good grounds. Lavoisier claimed first that many diseases have a natural course to run at the end of which people recover (e.g., the common cold). Cessation of symptoms, and talk of a 'cure' here would be inappropriate if we were to say that cessation or cure was an effect of animal magnetism. It could instead merely have been the natural end of ailment, and the person might have gotten better even if nothing were done at all. Second, Mesmer and d'Eslon often combined 'traditional' treatments (Mesmer was particularly fond of prescribing cream of tartar, a common treatment of the day) with animal magnetism. If this were done, it would be uncertain whether the restoration to health was caused by the traditional treatment or by magnetism (and conversely, if the patient did not get better, whether that was due to the medicine or magnetism). That is, in short, there were too many variables that would be difficult to control in an investigation into alleged cures. Nevertheless, this decision to look at mechanism was crucial to the result of the inquiry for, as we shall see, Mesmer's theory really was fraught with all sorts of problems in this regard.
Lavoisier proposed that they test for the existence of animal magnetism (its ''utility'' then being a subsidiary issue) in general by trying to magnetize test subjects without their knowledge to see whether there were any effects, or conversely, seeing whether an effect could be produced without actual magnetism but where the test subject thought they were being magnetized. .
Thus, in one experiment a woman who said she felt heat in any part of her body that was being magnetized was blindfolded. The parts of her body that were then magnetized were not responsive, and yet when she was made to believe that a part of her body was being magnetized (but actually wasn't), she responded as if she were being magnetized. In another experiment, a twelve-year-old boy who was reputed to be highly susceptible to magnetism was asked to pick out one magnetized tree in a group with four non-magnetized trees. He picked the wrong one (which was 25 feet away from the magnetized tree). In a third experiment that, as we shall see below, closely resembles an experiment performed on the existence of a human energy field postulated by therapeutic touch practitioners, a woman was placed behind a screen to see whether she could detect the presence of animal magnetism. This woman was typically highly sensitive to such a presence. In this experiment it was shown, however, that she was
unable to sense magnetism when she was unaware of it, but fooled when she thought she was witnessing magnetism when it was in fact not present.
On the basis of these experiments and others, the Commission concluded that animal magnetism does not exist and that the effects of magnetism, including all alleged cures, were the product of
"imagination." In other words: (1) Magnetism without imagination produces no effects. (2) Animal magnetism, then, does not exist. (3) Since it does not exist, it can have no ''utility.'' And (4) imagination may at times even have negative effects. Hence, any therapy that employs animal magnetism should be banned.

We return later to make some comments upon the Commission's report. In the next section, however, we show that a similar test was done on therapeutic touch, and with similar results.
The Evidence Regarding Therapeutic Touch
Amongst all the various tests that have been conducted on therapeutic touch, "A Close Look at Therapeutic Touch" (Rosa et at., 1998) stands out in particular. There are several reasons for this. First, the study was published in the prestigious Journal of the American Medical Association while many of
the studies regarding therapeutic touch tend to be published in rather obscure journals, many of which cater to those predisposed to alternative forms of medicine. Second, like the Bailly Report on animal magnetism, this study tested for the existence of some feature of reality - in this case, a human energy field - rather than on specific cases regarding the 'utility' or effectiveness of the therapy itself. Third, the test was constructed and performed by Emily Rosa who was at the time an eleven-year-old fourth grader, as part of her class science project.5 And finally, the test appears to prove quite conclusively that the explanation behind therapeutic touch - Le., its theoretical base - is demonstrably false.
The test is actually quite simple. Since therapeutic touch assumes the existence of a Human Energy Field (HEF) that is said to be easily detectable (and modified), it was hypothesized that a therapeutic touch practitioner ought to be able to detect such a HEF with 100% accuracy. Twenty-one practitioners of therapeutic touch, having between one and twenty-seven years of experience, were tested under blind conditions to see whether they could correctly determine which of their hands was closest to the investigator's hand. "Blindness" was accomplished by placing a screen between the therapist and the test-subject/researcher that had openings for the therapist's hands. The researcher would then randomly hold her hand over one of the hands of the therapist being tested. The therapist's task was to identity which of his or her hands had the researcher's hand hovering just above it. Unfortunately, the therapists scored worse than chance. That is, they correctly identified the hand of the investigator only 44% of the time (Rosa et aI., 1998). This seems to be quite conclusive proof either that there is no HEF (which has not been determined by any other means either) or that, even if there is, practitioners cannot accurately sense it and hence they could not modify it for therapeutic purposes. As a result, researchers concluded, just as the earlier Royal Commission had done regarding animal magnetism, that since therapeutic touch
is based upon a clearly false theory, it can have no beneficial therapeutic effects. They concluded that therapeutic touch ought, therefore, to be discontinued as a medical modality.
