
Introduction

This paper introduces the dance 
movement therapy component within the 
Eating Disorders Program at New Farm 
Clinic in Brisbane, Queensland.  This 
component was developed for program 
participants through an emerging 
understanding of their experience of eating 
disorders.  It focuses on development 
of confi dence in their sense of self.  
Previously published work in dance therapy 
and the work of other disciplines involved 
with this population is discussed and 
related to the New Farm Clinic program.  
Program evaluation is then explored and 
followed by recommendations for future 
applications. 

Eating disorders

Eating disorders is a term for a range 
of unhealthy behaviours around eating, 
food and body image, which are taken 
to extremes.  These include body weight 
concerns, body image problems, eating 
habits and weight management.  These 
behaviours have consequences for 
physical and emotional health, and 
interactions with other people (APS 
website, 2008). 

A range of criteria for diagnosis of an 
eating disorder is available in the DSM-IV 
(1994).  It is broken down into Anorexia 
Nervosa (AN), Bulimia Nervosa (BN) and 
Eating Disorders Not Other-wise Specifi ed 
(EDNOS), a category used to describe 
eating disorders having some features of 
AN and/or BN, including over-eating.

The predominant features of both AN 
and BN are patients’ concerns around 
food and weight that become 
obsessional and, particularly in AN, 
inability to understand the reality of 
their behaviour and its effects on their 
health and wellbeing.  These people 
have an underlying concern about losing 
control; those with AN attain control 
through restricting their eating, while 
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those with BN feel they are powerless over 
bingeing and purging behaviours.

Inner experience of Anorexia and Bulimia 
Nervosa
An inner experience of Anorexia Nervosa and 
Bulimia Nervosa is described in this poem 
created by participants in a dmt session.

Anorexia is………
My accomplishment and punishment that I 
control victories and failures
Is safety - sucks you away from the real 
world
Promise that you will accomplish something 
worthwhile by being thin
Admirable, hurtful, scary, mean and 
rewarding
A shield that keeps me safe from hurt, 
failure and disappointment
Control - if I carry it with me I feel I’m in 
control of my life, taken away I lose the 
battle.
Makes me pretty and perfect

The poem reflects the focus of people 
with eating disorders on the need to be 
in control, and the fear of being out of 
control.  It demonstrates participants’ 
feelings that behaviour patterns, rules 
and rituals around food provide ‘safety’ 
from ‘life’.  This indicates how people 
with eating disorders are generally very 
sensitive and unable to tolerate emotional 
discomfort or manage difficult life 
challenges.  

Treasure (2008) describes these behaviours 
as maladaptive coping strategies that are 
self-reinforcing towards the avoidance of 
change.  They manifest in denial of any 
problem and resistance towards altering 
coping patterns. 

A primary experience of people with eating 
disorders is lack of trust in themselves, 
which is so strong at times it can be 

described as self-loathing.  This can 
sometimes be associated with self-harm, 
through behaviours around food, exercise 
and the body that include ritual eating, 
restricting, binge/purging and over-
exercising.  People in treatment programs 
will frequently use terms about themselves 
such as ‘undeserving’, ‘unworthy’, even 
‘unworthy to eat’.  Issues of low self-
esteem are a focus of all programs for 
eating disorders (Krueger et al, 1986; Rice 
et al, 1989; Stark et al, 1989; Krantz, 1999; 
Fairburn, 2003; Kleinman, 2007; Mirasol, 
2007; Wennerstrand, 2008; Treasure, 2008).

Treasure (2008) comments:

Negative social comparison, low self-
esteem, shame, self-criticism, are all 
factors that are thought to predispose 
to the development of eating disorders 
but some of the coping strategies 
that are associated with this such as 
striving and avoidance become more 
exaggerated during the illness. This 
leads to isolation and poor emotional 
regulation which in turn fuel the 
anorexic behaviours (p. 6).

