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A bodymind approach to psychotherapeutic groupwork with patients with 

medically unexplained symptoms: A review of the literature, description of 

approach and methodology selected for a pilot study 

 

Abstract 

This paper presents a literature review of research into interventions with people with medically 

unexplained symptoms (MUS). The review forms the basis for the research questions, provides a 

rationale for an innovative approach to intervention for patients with anxiety/depression with 

MUS and describes the most suitable methodology for its study.  An overview of the problem is 

provided as backdrop to the rationale. Patients with MUS  make up a substantial percentage of 

all Primary Care (PC) consultations, are notoriously difficult to treat and make huge demands on 

resources. A pilot study took place in the National Health Service (NHS) in the UK between 

2004 and 2007 receiving full NHS ethical approval for delivery in PC. Following on from the 

systematic search of the literature the argument for, and description of, the bodymind (BMA) 

approach to group psychotherapy (based on the discipline Authentic Movement from within the 

field of dance movement psychotherapy) is presented. The intervention emphasizes a verbal and 

non verbal integrated approach which encourages an awareness of the inter-relationship between 

body, self and mind. It encourages meditative, mindful movement deriving from natural body 

gestures and posture, relaxation, massage and promotes change in beliefs towards greater 

understanding of the meaning of the symptoms within a self managing framework. It is founded 

on the principle that bodily experience can be an avenue for meaning-making in personal 

development leading to increased wellbeing; better coping strategies; changes in perception of 

the body-felt sense and improved lifestyle choices and behaviours. The symptom is seen as a 



metaphor for connections between body, self and mind. The research sought to answer a number 

of questions concerning the intervention such as benefits, process and outcomes from the 

perspective of participants and the facilitator. In order to facilitate findings to these questions the 

methodology selected was mixed, using both qualitative (analysis of  pre, post and follow up 

interviews with participants and facilitator’s process recordings of group sessions); and 

quantitative - whereby two outcome measures were completed by patients pre, during, post 

intervention and at follow up. Levels of medication and frequency of visits to their general 

practitioner (GP) were also quantified pre and post intervention and at follow up.  

Key words: literature review, dance movement psychotherapy groups, authentic movement, 

bodymind, anxiety/depression, primary care, medically unexplained symptoms 

 

Introduction: Nature of the Problem 

Hague (2005a and b), a GP, discusses the importance of GPs and other health professionals 

recognising that mental health ‘influences physical disease: that the two are intimately related’ 

(ibid: 6). He goes on to claim that 30-40% of all GP work is consulting about various common 

mental health problems, and major studies suggest that 50% of patients with these problems 

present only physical symptoms to their GPs often due to the stigma of having a mental health 

problem. The patient is left to unravel the complexity between mental and physical health.  

 

Patients with MUS are therefore highly prevalent in PC and present a common problem across 

all areas of medicine with high associated expenditure of health resource funding (Arnold at al. 

2006; Fink et al. 1999,) including secondary care examinations and screening. 

 



MUS such as chronic somatoform pain are now understood as maladaptive responses involving 

physical, psychological, social and emotional factors. Psychological factors such as distraction, 

relaxation, fear, depression, former pain experiences and family and cultural influences modulate 

the way pain is experienced. It is important for GPs and other health professionals to recognise 

that mental health influences physical disease and that the two are intimately related or we 

perpetuate the body-mind Cartesian split still prevalent in this field (i.e. we have mental health 

services and physical health services separately funded and administered). A physical 

illness/injury can have accompanying psychological symptoms and a psychological 

stress/disorder can have accompanying physical symptoms. However, the boundaries of 

psychological and physiological illness are not always clearly defined and whereas this opens up 

many possibilities, it also makes treatment difficult. 

 

Smith et al. (2003) recommends that treatment must focus on cause and effects of symptoms on 

the person’s life and general well being, and that management must be multi-dimensional, 

addressing all aspects of the patient’s life. In clinical practice, most patients with MUS are 

diagnosed as suffering from somatoform disorder (ICD10, F45). An evidence-based approach at 

the primary care (PC)-community care interface is in its infancy. Further research into integrative 

treatment and prevention of MUS is required.  