There have been a number of responses to the Rosa study from researchers who support therapeutic touch. We distinguish between three different types of response: (I) the postmodern critique which sees CAM in general and therapeutic touch in particular as instances of healing modalities that positivist science cannot understand; (2) the interactionist argument that claims truly blind experiments on therapeutic touch are unfair since therapeutic touch requires an interaction between practitioner and the patient; and (3) the incorrect mechanism approach which claims that therapeutic touch needs to develop an alternative account of the mechanism by which it works. We shall review each of these
approaches in turn.	.
1) The Postmodern Critique
The spirit of this type of response is captured by Arnold when she claims that "some of T.To's working principles - intuition, energy, consciousness - don't fit in very easily with the conventional medical mind-set or laboratory research methods. T.T.'s subtleties can be felt by the exquisitely sensitive human body, but no instrument has yet been devised to measure what actually happens in a treatment" (Arnold, 1996).6 Implied here is the belief that there is more in heaven and earth that can be known through positivistic science, and that we need to develop investigative techniques that employ different devices than the one of the randomized, double blind study.

The part of health care delivery that has perhaps been most enamored with postmodemism is nursing, which is, perhaps not coincidentally, also that aspect of 'mainstream' health care that is also most enamored with therapeutic touch. Sarah Glazer, who is in fact troubled by this recent trend,
	describes postmodem nursing in the following way:
For these nurses, words like "reality," "objective," "evidence-based practice," "quantitative research," and even "measurement" have become code words for all that is evil, patriarchal, and insensitive about modem science and modem medicine. In their place, they have substituted the fashionable phrases of feminism, postmoderism, and hermeneutics: "constructed reality," "social construction," "lived experience,'>-and - to a baffling extent - such terms as "phenomenology" and "epistemology" (Glazer, 2000, 6).
Such nurses, in other words, reject positivist science with its methods for. hypothesis testing and falsification. In Glazer's view, such nurses need to forgo reading Foucault and return to people such as Popper.
Krieger herself can be at least partially described as at least sympathetic to such trends in nursing: she certainly has an antipathy to reductionist, mechanistic science and to the biomedical model that is typically associated with this view of science. She is a committed holise who believes that "in our adulation of things mechanical, synthetic, and ftequently antihuman," we have forgotten how important human care and contact is (Krieger, 1979, 16).
Nurses such as Janice Thompson would agree. It's not, she claims, that postmodem nurses haven't read and understood Popper and the notion of falsifiability, or that they are antiscientific: rather, nursing needs to be less "scientistic." That is, it must stop thinking of scientific inquiry as value neutral and capable of attaining a context independent, objective truth. Science must instead be seen as itself a part of power relationships and as just one sort of investigation or discourse within many others. Thompson advocates a phenomenological approach that "can help us [i.e., nurses] practice in more compassionate ways" (Thompson, 2002, 60).
Compassion and care are now, and historically have been, particularly central to the nursing profession. And these features can, we believe, be directly related to why nursing has embraced therapeutic touch more than other health care segments have. Consider in this regard why it is that the reportedly 70-90% of people world-wide use some CAM as part of their regular health care (Krietzer
	and Jenson; cited in Snyder and Lyndquist, 2001):
i) Believing that biomedical treatments do not take care of the problem
ii) Wishing to avoid the effects of a medication or treatment that are perceived to be worse than the condition for which biomedical treatment is sought
iii) Desiring a care provider who listens and is caring
iv) Seeking to be treated in a holistic manner
v ) Wanting input into the decision-making regarding their care
Let us reflect briefly on each of these. The biomedical model has been unbelievably successful in many areas of health care: the advent of antibiotics, the possibility of blood transfusions, and the
discovery of techniques to allow for surgeries of various kinds are just three of the literally hundreds of things that modem medicine has accomplished. In fact, it is hard to imagine our lives without the benefits
of this profession. And yet, the biomedical model has been less successful in dealing with other kinds of health problems. Astin (1998) shows a high correlation between use of a CAM and various types of illness such as chronic pain, anxiety, chronic fatigue syndrome, sprains/muscle sprains, addictive problems, arthritis, severe headaches, and so on. In fact the survey conducted by Astin showed that people typically turn to CAM from more orthodox western medicine when they have perceived that medicine has failed them and that they get relief from some form of CAM.
Second, some treatments prescribed by practitioners of western medicine. are problematic. Consider an advanced case of inoperable pancreatic cancer. The problem with the biomedical model here

is twofold: treatment success rates are very low, and the treatments offered - radiation and chemotherapy - are painful. Some patients may well choose an alternative to these therapies particularly when they perceive that the end of their life is near.
