
This case study is about the development 
of a trusting attachment between the dance 
therapist and the mother-toddler dyad. 
The child, Chloe*, was referred to dance 
movement therapy following the death 
of her four year old sister Bea* in a car 
accident. Chloe’s normal development, in 
particular her language skills deteriorated. 
It was mother’s diagnosis that her 
relationship to the child was profoundly 
interrupted by grief. Although mother 
attended to her basic needs she was 
emotionally unavailable to Chloe. The 
development of a deep secure attachment 
between the therapist and the dyad 
contributed to facing, enduring and healing 
the grief. Chloe’s language skills developed

over two years and she was able to speak 
about the trauma.

What makes this case so interesting is 
that the child participated in two types of 
dance therapy. Given that dance movement 
therapy is a very new profession in 
Australia, it is unusual to have had two 
dance therapists involved with the same 
family. The mother-child dyad attended 
dance therapy as primary treatment with 
myself in a community welfare agency 
for one year. This agency is committed 
to the well-being of children and their 
families.  In the second year whilst still 
in therapy, the child began attending a 
special development pre-school. Group 
dance therapy was part of their program 
and Chloe attended weekly. Group work 
in that program took a developmental 
and educative perspective. Individual and 
group therapies ran concurrently in the 
second year on a weekly basis and both 
dance therapists communicated regularly 
about the progress of the family. It was 
considered that the interweaving of dance 
therapy approaches richly contributed to 
the child’s healing.     

The case study concurs with theorists from 
the time of Freud that it is the therapeutic 
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alliance as vehicle rather than technique 
which is the source of healing (Schore, 
2009).

Here is what happened. Chloe, the client, 
was a happy, well-attached baby. The 
pregnancy was planned; she was breast-fed 
for twelve months. Mother described her 
as a good sleeper, a healthy easy-going 
baby. When Chloe was one year old, father 
lost his job as a computer contractor and 
remained unemployed for four months. 
Mother returned to full-time night work as a 
nurse while father took over the parenting 
by day. Then father accepted employment 
in Bahrain. Mother, Bea, aged four, and 
Chloe, aged eighteen months, followed 
him one month later. This was a stressful 
time because mother was responsible for 
packing up the house and organising their 
departure.

The family lived in a compound in Bahrain, 
but this environment was not set up 
for children, so they moved, and soon 
developed friendships with other expatriate 
families like themselves. Over the next 
three months, the children attended the 
Montessori pre-school, father worked 
very long hours and mother, then aged 
34 years, was lonely and bored. She 
fell into a romantic liaison with another 
expatriate who was single. Mother became 
preoccupied with this man and considered 
leaving her husband.

One day the family went on a trip in their 
car. On an isolated stretch, father got out 
and crossed the road to take a photograph. 
Bea jumped out of the car to follow him 
and another vehicle, speeding at 140km, 
knocked her down and dragged her along 
the road for 400 metres. Mother picked 
up the body of the child in her arms and 
brought her into the car where Chloe was 
sitting. The family left Bahrain within 30 
hours. Mother and father, experiencing 

stress and deep grief, were unable to 
support one another emotionally. They 
separated seven months after returning. 
During the separation, mother went back to 
Bahrain for closure and a ritual ceremony 
to mark the event. Ten months later mother 
and father reconciled for Chloe’s sake.

The entire extended family was traumatised 
and grieving and although mother and 
father functioned superficially, they 
were emotionally unavailable to Chloe. 
The attachment had been profoundly 
interrupted. Chloe was left on her own 
for long periods of time when normal 
interaction, learning and conversation 
would have taken place.

Brain development studies show that from 
birth to two years, significant neurological 
growth occurs in both hemispheres of the 
brain. Fonargy and Target (2005) write that 
attachment which is a right brain function 
assists the child organise and regulate 
development. By being with, nurtured and 
assisted by the primary caregiver, the child 
not only learns about the world, but how to 
relate to it. Sudden withdrawal of positive 
emotional attachment due to the trauma 
may have contributed to the interruption 
of learning, memory, self-regulation and 
perception of emotion. In this case, the 
parents’ response to loss corresponded 
with a withdrawal of attention from Chloe 
thereby interrupting normal right brain 
developmental processes. According to 
Schore (2009), attachment occurs when the 
mother’s right brain, which is the seat of 
empathy, communicates with and attunes 
to the right brain of the child. This creates 
an integrated way of being together. 