Treasure (2008) points out that underlying 
all eating disorders are anxiety traits, 
obsessive-compulsive behaviours, 
perfectionism, rigid inflexibility, 
preoccupation with detail and intolerance 
of uncertainty.  These are all exacerbated 
by under-eating and starvation, making it 
difficult for the person to find motivation to 
move toward change.

At New Farm Clinic, I have found that 
anxiety about issues of control and 
managing emotions often manifests in 
patients through manipulative group 
behaviour that can affect group format 
and process.  This can be interpreted 
by staff as uncooperativeness or even 
arrogance and resistance.  Alternatively, 
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as described by Kleinman (2007), it can be 
understood as paralysis, which, she says, 
occurs when we continually give in to self-
criticism and undermine any positive sense 
of self.  Wennerstand (2008) also comments 
on a ‘distorted, frozen, traumatized’ sense of 
shame around a bodily-felt sense of self in a 
person with eating disorders (p.1).

One aspect of the experience of eating 
disorders not discussed in detail in the 
literature, but expressed frequently by clients 
in dmt, is negative self-talk.  Participants 
describe this as a constant pressure in 
their head, which becomes painful if they 
attempt to change or go against their rituals 
or beliefs about their body.  Maisel et al 
(1998) describes this metaphorically as a 
perpetrator of torture, an ‘Evil Dictator’, who 
needs to be fought against.  He suggests an 
‘anti-anorexia’ approach addressed through 
narrative therapy.

Dance-movement therapy and eating 
disorders

The American Dance Therapy Association’s 
(ADTA) webpage on dance therapy and 
eating disorders describes the person’s 
inability to deal with emotions and feelings.  
It describes how dance-movement therapy 
can help patients develop a sense of safety 
through an awareness of feelings arising 
from physical sensations and listening to the 
body’s needs.  Dmt programs for people with 
eating disorders can provide opportunities 
for participants to explore new behavioural 
patterns and develop aligned new neural 
pathways that assist in the experience of 
empowerment and effective ways of dealing 
with the environment (Krueger and Schofield 
1986; Rice et al, 1989; Stark et al, 1989; 
Krantz, 1999; Kleinman, 2007; Mirasol, 2007; 
Wennerstrand, 2008; Treasure, 2008).

Dmt programs for people with eating 
disorders aim to increase awareness of self 

through the body and confidence in coping 
with internal and external experiences of 
the body (Kleinman, 2008 (a) and (b); 
Mirasol, 2008), and replacement of old 
movement patterns with a new resilience 
and ‘empowerment’ (Krantz, 1999). 
Also, development of self expression for 
participants allows release and processing 
of past experiences and new ways of 
functioning and being in the world.  

Traits of anxiety and low self-esteem are 
addressed by dmt through increased 
awareness of the person’s strengths and 
resilience, being more comfortable in the 
body and developing a sense of mastery of 
body and feelings (Krueger and Schofield 
1986; Rice et al, 1989; Stark et al, 1989; 
Krantz, 1999; Kleinman, 2007; Mirasol, 
2007; Wennerstrand, 2008). Some dance-
movement programs use a developmental 
model to address the experience of self, by 
providing experiences that may have been 
missing in the development of self (Krueger 
and Schofield, 1986; Rice et al, 1989; Stark 
et al, 1989).

Dmt programs can help to rebuild a 
positive sense of body image and self 
and address associated high anxiety 
by providing gentle positive and real 
experiences of the body and development 
of mastery and strength (Krueger et al, 
1986; Rice et al, 1989; Stark et al, 1989; 
Krantz, 1999; Kleinman, 2007; Mirasol, 
2007; Wennerstrand, 2008).  

Wennerstrand comments:  

One of the ways DMT helps is through 
the development of mindfulness of 
bodily sensations leading to a more 
realistic sense of body boundaries….
the dance /movement therapist helps 
the client to pay attention to bodily-
felt emotional significance leading her 
to experience trust and know herself 
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in a safe un-traumatizing relationship 
with the therapist (Wennerstrand, 
2008, p. 1).