 

The approach used as the intervention for this patient population, termed ‘BodyMind’,  derives 

from movement psychotherapy (MP), also known in the UK as dance movement therapy (DMT) 

or more recently as dance movement psychotherapy (DMP), soon to become a NHS state 

regulated profession with the Health Professions Council (HPC). DMT has been used 



successfully for the treatment of patients with psychosomatic disorders in a treatment and 

evaluation project in Sweden (Thulin 1997). However, to the author’s knowledge, there is no 

other research using the approach with people with MUS. The study aimed to investigate a group 

approach using an adaptation of Authentic Movement from within DMT (Adler 2002; Bernstein 

1983; Chodorow 1991; Pallero 1999, 2006; Payne 2006a; Whitehouse 1979) specifically for 

people diagnosed as suffering from mild to moderate anxiety/depression with an accompanying 

MUS manifested in a bodily symptom. 

 

The Literature Review 

Psychosomatic medicine and philosophical issues 

 

There are numerous publications on issues that may arise when working with clients with 

MUS/psychosomatic problems such as the experience and meaning of illness/wellness 

(Bullington 1999; Cassell 1991; Charmaz 1995; Fahrenberg 1986; Honkasalo 1998; Honkasalo 

2000; Morse 1997; Schore 1994; Thomas 2000) and the communication of the illness experience 

(Broom 1997; Frank 1995; Frank 1997; Hyden 1997; Poirier 1994; Soederberg and Nordberg 

199 ).  

 

There is also a vast amount of literature questioning and challenging our beliefs and perceptions 

of psyche/soma in relation to the social environment (Bullington 1999; Csordas 1994; Ogden 

1998; Schore 1994; ). These writings seem not only relevant to the working with those with 

MUS but also to the DMT field as a whole. For example, ease and dys-ease of the psyche and 

soma in DMT work (Bullington 2003, Parvia 2003; Thulin 1997); narratives through embodying 



emotion to motion (Berrol 1992) and the social and cultural considerations of pain and suffering 

for individuals (Bullington 1999; Cassell 1991; Charmaz 1995; Csordas 1994; Honkasalo 1998; 

Honkasalo 2000; Poirier 1994). 

 

Dance movement therapy/psychotherapy 

The foundation of DMT/P lies within the premise of the unity of body and mind (Berrol 1992; 

Stanton-Jones 1992). Similar discussions on this inter-relationship of the body with the mind are 

in the centre of the literature on psychosomatic ‘dys-ease’ (Bullington, 1999; Cassell, 1999; 

Charmaz, 1995; Csordas, 1994; Honkasalo, 1998; Honkasalo, 2000; Williams and Bendelow, 

1998)  

 

DMT has been used successfully as a complementary therapy with a wide range of populations 

ranging from children and adults with severe learning, emotional, social and physical disabilities 

to people with mental health problems, emotional and behavioural difficulties. It has also been 

used with patients with pain and other physical symptoms from the spectrum of psychosomatic 

disorders/MUS as well as organic causes, such as cancer (Dibbell-Hope) 1989, to improve 

wellbeing and adaptation. Goodill (2005) gives an overview of DMT in the medical environment 

including working with patients with conditions such as heart disease, chronic pain and 

HIV/AIDS. It has been applied with ‘medically ill children’ as illustrated by Goodill and 

Morningstar (1993) and by Mendelsohn (2002).  

 

The writings on DMT and psychosomatic symptoms describe, with case illustrations, the clients’ 

journey through the therapeutic encounter when struggling to come in terms with physical 



symptoms of an unknown medical cause (Hoer 1988; Horwitz et al 2003; Silberman-Deihl and 

Komisaruk, 1985; Thulin, 1997). Another article by Bullington et al (2003) uses therapists’ 

narratives to gain understanding on the experiential aspects of pain and illness. These articles 

suggest outcomes such as a decrease in bodily symptoms, anxiety and use of medication; 

increases in psychological insight and an improvement in the perception of the symptom in the 

healing process. This knowledge can deepen our understanding of MUS when working with 

clients with somatic complaints.  