Interestingly, points iii, iv and v can all be related to some aspect of nursing, as opposed to medicine itself, particularly as practiced by physicians. First, nursing is a predominately female profession. Second, since its formal beginnings with Florence Nightingale, nursing has always been perceived, and has perceived itself, primarily as a caring profession. There are many reasons suggested for why this is so. One reason emanates from psychological research in gender. Some research suggests, for example, that while males typically avoid intimate relationships, females seek the sort of intimacy common in a caring profession such as nursing (Gilligan and Pollak, 1989, in Jecker and Self, 1991). It is suggested too that the association between nursing and caring may have something to do with the nature of science as a purportedly objective field of investigation, and its relation to the biomedical model. Medicine, as a modern profession, only began to establish itself in the nineteenth century. As Jecker and Self (1991) point out, part of this process involved medicine disassociating itself from practices and treatments that were not effective, or were seen as non-effective, and by aligning itself with empirical science which began to gain in prominence at that time. That is, medicine, in fierce competition with various forms of homeopathy, began to associate itself with what was taken to be objective scientific knowledge. One result of this was to separate physician from patient as the patient came increasingly to be seen as a physical object to be studied and manipulated (Jecker & Self (1991).
This is connected to the gender based point made above because women, seeking intimate relationships, were not interested in a field that deemed the relationship between health care worker and patient to be so impersonal. Hence, nursing kept to its own traditions which were rooted in various kinds of care provided by women in the home for loved ones (O'Brien, 1987, in Jecker and Self, 1991).
That medicine and nursing have, at least to some extent, accepted different models or paradigms, relates as well to the forth point above regarding holism. Modern science has a tendency to reduce things to its smallest physical parts. That is, modern science believes in both materialism and reductionism
(Snyder and Lyndquist, 2001). This has sometimes led medicine to treat disease as something separable from the person who has the disease. Patients sometimes feel lost and even ignored in this process (Astin,
1998). Nursing has in common with CAM that it tends to treat the whole person. In fact, as Snyder and Lyndquist (2001) point out, nursing interventions often do not necessarily separate a CAM from an orthodox therapy. Monitoring a patient's status with the latest technological device is not, in nursing, essentially different from providing a back rub. They are both part of the patient's care.
Finally, nurses have a history of being more responsive to the voice of the patient than physicians have. The primary model of the physician-patient relationship has been, until very recently, the
paternalistic model. Under this model, the physician is seen as knowing best, not only what particular ailment the patient is suffering from, but also what treatment the patient ought to undergo. Too often this has meant that patients have not been adequately informed either about their condition, their prognosis, or that there may be alternatives to treatment proscribed by the physician (Emanuel and Emanuel, 1992). Increasingly, patients have seen this unacceptable, and have turned to CAM where they feel they have an active part to play in their own health care decisions and treatment. And this has been one of the points repeatedly made by Krieger with respect to therapeutic touch; namely, that it works by allowing the patient to heal themselves; i.e., to be the active agent of their own healing.
2) The Interactionist Response
Cox (2003) points towards what he considers to be methodological problems with the Rosa study. One problem was that the test subject, Emily Rosa, was not a patient and she had no medical problem. More importantly, because the therapeutic touch practitioner couldn't see the 'patient,' they couldn't personally interact thus nullifying the possibility of any effect. Note the striking similarity here with the repeated claims of Mesmer and d'Elson regarding animal magnetism that it also required interaction between mesmerist and patient, and that when such interaction occurred, it achieved

successful results. Although there are limitations to a great deal of the studies on the effectiveness of therapeutic touch -- in terms, e.g., of the number of test subjects, the anecdotal character of the studies, of not controlling adequately for unwanted and possibly distorting variables - there are literally dozens of published studies that maintain therapeutic touch is both safe and effective. Mary Fenton (2003) references twenty such articles, all of which post-date the 1998 Rosa study (although many are published in rather obscure 'non-traditional' journals).