Participants’ response and participation in 
dmt can be affected by the physical and 
emotional impacts of starvation and over-
exercising, including poor concentration, 
low energy, low mood as well as periods 
of elation, agitation and irritability (Garner, 
1997). 

New Farm Clinic and the Eating 
Disorders Program (EDP) 

New Farm Clinic is a 71 bed private 
psychiatric hospital in the Brisbane suburb 
of New Farm.  The Clinic offers a range 
of inpatient and day patient programs 
that specialise in the treatment of mood 
disorders, eating disorders, psycho-
geriatric problems and general acute 
psychiatry.

The EDP is offered to people diagnosed 
with an eating disorder who are at 
risk from associated health issues and 
needing support with re-feeding.  The 
EDP monitors health signs and behaviours 
around the disorder, and provides support 
with eating meals, therapeutic group 
sessions, daily personal counselling by 
nursing staff and psychologists, and long-
term counselling by referring psychiatrists. 

Participants in the EDP 
Participants are mostly young women 
between the age of 15 and 30.  
Occasionally there are also older female 
patients, and over the past two years, 
three teenage boys (15-18).  The majority 
of patients are diagnosed with anorexia 
nervosa and a smaller number with 
bulimia nervosa.  The program has a 
waiting list and people come from all over 
the Australian state of Queensland, and 
sometimes from interstate. 

There are usually eight to ten participants, 
mostly voluntary patients, although some 
are admitted at the request of family or 
doctor and not necessarily because they 
see themselves as needing help.  Some 
have involuntary treatment orders (ITO) 
which may affect motivation for program 
attendance.  Hospital stays vary from two 
weeks to six months and up to a year for 
severe cases.  Those with anorexia usually 
have longer hospital stays. 

The dmt program 

As a psychologist at New Farm Clinic, the 
therapeutic programs I provide include two 
group dmt sessions per week.  These are 
mainly with inpatients of the EDP, usually 
attended by 6-8 of the 10 inpatients.  
The constant turnover of patients also 
means constant change in the dmt group.  
Although attendance is a condition of entry 
to the EDP, participation, dependent on 
health and motivation, is not necessarily 
consistent.

Based on features of people with eating 
disorders as described in the literature, and 
supported by observations of participants 
in the EDP, the aims of the dmt component 
are related to the developmental model 
described by Rice et al (1989).  This model 
proposes that treatment of body image 
disturbances can be approached through 
the predictable stages of development 
identified as: What body? Who owns this 
body? What can my body do? (p. 261).

In addition, two other aspects of 
development of body image are included 
in the dmt component.  These address 
the experience of ‘self’ in relation to other 
people, and there being more to self than 
just a body.  This is expressed in two 
further issues for exploration: I am more 
than my body!  And Who am I in relation to 
other people? 
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From these questions, the following 
major aims for the dmt component of the 
program are identified:

•  development of body awareness
•  building a sense of self in the body
•  developing a sense of control and 
    choice in one’s self and body 
•  developing confidence in self in 
    relation to others 
•  developing a sense of self in 
    addition to body self

Dmt program activities 
Group guidelines emphasise that 
participants work within their personal 
comfort limits, focus on what they are 
doing and not on what others are doing, 
and also that there is no right or wrong 
way of doing any activity. 

Participants are often initially hesitant to 
join the dmt sessions, but over time a 
culture of trust seems to develop, assisted 
by longer term clients who enjoy dmt and 
encourage newcomers to be involved.

Following the developmental model of 
Rice et al (1989), ideas proposed by 
Krueger et al (1986) and Stark et al (1989), 
the early phase of the dmt component 
focuses on developing inner experiencing, 
and reflecting early development of body 
image. To begin, participants explore basic 
body parts and body part connections.  
Experiences on the floor, such as rolling, 
offer patients a safe and supportive 
exploration of body boundaries and 
resistance and relationship to something 
concrete and external, before they are 
asked to engage in relationships with 
people. 