 

An early UK pilot study using movement therapy as a support with patients from PC with 

medically unexplained pain (Chrysou, 1999) - a different but closely related population in that all 

are typically hard to reach, and seen as ‘revolving door’ patients. Instead of one group of 6, as in 

Chrysou, in this study there were 4 groups of 4-7 participants with varying ailments in each 

group. The shorter duration of the intervention (12 sessions as opposed to 27 in Chrysou) and the 

fact that there were more participants make it more cost effective.  

 

Other arts therapies 

Of relevance to DMT and MUS is other arts therapies (art, music, drama) research in this topic 

area. The advantages of creative, non-verbal therapies for this population are further discussed in 

these forms of therapy which can be seen as offering some specific benefits over verbal 

therapies, as the clients have, indirectly, the opportunity to process distressing feelings, thoughts 

and pain in a less threatening way (Becker, 1977; Bullington et al 2003; Grossman, 1992;). 

Clinical examples are given to illustrate the therapeutic process in music therapy (Fagen, and 

Wool, 1999; Magill-Levreault, 1993; O'Callaghan, 1996) and art therapy (Grossman, 1992;  



Theorell et al 1998). A research study by Standley (1992) incorporated quantitative methods to 

study the effects of music therapy (music listening) on anxiety and nausea during chemotherapy 

treatment. Both patients and nurses commented on the benefits of music also reflected in the 

physiological measures during and after chemotherapy. Brown et al (1989) explores pain relief 

through music therapy. 

 

The psychological therapies  

Psychology and verbal therapies offer extensive reading on psychosomatic/MUS theory and 

research. They appear from within the breadth of the psychological therapies: cognitive 

behavioural therapy (CBT), counselling and psychotherapy have been differentiated for their use 

with this patient group. CBT studies are normally conducted from a quantitative research 

perspective. A meta-analysis of CBT with psychosomatic clients yielded encouraging results as 

71% of studies found positive improvements in reports of physical symptoms (Kroenke and 

Swindle, 2000). The research findings are quantifiable although they utilise subjective, patient 

self-reports in measuring emotional, psychosocial and physiological factors of psychosomatic 

illness. The results indicated the benefits of CBT including a) a decrease in anxiety, b) a decrease 

in depression, c) a reduction of bodily complaints, and d) increased insight (Ehlert, Wagner and 

Lupke, 1999). Speckens et al’s (1995) study illustrated decrease in back pain in three treatment 

groups (CBT, relaxation training and combination of the two) as compared to controls. Lidbeck’s 

(1997) research on group short term CBT showed a moderate improvement in perception of 

illness, somatic preoccupation, hypochondriasis and use of medication. However, in a recent study 

by Sumathipala et al. (2008) in a randomised controlled trial which evaluated CBT and compared it with 

structured care given by GPs it was concluded that CBT was no more efficacious than structured care 

over the longer term.   



 

Counselling (Sanders 1996) and psychoanalytic approaches (Becker 1977; Braunschweig 1998; 

Erskine & Judd 1994; Grabhorn 1998; Hadhazy et al 2000; Kuechenhoff 1998; Scoppola 1996; 

Milch 1998; Mueller-McDougall 1992; Nordberg et al 2001; Totton 1998; Turp 2001) rely more 

on phenomenological study and discussion applying theories in practice with clients presenting 

with psychosomatic issues. In group analysis a study by Grabhorn (1998) offers an alternative 

way of observing the process of group therapy with clients with psychosomatic illness. He used 

semantic content analysis of therapy sessions to analyse changes in the group’s interaction. The 

group seems to have helped the clients to mobilise the expression of anxiety and aggression.  

 

Body psychotherapy 

Pertinent to a non verbal approach emphasising the body as expresser, such as DMT, is that of 

body psychotherapy. Several authors such as Aposhyan; (2004); Marlock and Weiss (2005); 

Rothschild (2000); Shaw, (2003); Soth, (2002); Staunton, (2002); and Totton (1998, 2003 and 

2005);  have commented on the advantages of this approach for patients with 

MUS/psychosomatic conditions. Particularly, a number of authors draw on a long tradition of 

research (Shaw 2003) and theory (Mathew 1998; Soth 2002; Staunton 2002) on the body in 

psychotherapy to discuss the transferential and countertansferential issues in the therapeutic 

relationship. In the only randomised controlled study (Nickel et al 2006) found bioenergetics 

(one technique in body psychotherapy) reduced the somatisation of symptoms experienced by 

Turkish immigrant men. 