Following Bea’s death, trauma symptoms 
manifested. Chloe showed significant 
difficulty in language comprehension and 
expression. She experienced nightmares, 
bed-wetting, and displayed acute hyper-
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arousal. She played on her own terms 
in her own world and did not engage in 
reciprocal and communicative play. After 
seeing various professionals she was 
diagnosed with developmental delay. In 
the meantime, Chloe’s kindergarten teacher 
suggested the family attend a program at a 
community welfare agency addressing the 
needs of troubled families. Subsequently 
Chloe was referred to dance therapy within 
the same agency. The thinking behind this 
was that this mode of intervention was 
not reliant on verbalization. Her non-verbal 
performance functioning was relatively 
age-appropriate, so it was thought that 
expressive movement-based therapy might 
be suitable.

This dance therapist used a creative dance 
style based on the work of Mangala yoga 
and creative dance school in Melbourne, 
where carefully selected dance-aids 
and music assist the child to imagine, 
express and physically form feelings. 
These activities enhance self-awareness 
and connection on a subtle and profound 
level.  Psychotherapeutically, this therapist 
is drawing from Attachment Theory 
beginning with Bowlby as well as Object 
Relations which emphasizes the nature and 
importance of the therapeutic relationship.  
Dance therapy interventions, the 
embodiment of psychodynamic principles 
such as empathy, attunement, and 
creating a trusting, holding environment 
are fundamental to communication and 
reciprocity within the therapeutic alliance 
(Winnicott, 1967).

The original referral aims were to stimulate 
Chloe’s senses and to help her become 
more present in the here and now.  There 
was no mention of addressing the trauma. 
As Chloe was only two years old, mother 
was included. It was quickly evident from 
the first encounter that therapy would 
be a parallel experience for Chloe and 

her mother and the trauma was in the 
foreground at every session, verbally and 
non-verbally.

Dance therapy was held in a large congenial 
room within the agency. In accordance with 
the creative dance model, a simple aesthetic 
visual design in the room was arranged in 
anticipation of Chloe’s arrival. Even on the 
first occasion before any formal introductions 
were made, the dyad walked into a visual 
and acoustic atmosphere. Three Chinese 
straw hats were perched on three blue 
cylinders resembling mushrooms. Music 
of Carl Orff consisting of light percussive, 
child-like sounds supported the design. 
Wordlessly walking around the mushrooms 
and observing the expression of surprise and 
delight on the faces of the mother and child, 
the therapist initiated non-verbal movement 
by removing a hat and placing it on her own 
head. 

The movement synchronised with an inviting 
look in Chloe’s direction and she immediately 
responded by not only putting a hat on 
her own head but also slipping her arm 
through the cylinder. Mother was watching, 
so the therapist, with her eyes resting on the 
remaining mushroom, nodded at her. She 
scooped it up, and the two adults mirrored 
Chloe’s actions. Chloe quickly grasped 
that she was the leader and grinned. She 
initiated little movement sequences like 
running, stopping and exchanging hats. The 
therapist, keeping in mind the language 
delay, using an appropriate tone of voice, 
introduced individual words such as ‘stop’, 
‘go’, ‘thank you’, as they corresponded to 
the movement. 

Hughes comments that therapeutic 
affect attunement is an intersubjective 
experience involving ‘eye contact, facial 
expressions, voice prosody, movement, 
timing, intensity and touch’ (2004, p. 271). 
It is a moment-to-moment tracking by 
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therapist and dyad. All the attention was 
on Chloe in this first session. It seemed as 
if mother was discovering her daughter for 
the first time. Following the session with 
Chloe, out of earshot, mother spoke openly 
about the loss, and all that had occurred 
subsequently. She explained that neither 
parent was able to comfort the other 
following the death let alone worry about 
Chloe’s needs.

Chloe was eager to return to dance. 
A trusting interpersonal relationship 
developed between therapist and dyad. 
Chloe revealed a hunger for physical 
and emotional contact and insisted 
things be done her way.  Shaw supports 
psychotherapy being an inherently 
embodied process (2004).  For at least the 
first two months, Chloe was given the overt 
attention and subtle listening she craved.  