Because anxiety and self-consciousness  
can manifest as controlling and resistant 
behaviours, familiar and unthreatening 
interventions are used as a base from 

which inner experience, mastery, and 
creative self-expression are explored.  
These interventions include yoga, martial 
arts and sports based activities, amongst 
others (see Appendix).  Familiar activities 
to start assists willingness to participate 
and provides a comfortable environment 
for newcomers. From this beginning, 
Effort qualities are explored to develop 
movement through Time, Weight, Space, 
and Flow. 

Movement awareness exploration 
processes, such as Bartenieff 
Fundamentals, Feldenkrais and Skinner 
Release Technique are also incorporated 
to deepen body-awareness and broaden 
participants’ experiences.  These begin 
self-focused and often finish with group 
or pair interactions.  Starting from a 
lying position also reduces body-shape 
comparisons, self-consciousness or 
concerns about others seeing or judging 
the body.  

Gradually, over the weeks of dmt, other 
aspects of self are explored.  These include 
interaction with others, more extended 
experiences of self beyond the body and 
self and emotional expression.

Theme development 
Themes being addressed by other 
therapists in the EDP are considered in the 
dmt component, but more often the theme 
is developed from where the participants 
are at in that moment in time.  Also, as 
the group usually starts with an individual 
checking of energy level on a scale of 1- 5 
to assist with gauging appropriate activity, 
discussion about the rating often leads 
into a theme.

Emerging themes include self-care/self-
nurturing, managing strong emotions/ 
discomfort/ anxiety, personal space, 
exploring strength and gentleness, 
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managing energy (not surrendering to 
agitation and over-exercise), mind and body 
(how posture affects how we feel, how 
feelings are reflected in the body), being 
in own skin, and being seen by others.  
Some expressive explorations develop from 
yoga style postures, such as body centre 
(moving away and toward), body part 
connections, personal kinesphere, rocking, 
self-soothing, strength and balance poses, 
folding and unfolding. 

The dmt session may address all the 
developmental themes or focus on just 
one, depending on factors such as how 
long people have worked together, or 
current group themes.  A warm up that 
explores body parts and sensory awareness 
could be followed by an exploration of 
body boundaries and how these may affect 
interaction with others.

A list of aims and interventions that 
have been explored in dmt are outlined 
in the Appendix, based on the stages of 
development of body image as described.

Participants’ response to dmt activities
A favourite session for participants focused 
on the theme of ‘unfolding’, where a self 
conscious group worked on ‘being seen’, 
by exploring the body on the floor, rolling 
and tumbling in different ways on the 
mats to change levels, almost turning 
it into a theatre performance.  Feelings 
of empowerment were described by 
some participants after trying something 
they were initially frightened of – a very 
different form of achievement than that 
of starving themselves.  Those who found 
it confronting still had the opportunity to 
be seen and discuss their experience in a 
supportive group.

Other themes participants have enjoyed 
include explorations of strength and 
assertion using stretch fabrics, to assist in 

achieving a physical sense of body.  Initially 
introduced through exploration of body 
contact with the ground, pushing and feeling 
strong in yoga style postures, such as the 
warrior pose, this theme led to a positive 
sense of body control and relationship with 
others.  This session concluded with each 
person making shapes into the fabric held 
by the group.  This was experienced as a 
gentle and non-confronting introduction to 
self-expression.  In discussion that followed 
this activity, body image concepts in relation 
to ‘light’ or ‘heavy’ weight, co-operation and 
trust, assertiveness and communication, 
were explored.

African rhythm games used as a warm-up 
have raised energy and eased interactions 
at times when it was difficult to get group 
involvement.  For example, with participants 
standing in a circle, a group rhythm to 
music was developed by using a small ball 
to clap on the legs on a chosen beat.  The 
ball was passed between participants, with 
directions, beat, or body parts changed 
for interest.  Interaction with others 
was encouraged and there was laughter 
when the ball was dropped, providing 
reinforcement that it was ‘OK’ not to ‘get it 
right’.