One issue the interactionist thesis raises, however, is placebo effects. That is, skeptics of therapeutic touch maintain that any positive clinical results obtained by the therapy can be accounted for entirely by the placebo effect. A placebo effect may be defined as "the sum of psychological or psychophysiological effects not explained in terms of the substances or procedure prescribed as therapy or being evaluated in research" (White et aI., 1985; cited in Connelly, 1991, 326). Typically, placebo effects are discussed in terms of research and hence thought of negatively. In controlled studies by Beecher (1955), placebo effects were reported as having an average significant effectiveness of approximately 35%. These studies have been more or less confirmed in research since that time. In brief, placebo effects can affect physiological as well as psychological changes; they can be positive, but they can also be negative (producing headaches, nausea, etc, and even withdrawal symptoms when the placebo is discontinued) (See Connelly, 1991). Because of this, traditional western science (which includes the biomedical model) has, quite correctly, spent a great deal of care in ruling out placebo effects by developing the double-blind method. Hence, for example, in testing the efficacy of a particular drug, both patient and researcher will be ignorant whether the patient is receiving the test drug or a placebo. But therapeutic touch, and animal magnetism before it, do not conform to this testing methodology. Indeed, the Rosa study and the Royal Commissions seem conclusively to have proved that the mechanisms suggested for how, respectively, therapeutic touch and animal magnetism work, are demonstrably false. The question that remains, then, would seem to be what to do in such situations, i.e., in the situation where a theory offers a demonstrably false theory of some aspect of reality but where the therapy itself offers some evidence that it is, at least under certain conditions, clinically successful.
3) The Incorrect Mechanism Approach
Dossey (2003) admits that the Rosa study is correct, and that therapeutic touch has, to date, provided a false mechanism for how it works. That is, the Rosa study shows that therapeutic touch does not work through the manipulation of electromagnetic fields surrounding the human body. Moreover, Dossey also suggests an alternative mechanism whereby the direct intentions of the practitioner upon the patient operate to cause the clinical results (as he claims occurs in distant, non-local healing). But Dossey provides no evidence in support of this claim, and hence we will not discuss anything further about his mechanism. Instead, we want to concentrate on further possibilities for therapeutic touch, possibilities that are consistent with and expand upon the claims made above regarding placebo effects.
Interactive vs. Indifferent Kinds
As Alison Winter makes clear in her recent book, Mesmerized: Powers of Mind in Victorian England (1998), while mesmerism suffered a major set back after the Royal Commissions of 1784, it didn't completely disappear and indeed it came back with renewed vigor in the nineteenth century. And although the meaning retained one of the original senses given to it by Mesmer - a power of one person
that could be exerted over another by means of certain procedures - it came to be used for a variety of
new purposes. Especially amazing was the power of mesmerism to be used as a form of anesthesia during operations. Winters provides detail, for example, of the Scottish physician, James Esdaile, performing all sorts of operations, ranging from amputations to the removal of large scrotal tumors, in the Calcutta Native Hospital in 1846 with the patients feeling no pain despite being anesthetized with nothing other than mesmerism (see Hacking, 1999b).
Evidence such as this seems to offer quite resounding support for the anesthetic effectiveness of mesmerism. But given the conclusions of the 1784 studies, we are left with no mechanism by which to

explain this phenomenon. Of course, since we now have chemical anesthetics, this issue does not have the urgency it once did. But, historically, it needs to be noted, as Winters says, that mainstream science began to develop chemical anesthetics only when they became concerned that mesmerism was becoming a threat to their profession. In other words, the fight over anesthetics -chemical or mesmeric - was in large part one that involved power and prestige. That aside, however, there seems little doubt that chemical anesthetics are 'real'. For one, unlike mesmeric anesthetics, the patient need not believe in the efficacy of the drug in order for it to do its job, and this seems dramatically and importantly different than mesmerism and its possible effects.~
But this is only one way in which we can speak of real objects and phenomena. In a number of works, Ian Hacking has provided a useful distinction between what he refers to as "interactive" or "human" kinds and "indifferent" or "natural" ones (Hacking, 1 999a, 1995). Interactive kinds, such as, e.g., microbes, are those objects whose behavior is not altered by our classification system or what we say (or don't say) about them. In contrast, interactive kinds, like people, are affected by our classificatory systems and what we say about them. Labeling a person as a schizophrenic, or as intelligent, or as a whore actually changes their behavior. With this distinction in mind, one possibility with respect to therapeutic touch is that its proponents have thus far been unable to devise a theory that describes any
indifferent kinds (whereas, let's say, chemical anesthetics do). But this leaves open the possibility that they may have at least partially described an interactive kind. Just as people really were anesthetized through mesmerism in the nineteenth century, so it's possible that therapeutic touch really does work (in
this sense) for some people. In this context, we can perhaps think of placebo effects as a special form of interactive kind.