 

Complementary therapies 



Complementary approaches to medicine offer a wide variety of treatments, some of which have 

been researched in respect to efficacy of treating somatic complaints. It appears that several 

approaches can contribute to the well being of people who are feeling unwell: meditation 

(Bonadonna 2003), meditation’s impact on chronic illness (Jin 1992; Majumdar et al 2002), 

massage (Browlee & Dattilo 2002), tai chi (Jin 1992; Taggart et al 2003) and hypnosis 

(Williamson 2002).  

 

Multiple approaches 

Research into mixed approaches seems to indicate that there is unlikely to be a single 

intervention that offers outcomes above and beyond other forms of therapy or treatment 

(Creamer 1999; Hadhazy et al 2000; Jin 1992). For example a review of body-mind therapies 

(including relaxation exercises, meditation, hypnosis, guided imagery, biofeedback, autogenic 

training) in the treatment of fibromyalgia concluded that these therapies should not be favoured 

over other forms of therapy (Hadhazy et al 2000). The combination of different therapies 

according to the individual’s needs and interests may be most helpful (Creamer 1999).  

 

Summary of review of literature 

The literature review revealed that psychosomatic problems/MUS have captivated the interest of 

many researchers, writers and clinicians. The boundaries of psychological and physiological 

illness are undefined. This opens up many possibilities but also makes treatment difficult.  

Research suggest that verbal (Bleichhardt, Timmer and Rief, 2004; Creamer, 1999; Ehlert, 

Wagner and Lupke, 1999;  Grabhorn, 1998; Greene and Blanchard, 1994; Hadhazy et al 2000; 

Harrison et al 1997; Kashner et al 1995; Kroenke and Swindle 2000; Kuechenhoff, 1998; 



Lidbeck, 2003; Mayou et al 1997; Milch, 1998; Morley et al 1999; Speckens et al 1995; 

Scoppola, 1996; Temple et al 1996; Turner and Jensen 1993; Warwick et al 1996), non-verbal 

(Brown et al 1989; Bullington et al 2003; Fagen & Wool 1999; Grossman, 1992; Magill-

Levreault, 1993; O'Callaghan, 1996; Standley 1992; Theorell et al 1998) and body-orientated 

therapies (Bonadonna, 2003; Becker, 1977; Browlee and Dattilo 2002; Bullington et al 2003; 

Creamer, 1999; Hadhazy et al 2000;  Jin, 1992; Keel et al 1998; Mueller-Braunschweig, 1998; 

Majumdar et al 2002; Nickel et al 2006; Taggart et al 2003; Thulin, 1997) can relieve MUS  in 

many cases. One approach should not be favoured over another however. 

 

Therefore both verbal (such as CBT, group psychotherapy and hypnotherapy) and non-verbal 

(such as body-orientated and body psychotherapy; DMT, art and music therapies and meditation) 

approaches are as beneficial as mixed approaches. The advantages of creative, non-verbal 

therapies can be seen as offering some specific benefits over verbal therapies as the clients have 

the opportunity to process distressing feelings, thoughts and bodily pain in a less direct, overt 

way.  

 

However, it can be argued DMT may have an implicit advantage of solely verbal, non verbal and 

body orientated approaches since it can integrate all of these as in the mixed approaches. By 

approaching ‘dys-ease’ from the unity of the bodymind perspective it emphasises the body and 

non-verbal aspects (Becker, 1977; Bullington et al 2003;;Silberman-Deihl and Komisaruk, 1985) 

whilst honouring cognitive understanding and verbal modes of expression. 

 

The following research questions arose from the literature review: 



1. Does an integrated approach binding together both verbal and non verbal approaches to MUS 

provide a platform for change in patient perception of symptoms?  

2. What are these patients’ experiences of a medium-term, group bodymind approach (BMA)? 

3. What are patients’ views on the benefits/outcomes in relation to coping strategies for 

symptoms; self managed care and self responsibility for health? 