 

Levine (1997) writes that children are 
deeply driven by the feelings associated 
with the original trauma to re-enact them. 
There is an imperative to gain some 
control over the situation. According to 
Levine, deep healing occurs not necessarily 
in reliving the actual events but in 
renegotiating the trauma. This involves 

living the feelings through slowly and 
carefully to the point of mastery. Chloe 
took charge of the dance and the use of 
props. 

She would gather several little glittery 
balls in her arms, cradle them and gently 
hand them to the therapist indicating non-
verbally that they were not to be dropped. 
This feeling of self-empowerment was a 
stark contrast to the helplessness and 
immobility she undoubtedly embodied 
strapped in her car seat while observing 
the trauma. From the start, Chloe indicated 
a willingness to incorporate the therapist’s 
movement responses and ideas in her 
dance. Her personal level of attunement 
and alertness was overly developed, as was 
her desire for interaction.

After three months, Chloe started to take 
risks and to create little performances in 
therapy. With mother’s encouragement she 
jumped repetitively from a table in the 
room and mother was there to catch her, 
transforming the jump into a game with 
clapping as reward for challenging her fear. 
Each time mother was there for her.  The 
table became a place for Chloe to perform. 
She developed a routine she called the 
wombat dance and with each performance 
it changed and expanded. Mother and 
therapist were invited to perform their 
own version of the wombat dance. Levine 
(1997) writes that in renegotiation there are 
small incremental differences in the child’s 
responses. Chloe incorporated bits from our 
dances into her own choreography. 

Three weeks into therapy, mother 
announced that she was pregnant. She 
was ambivalent as this was unplanned, 
but accepted it with hope that the family 
could now look beyond their despair to 
the future. This pregnancy helped mother 
to heal. She did not view the baby as 
a replacement for Bea, but rather that 
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she was offered another chance. The 
pregnancy was significant in the journey of 
self-forgiveness.

It is worthwhile revisiting John Bowlby 
(1980) who writes that to heal, a child 
should have experienced a secure 
attachment with a primary caregiver prior 
to the trauma. This was indeed the case 
in this scenario. He says that honest and 
open communication about the trauma 
needs to be available to the child. How was 
this possible in Chloe’s situation; she was 
only just beginning to speak? Terr (1991) 
writes that even toddlers who ‘were unable 
to lay down, store or retrieve full verbal 
memories of their traumas tend to play 
out, to draw, or re-see highly visualized 
elements’ (p.12). Again, the theory of two 
right brains communing through touch, 
tone of voice and empathic expression 
helps the child to calm down, feel safe 
and express the unbearable. Bowlby 
stresses the importance of having a secure 
parental figure present to help the child. 
Emotional availability following the trauma 
was severely compromised because of the 
schism between the parents, but accessed 
again in therapy. 

John Bowlby’s (1980) theory of loss 
following attachment consists of three 
distinct phases. In Chloe’s case, ‘despair’ 
or ‘protest’ caused by the circumstances 
contributed to her withdrawal or 
dissociation, bed-wetting, nightmares and 
repression of her overall growth. In parallel, 
mother could not allow herself to move 
forward with her life or experience joy.  
Survivor’s guilt led her to the disowning of 
self, and therapy began with the rawness 
of grief. The second phase ‘compliance’, 
which involved accepting the therapist as 
someone to have meaningful fun with, 
more or less corresponded with the second 
phase of Chloe’s therapy. Dancing together, 
making up little stories, using the props to 

represent her internal life, asking for the 
music to be turned on or off, all focused 
on the re-owning of who she once was, 
reawakening her joy and sense of self in an 
interactive way. 

At no point were specific techniques 
conceived. On the contrary, the therapy 
was about the therapist’s authentic 
spontaneous response to each interactive 
moment.  As language and comprehension 
developed, Chloe began to make shape 
of the loss. In this phase her level of 
aggression escalated. Initially this was 
directed at the therapist. When challenged 
she would approach full of rage, eyeball 
to eyeball. The therapist’s returning look 
acknowledged her distress. Words were 
not always necessary to comfort her but an 
emotional availability through the body was 
there. 