Negative self-talk prevents some participants 
from enjoying dmt, and the risk of 
experiencing feelings or change.  However, 
others report that dmt is a distraction from 
‘head talk’ through the focus on the here 
and now.

DMT program evaluation 

Over the past two years, various possibilities 
of assessing participants’ response and 
evaluating the program have been explored 
at New Farm, with three specific aims 
considered: 
(1) to check that the program aims are on 
target for clients’ needs as perceived by 
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participants and treating professionals, 
(2) to gather evidence of the efficacy of dmt 
in the treatment of eating disorders and 
(3) to develop an evaluation of the dmt 
program to foster support from hospital 
management for its inclusion in the EDP 
program in the longer term.  

A number of evaluation strategies were 
used to explore answers to questions such 
as: Are there any changes in perceived 
mood, self-esteem, energy level, and body 
image through participation in dmt?  
And do participants perceive any benefit 
overall?  

Evaluation of the dmt program did not 
include measurement of eating and other 
behavioural patterns as it was considered 
difficult to assess whether changes were 
influenced by dmt or by the entire EDP.  So 
the main focus of evaluation was change in 
participants’ perceptions before and after 
dmt sessions.  These were recorded using  
drawings before and after each session. A 
self-report scale was devised by the author.  
Verbal feedback received from participants 
and staff was noted but not formally 
recorded.

The use of projective drawing to explore 
group members’ feelings about their bodies 
is supported by Krantz (1986).  Drawings 
were undertaken before and after each 
session to assist with evaluation, as well 
as for stimulating movement exploration.  
Participants were invited to draw, 
spontaneously, and without judgement, a 
representation of their mood or experience 
of their body in that moment.  They 
were also asked to rate mood or body 
experience on a scale of 1 to 5, to provide 
a qualitative comparison of mood and body 
experience before and after each session. 
1 on the scale indicated ‘feeling low’ 
(depressed, flat) in mood while 5 indicated 
‘feeling high’ (contented, no real concerns). 

Figure 1:  Drawing by participant - how she was 

feeling before (above) and after (below) the 

session.

Most of participants’ ‘before’ and ‘after’ 
drawings demonstrate change after dmt 
sessions, although sometimes the mood of the 
participants was so low, or anxiety so high, 
that little difference was seen.  Differences 
were evident in colours and in increase in flow, 
with softer edges emerging from sharp edges 
and images reflecting metaphors (as described 
by patients).  For example, the red arrows 
in Figure 1, and black sharp lines in Figure 
2, have gone or are softened in the ‘after’ 
drawing.  Additionally the drawings provided 
opportunity for discussion and integration of 
material from dmt sessions. Comments from 
participants also reflected changes in their 
personal experience through the program.
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Figure 2: Drawing by another participant, on 

the same day:  How she felt before (above) and 

after (below) the session.

It is difficult to use objective assessments 
of drawing to understand participants’ 
responses, or to evaluate dmt effectiveness. 
However, the differences between ‘before’ 
and ‘after’ drawings in this program were 
often very marked, so their use as a tool 
for representation of patients’ feeling states 
could be of value.  Further investigation 
is needed into the use of drawings as an 
evaluation tool. 

A further challenge was that participants 
were generally willing to be involved 
in projective drawing, but not willing 
to discuss their experience.  And, as I 
found, they did not like focusing on their 

feelings or body, so drawing was beneficial 
because it provided an indirect way of 
describing their experience. They felt less 
vulnerable providing descriptions this 
way - in a supportive and non-judgmental 
environment.

An easy to complete self-report scale (1-5) 
that included parameters of mood, energy, 
anxiety, self-esteem and body image was 
devised by this author.  However patients’ 
response to the invitation to complete 
this was generally poor.  Reasons for lack 
of enthusiasm included the fact that they 
did not like thinking about how they felt 
and became distressed if changes were 
not perceived.  In comparison, they more 
willingly participated in drawing and were 
able to reflect on any changes noticed in 
these before and after dmt sessions.