4.  What are the longer-term benefits for patients attending the programme (in terms of symptom 

distress; re-referral rates; wellbeing; levels of anxiety/depression; frequency of GP appointments; 

prescription/medication rates)?  

 

The approach and how it was implemented 

Therefore for this population it was decided to use a group approach which valued the 

combination of verbal and the non verbal in relation to the individual’s needs  i.e. verbal 

reflection/story telling (witnessing) and personal spontaneous movement as a symbolic process 

(moving with the particular symptom in mind). The movement expressed as body language 

arises from within and feelings and thoughts integrated in an imaginative/creative framework. 

Consequently, in order to give potential participants the message sessions were concerned with  

personal learning (such as making connections between body and mind; self managing their 

health and wellbeing and developing better coping strategies for ‘dy-ease’) through both verbal 

and non verbal avenues,  the sessions were termed ‘Learning groups – a bodymind approach’. In 

essence this approach is embodied learning so terminology used reflected this. It  removed the 

stigma often associated with the terms ‘psychotherapy/therapy/psychological therapies’ and 

provided ease of access to this population who otherwise may not seek out psychological 

therapies when labelled as such. There can be a fear of being labelled ‘mad’ and that their 



symptom is seen as ‘all in the mind’ when it is clearly experienced in the body. Mental health 

needs are seen by society as unacceptable when compared with physical health needs. 

 

In addition, a group approach, over a relatively short duration, can be potentially more efficient 

than other current individual interventions available to this patient population such as 

CBT/counselling. 

 

It has been argued elsewhere the physical and psychological benefits of an intervention such as 

DMT which uses physicality, the moving bodymind - as in moving the body with mindfulness - 

for patients with psychosomatic symptoms;  

‘there are valid physiological reasons for the place of dance-exercise in [psychological] therapy, 

emphasizing the unique contribution DMT has to make in, for example the treatment of stress 

and psychosomatic conditions’ (Payne 1992:6). 

 

DMT/P, is a hybrid, although not dance exercise per se, it uses non stylised natural bodily 

movement together with verbal language in its therapeutic process - a mixing of the verbal with 

the non verbal whereby the right and left brain are connected. The emphasis here is on the 

connectivity and somatic attunement or resonance between feelings, thoughts, beliefs, symbolic 

non-verbal and imaginative aspects of the psychotherapeutic process. As an integrated approach 

for this population, it is unlike other distinct approaches which are solely either bodily symptom 

or psychologically focussed. It is different in that it is integrating body and psychological 

aspects, concentrating and working with, and through, the distress/dys-ease of the symptom 

rather than trying to distract from, or eradicate it which can lead to further disassociation from 

the body.  

 



The intervention explored physical symptomatology through symbolic movement using aspects 

of Authentic Movement (Whitehouse 1979; Bernstein 1983; Chodorow 1991; Adler 2002; 

Pallero 2003, 2006; Payne 2006a). The central element is mindfulness as the body is moved or 

‘being moved’ with the symptom in mind. The therapeutic goals included: 

1. Promoting change in perception of bodily symptoms;  

2. Increasing levels of self understanding (for example, making links between lifestyle, stress and 

symptoms);  

3. Increasing a sense of wellbeing;  

4. Raising levels of body awareness (bodily intelligence); 

5. Facilitating group members’ capacity to self-heal with a focus on self management rather than 

over-reliance on GP visits, medical cures and/or dependency on medication (the latter of which 

most sufferers would prefer not to take at all); 

6. Promoting group cohesion. 

 

The specific way the intervention was conducted depended to some extent on the assessment 

made by the facilitator, her own thoughts and creative approach to the population, the group 

dynamics and needs, and the facilitator’s reflections from weekly supervision with a practitioner 

(also experienced in this work). The author, as the principal investigator, met the facilitator every 

fortnight for debriefing to ensure the practice methodology being used was appropriate to the 

research needs.  The facilitator was an experienced health practitioner, HPC registered, trained in 

physiotherapy and at post graduate level in DMT and had a recent, separate four year course in 

Authentic Movement with the principal investigator. 