Subsequently the aggression was directed 
towards mother.  For example, Chloe 
would pull a cloth tightly around mother’s 
head and face, so mother could hardly 
breathe.  Another time she told mother 
to lie down and close her eyes. Then 
she forcefully jumped on her, fully intent 
on hurting her.  Mother also remained 
emotionally present if she was not overly 
preoccupied and uncontained herself. She 
decided how much she could tolerate of 
Chloe’s aggression and where to draw 
the line. The word ‘gentle’ was spoken 
and demonstrated through tone of voice 
and quality of touch. Stroking became 
a frequent method for empathizing with 
Chloe and soothing her frustrations. 

A parallel process occurred for the mother. 
By observing, recognizing and responding 
to cues, she joined her child in discovering 
new ways of being, of reacting, developing 
language and inner control. Chloe and 
mother re-established the interrupted 
attachment and built on their former 
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relationship. Mother willingly brought 
family photos from happier times such as 
children’s birthday parties. At first Chloe 
felt ill at ease with this and wandered 
away. After two weeks she was able to 
tolerate the discomfort and gradually 
joined in reconstructing the past.

The third phase ‘detachment’ (Bowlby, 
1980) began when the grieving diminished 
and by then Chloe had a younger sister. 
Time was a great healer. Therapy assisted 
them in living with and reintegrating 
feelings of acceptance, sadness and a 
new way of loving and remembering. A 
new internal relationship towards Bea was 
born.

Towards the end of dance therapy, a 
session using an educative approach with 
concepts of short and long, using language 
and paper fish as symbols turned into 
one of those moments of transformation. 
Chloe said that the longest fish was Daddy 
and the shortest was her new sister Jan. 
‘What about the other fish, are they in 
the family too?’ the therapist asked. She 
replied that between Daddy and Jan there 
was Mummy, Bea and Chloe. This was a 
serendipitous opportunity to revisit the 
loss. The therapist told her the story of 
Mummy and Daddy Fish meeting and 
because they loved each other so much 
they had their first baby - her sister Bea. 
Two years later Chloe was born. Then a 
very sad thing happened and Bea was 
killed in an accident. Everyone was very 
unhappy and crying because they all loved 
Bea so much. Two years later Jan was 
born. Chloe listened very intently without 
interrupting. Mother sat close by. It was a 
cathartic moment.

From the outset, mother was a partner in 
this process in more ways than one. She 
attuned to the modelling demonstrated 
by the therapist, participated in the dance 

and remained a secure base for Chloe 
through the various stages while she 
remained in touch with the weight of her 
sadness. Sometimes her needs outweighed 
those of Chloe and the therapist was in 
a dilemma as to how to deal with the 
tension there and then. Mother’s strength 
was her capacity to remain open and 
self-aware. Observation and participation 
triggered memories, wonderings, thoughts 
and feelings connected with the whole 
of her life, especially family of origin. Her 
ability to empathise with Chloe as separate 
from herself was an undeniable strength. It 
is also the view of this therapist that the 
pregnancy, the prospect of new life, added 
a dimension to the healing process. It did 
not mask the grieving, but was a balancing 
force between past and future. It gave 
mother something to live for.
  
What of the role of the dance therapist? 
Stern writes ‘most of us have been 
dragged kicking and screaming to the 
realisation that what really works in 
psychotherapy is the relationship between 
the therapist and the client’ (2004, p.21). 
Children tell their stories by using their 
bodies. Movement appears to be their 
preference. When an adult joins them in 
this preferred mode the child feels not only 
seen but heard. Once the relationship with 
Chloe was established in this meaningful 
way, the therapist could become the 
conduit between her and mother, the 
figure to project onto, to reconnect and 
reattach the pair. By bringing her whole 
being and awareness into the therapy; 
body, personality, emotional reactions to 
the dyad’s material, known as somatic 
countertransference as well as clinical 
intuition, the dance therapist formed a 
deep bond with the mother and child.

What of the personal experience of this 
dance therapist? The neurosciences, the 
science of dance therapy educate and 
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inform the practitioner. In therapy 
using dance-movement and sensory 
stimulation, each and every moment 
is fundamentally about the heart and 
art of the relationship. The heart centre 
is first and foremost open to the 
mother and child as they find their 
feet literally and metaphorically in 
transforming their experience. The 
gateway to change is through the 
affective, imaginative and artistic 
qualities together with deep empathic 
listening. This mindful dance precedes 
making psychological or cognitive sense 
of the trauma. 

*The case example discussed in this 
paper was used with permission.  A 
pseudonym was used for privacy.
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