Self-report scales around body image and 
mood that are quick to complete, and 
appropriate for use before and after dmt 
sessions, are needed for assessment and 
evaluation of this population.  The many 
questionnaires available are more useful for 
the full EDP, but not for the dmt component 
alone.  

Positive feedback provided evidence for 
support of the dmt component of the EDP.  
This feedback comes from patients directly 
to me, or from other staff reporting what 
patients say.  Despite minimal discussion 
during sessions, group members frequently 
came to speak to me individually, often 
thanking me, and describing relief and 
relaxation from their taunted minds and 
bodies.  The use of comments from other 
therapists or independent professionals 
gathered through discussion or interview, 
could be formalized as a strategy for 
evaluation of the dmt program.  

Another strategy for evaluating the benefit 
of the dmt program could be simply 
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attendance.  Participants consistently and 
voluntarily attended the dmt program at 
New Farm.  While their enthusiasm reflected 
their interest and enjoyment in the dmt 
component, it did not necessarily indicate 
changes in their illness.  It may however, 
have indicated changes in their experience 
of self.  As discussed earlier, experiencing 
pleasure, enjoying being with others, 
being seen and expressing yourself, are 
challenging for people with eating disorders 
who disconnect from their inner experience 
of self. Resistance and ambivalence are 
such an inherent part of behaviour that it is 
possible that co-operation and participation 
with enthusiasm are signs of shifts in that 
experience and of the development of trust 
and self-confidence. Further investigation 
into methods of assessment and evaluation 
are needed to test these assumptions further.

Recommendations for future dmt 
programs 

It is important that the therapist understand 
the inner experience of people with eating 
disorders.  It is easy to become frustrated 
with the resistance and ambivalence the 
patients project, which in turn is reflected 
from other staff.  Creative methods can assist 
all to understand participants’ experience, 
as evidenced by the poem presented in this 
article and the response to the drawings 
described.  Dance movement therapists can 
also offer exploration through self expression 
and awareness of somatic/kinaesthetic 
experiences of the body, that can lead to the 
patients deepening their self-understanding.

Approaching therapy from a position of 
acceptance and understanding of patients 
leads to trust and cooperation that are 
essential in intervention processes.  It is 
important to focus on helping participants 
to accept themselves, rather than reinforcing 
that their behaviours are deliberately 
manipulative and controlling, a common 

perception by others.  These views can be 
frequently absorbed by patients into negative 
self-assessment of being ‘bad’.  Therapists 
need to demonstrate empathy with patients’ 
feelings of confusion, anxiety and often 
pain, at the same time as being careful not 
to encourage or affirm manipulative and 
controlling behaviours. Listening with all the 
senses and reflecting back understanding 
and acceptance of participants’ experience is 
very important. Kleinman, (2008a) identifies 
this as a skill dance-movement therapists 
have that enables therapy to be effective 
with people with eating disorders. 

If a therapist is confident and clear about 
goals and choices in dmt and honest 
with those who attempt to manipulate, 
communication with, and understanding 
of, participants is likely to improve.  Safety 
guidelines are important, as are realistic 
expectations of response, in order to 
encourage participation and assist with 
development of trust. Therapists also need 
to demonstrate patience as initial responses 
to dmt are often negative. This is likely to 
be a reflection of participants’ feeling states 
rather than a negative response to dmt, 
as dmt offers a contrast to the hospital 
experience and encourages a positive 
response.  The ball game described earlier 
is an example of an activity that encourages 
positive interaction, laughter, raises energy, 
and promotes group involvement for those 
low in mood.  The value of contrasting 
experiences is supported by Mirasol 
(2008), who points out the importance of 
developing new behavioural patterns through 
interventions which provide new ways of 
experiencing.