 



Non-verbal therapy can be beneficial to transcend barriers of ability and language, for example 

according to Becker (1977) language can act as a defence. It is possible that this may be one of 

the advantages of using movement as well as words as an intervention with patients with MUS. 

By emphasising the non verbal (a right hemisphere specialisation) defences normally utilised 

may be bypassed allowing for a capacity to connect with bodily experience (and themselves) in a 

new way. The body provides direct access to feelings, the unconscious and the imagination in the 

right hemisphere which are not mediated by words and logical thought found in the left 

hemisphere. In this way right brain and left brain functions come together as the movement 

experiences are reflected upon verbally in the group. 

 

The psychotherapeutic theory underpinning the intervention approach is integrative (i.e. 

behavioural, humanistic and psychoanalytical). Behavioural, since the prescribed exercises and 

processes are directed at a change in perception, which in turn, it is hoped, will lead to a change 

in behaviour.  

 

Humanistic psychotherapy puts the patient at the centre of the therapeutic process (as the expert 

on the experience of their own condition). This parallels the research philosophy whereby 

participants are seen as people collaborating in their own process, contributing to the study as 

those with lived experience of a mental health issue rather than subjects of research.  

 

Although psychodynamic interpretations might be made by the facilitator at times in offering 

witnessing they were stated as owned by her and taken on board, or not, by the participant. The 

group aspect is crucial for the supportive ethos whereby each participant can learn from each 



other and place their own lives in the context of others. The roles of witness and mover, from the 

discipline of Authentic Movement, in a dyad as well as in the group as a collective would not be 

possible without a safe group formation. 

 

The use of mindfulness, imagery and ‘Moving from within’ in the language of the body, and 

with the symptom in mind, are all fundamental. Specific exercises were developed together with 

relaxation, gestalt, massage, breathing and meditation techniques, for example. All exercises 

were determined by participants’ needs and selected from a repertoire previously tried and tested 

with other groups in social and health care settings. Levels of self consciousness, group trust and 

coherence, safety elements (Payne 2001) and so on were considered before embarking on any 

movement work. After two or three weeks of preparation the group was encouraged to move 

with eyes closed and to witness at times. Some opportunities were provided to share personal 

stories at the beginning of sessions. 

 

There follows a brief overview of the intervention which falls into four phases, all with gentle 

transitions from one to the next. It is worth noting that phases two and three are interchangeable 

depending on the needs and progression of the group. Also the progression into phases three and 

four is generally more applicable during the later stages of the group when trust has been 

established. 

 

The intervention sessions included a verbal check-in, the introduction and development of 

structured exercises for individual, dyad as well as group work and a verbal check out.  

Participants were invited to scribe in a personal journal following the movement experiences in 



each session.  

 

Phase One: There may be a brief explanation of any psycho-educational aims outcomes from the 

facilitator here. The aim of this first phase is to check-in with the group and begin to emphasise 

the focus on bodily experience with feeling, thought and imagination.  

 

Phase Two: The aim here is to further the embodied experience through relaxation, massage and 

linking the self with proprioceptive/kinaesthetic (bodily) sensations and the other senses with 

movement, symptoms and the imagination. 

 

Phase Three: This phase fosters the earlier work by deepening and broadening the experience of 

connection between inner and outer worlds with the metaphors arising from the bodily 

experiences. Usually participants take the role of mover and witness in this phase. As a result an 

embodied realisation may be made between the self, previous emotional stresses, current lifestyle 

and expression of metaphors generated. 

 

Phase Four: Here the participants are encouraged to reflect on their experiences and to share in 

the group verbally. Time is taken for participants to write in their journals if desired. The 

preparation for ending the session is made. 

 

At the start of the group there was always time for people to arrive, settle and check in verbally. 

A thorough embodied warm up follows focusing on surfaces, skin, joints, muscles and ways of 

moving using shared leadership techniques and games. Language, music and props with 



movement to bridge into bodily focus and to keep contact are incorporated here.  