Let us then return briefly to placebo effects. Recall that the placebo effect accounts for approximately 35% of a substances' effectiveness. As Parkhouse noted as early as 1963, however, placebo effects can vary in individual cases from 0-100% depending upon the disease, treatment conditions, and population, including that population's beliefs (cited in Connelly, 1991). While this is a troublesome feature for research, it can actually be a boon for therapy. Connelly in particular suggests that health care must learn far more about placebo effects and how to employ them in therapeutic
contexts. This is not to say, of course, that health care workers ought consciously try to deceive their patients through placebos of any sort. Reported cases, for example, of nurses performing therapeutic touch on patients without their consent is morally reprehensible not to mention useless, since there is no
interaction (see Salladay, 1999). We take for granted the right of patients to informed consent and the inconsistency between such consent and deception towards patients. But there is some indication that placebo effects can work even with informed consent. Park and Covi (1965; cited in Connelly, 1999; note 5, 339) did a study that showed patient improvement in cases where the patients were informed they were going to receive a pill with no medication in it. Indeed, as Connelly goes on to point out, it may be that providing such information may actually increase a patient's sense of controlling his/her own destiny, something far too often lost in today's health care environment. To the extent that therapeutic touch can prove itself to be effective in such an environment, then it ought to be pursued despite its failing grades thus far with respect to providing an acceptable account of how it works. Concomitant with this, however, therapeutic touch practitioners and researchers must realize that any benefit they provide patients has nothing to with HEFs; it's more likely associated with the time they spend with patients and the care and compassion they show them.
Conclusion
We have argued that therapeutic touch, like animal magnetism before it, provides us with a false theory in the sense that it has failed accurately to describe some feature of nature. That is, to use Hacking's language, it has not picked out any indifferent or natural kinds. We have suggested as well, however, that this may not be all there is to say about therapeutic touch since it may be the case that it
has some measure of clinical success. Our caution on this point is important, however. To date much of the research on the clinical effectiveness of therapeutic touch has been problematic: researchers have,

e.g., too often relied upon purely anecdotal evidence, and at times supposedly research articles and studies border on a form of religious proselytizing rather than scientific theory. We have suggested that such researchers must subject their hypotheses to falsifiable tests, and to accept the results of those tests.
On the other hand, therapeutic touch advocates have a right to have the effects of their therapy examined rather than Gust) the mechanism. But they must then accept the possibility that therapeutic touch may work, to whatever extent it might, by way of a placebo effect. Although this needn't be a bad thing since placebo effects may have clinical benefits, therapeutic touch practitioners must stop insisting that their treatments have anything at all to do with the detection and modulation of human energy fields.
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ENDNOTES
I Alan Sokal maintains that there is no such thing as an "energy field" and that while IT attempts to sound scientific, it has absolutely no basis in contemporary physics. See Glazer (2002).
2 This was 'confirmed' by Janet Quinn who argued in her 1982 Ph.D. thesis that there was no significant difference between therapeutic touch that involved physical touching and therapy that did not. Critics noted, however, that this confmned only that non-touching therapeutic touch therapy was just as ineffective as touching therapeutic touch. See Rosa et al. (1998).
3 As we note below, however, these quantitative studies tend to be problematic by, e.g., having very small sample sizes, not adequately controlling for unwanted variables, and failing to be fully blind.
4 Whether Mesmer's thesis was taken as scientific or specifically medical was important to Mesmer personally (who thought he was propounding, like Newton, a thesis in physics) and to him professionally since scientific and medical theories were heard by different bodies in 18'th century France. See Pattie (1994).
5 Emily Rosa received lots of help, of course, both ftom her mother, Linda Rosa (RN) and Stephen Barrett (Ph.D.)
who have been vocal opponents of therapeutic touch in particular and parapsychology in general for a number of years. A number of supporters of therapeutic touch have taken offense to what they claim is nothing more than a
publicity stunt in having eleven-year-old year old Emily Rosa stand as the chief investigator in their study.
Published a couple of years before the Rosa study, Arnold can be forgiven for not knowing that the point of that study was to demonstrate that the hands of a T.T. practitioner - as an example of "the exquisitely sensitive human body" rather than some artificial measuring device - did not in fact correctly detect a HEF, at least in the experimental context they established.
7 She follows in the tradition, she says, of Jan Smuts, the former Prime Minister of South Aftica and general in the
Boer War who also was the first "modem" to introduce the philosophic concept of holism (See Krieger, 1981).
8 Looking back at the case in the operations in the Calcutta Native Hospital, we can note that the operations
performed by Esdaile were almost exclusively upon Indians who were raised in a climate where the Cartesian split between mind and body was largely unheard of. That is, in India it is much more common to think of mind and body as a unified whole rather than two radically different substances. Hence, while we have to think of mind fighting
matter in order to explain events such as these operations, Indians need not. For them, belief in the efficacy of mesmerism is much easier. It is little wonder, then, that Krieger is an advocate of Eastern religion and a firm believer in holism as opposed to reductionism.