Issues for dmts to consider:

•  Some participants may attempt to 
take control of the group, usually in 
response to internal anxiety around 
activities presented.
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•  Some participants may want to 
over-exercise to lose weight, so 
activities need to be low calorie 
burners with minimal aerobic activity.  
The therapist should be aware that 
participants may become manipulative 
to achieve increased activity.

•  Some participants may have a 
tendency to self-harm and may not 
be aware that an activity is harmful.  
Awareness of choice of activities, 
close observation and gentle 
reminders to participants can help to 
avoid self-harm.  The use of props as 
weapons that can cause self-harm, 
such as elastics, should be carefully 
considered.

•  Touch can be useful to assist 
in developing body awareness or 
relationships, for example, in 
activities that involve sharing 
weight.  However touch needs to be 
introduced in a way that encourages 
self-care and protection of personal 
boundaries, so that participants have 
the opportunity to give or refuse 
consent.

•  Patients coming off bed-rest can 
be low in physical energy, have poor 
concentration and reduced physical 
strength. These patients should be 
invited to work within their limits and 
ensure self-care.

Discussion in the dmt program is likely 
to be limited until trust develops, so 
opportunities for non-verbal expression 
such as drawing or writing, can be 
useful.  Participants often draw or write 
stories more readily than they will 
speak.  Kleinman (2008) has developed 
a worksheet for journaling on body 
image.  This assists the participant and 
therapist to communicate with each other 

about experiences and helps to develop 
participant strength and belief in self.  It 
can further assist with overcoming self-
consciousness by providing indirect rather 
than direct communication, and from this 
trust can develop.

Attendance by other staff members can 
help develop understanding and support 
for the dmt component. 

Conclusion

Overall the response to the DMT 
component of the EDP has been positive 
from both participants and staff.  The 
informal feedback from both groups 
identified dmt as being well received with 
positive effects on participants.  It was 
apparent from participants’ responses that 
it provided pleasure and enjoyment.  

Based on the developmental model 
described, the indicators are that dmt can 
lead to reinforcement of sense of self for 
participants. 

The experiences in this program indicate 
that tools for evaluation of the dmt 
component of the EDP could be further 
investigated.  Once implemented, these 
tools could aid in further identifying 
and clarifying the benefits of dmt in the 
management of eating disorders.

Appendix 
Aims and interventions of the dmt program 
- as approached through developmental 
stages of body image 

What body?
Aims: To achieve ‘realistic’ body awareness 
through sense of pleasure, overcoming 
denial or detachment from body
Interventions:
Exploring/touching body parts 
Exploring Bartenieff fundamentals, Release 
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Technique, or Feldenkrais awareness 
exercises

Who owns this body?
Aims: Developing sense of self:
body boundaries 
body integration 
recognition of internal cues 
autonomy/ healthy control/ mastery 
managing anxiety
Interventions:
Yoga style exercises / balances focused on  
body centre
Choosing stretches for group
Exploring personal space eg. using elastics
Using Release Technique eg. exploring 
release of shoulders, spine.

What can my body do?
Aims: To recognise body as a part of self 
rather than object 
To increase sense of self through body 
mastery, sense of self-power and autonomy 
To experience positive body experiences 
To strengthen trust in body 
To explore movement self-expression 
Interventions: 
Exploring strength eg. push and pull with 
partners
Balancing with partners, taking others 
weight
Problem solving ways of getting onto and 
off the floor 
Mirroring in pairs
Finding gestures for ‘how I am feeling’

I am more than my body
Aims:
To develop a sense of self in addition to 
the body sense - what else makes me who 
I am?
To express emotions 
Interventions:
Creating an outline of body and fill in ‘what 
makes me who I am?’
Expressing creatively, exploring values and 
preferences. 

Who am I in relation to others?
Aims:
To make connections to others
To develop confidence in relating to others 
To reduce fear of judgment
To become aware of self and other and 
accept differences
Interventions:
African ball rhythm game
Kicking passing balls/balloons
Walking with trust 
Sharing gestures
Performing group tasks
Having discussions following group re 
individual preferences 
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