 

In the next phase focused work takes place. Participants are invited to explore ways of learning 

about themselves and their symptoms. This can be through conscious learning and experiential 

learning, always connecting the worlds of inner and outer experience through the body, 

movement and the creativity of imagination. All the approaches used in the group related to the 

symptom and how that was experienced, managed, related to, understood and held as an 

experience. An example of how this phase could look would be using movement or inner 

journeying experiences then reflecting on these through image-making and writing. Alternatively 

mark-making on paper can be directly linked with the body, the senses and feelings, by, for 

example, participants drawing around each other’s bodies and decorating their own image in 

relation to positions and qualities of sensation and feeling.  

 

Group themes, feelings and dynamics were embodied symbolically in the work. For example, 

themes such as resistance, support and trust can be put into movement with a partner, as can how 

we believe we are seen, how we feel we are seen and what is actually seen by others in relation 

to self and the symptom. This can be done through participants adopting either the role of 

witness and mover as in authentic movement and having time for transition and reflection. Often 

these roles can be creatively weaved in as a way of entering into mindfulness experiences 

whereby the present moment is honoured.  

 

There was an emphasis on creating an environment where participants could reflect and be 

supported in finding and valuing what they know helps and supports them already, for example 



identifying helpers/inner guides in imagery or discussing coping strategies (emotional, spiritual, 

social, physical). There was also a focus on finding personal resources and developing 

responsibility. 

 

Breath work and relaxation is always used in phase one or two. Participants were invited to enter 

into body sensing and guided/own imagery in order to learn from the experience, and find some 

skills in monitoring and influencing states of stress and relaxation in relation to emotional 

wellbeing. It is helpful to graduate the transition into any internal reflection such as relaxation or 

guided/free form imagery. These transitions (which may remain) help honour what is 

manageable for an individual and helps foster self care and responsibility. This can look like, for 

example, participants keeping eyes open whilst focusing inward, or choosing an active, stretch-

release type, relaxation instead of having to tolerate eyes closed and stillness.  

 

In preparation for the end, phase four, there is a time for verbal group reflection and using 

confidential, personal journals to record anything they wish. 

 

Selected Methodology 

Although initial studies have been promising, more research is required to establish the efficacy 

of interventions with this population. Previously both quantitative and qualitative methods have 

been employed separately to study the psychosomatic phenomenon in therapy.  

 

Phenomenological studies have been well received in psychotherapy literature and, through case 

illustrations; readers can witness stories of regaining hope whilst coming to terms with 



debilitating bodily symptoms 

 

In order to answer the above research questions this study creatively combines aspects from  two 

approaches, qualitative and quantitative. Qualitative to add depth, validity and relevance derived 

from the subjective experience of participants, and breadth and objectivity harvested from the 

validated outcome measures for the quantitative aspect. A small number of participants is 

desirable for such an in-depth methodology. A total of 18 out of 24 participants completed the 

study. This number of participants provides for ‘power’ statistically (for the quantitative aspect) 

and more breadth and possibility of internal reliability for any changes in scores on the outcome 

measures at pre post and follow up.  

 

It set out to systematically evaluate the outcomes of a bodymind programme of intervention with 

patients suffering from anxiety/depression with at least one MUS.  

 

The researcher is a practitioner who has specialised in the qualitative study of client perceptions 

of psychotherapy using dance, movement and words in various settings (Payne 1984, 1997, 

1999, 2006). As a practitioner-researcher (Payne 1993) she ensured the study was applied 

research grounded in the practice itself. In addition, the researcher values collaboration ‘with’ 

research ‘participants’ as opposed to doing research ‘on’ research ‘subjects’. These values are 

embedded in the research methodology.  

 

The pluralistic (Cooper and McLeod 2007) mixed methodological approach was also adopted as 

it is recommended for DMT research for in-depth cross sectional studies (Berrol 2005) and does 



promote these aforementioned values. Consequently, it uses semi-structured interviews 

(qualitative) and validated, standardised, outcome measures (for quantitative, measurements). 

This methodology builds on the only other UK study by Chrysou (1999) where only qualitative 

data, rather than a mixed data set, was collected. 

 

For the qualitative analysis a framework for the generation of theory grounded in data was 

arrived at by using a method described by Glaser and Strauss (1967) as constant comparative 

analysis. When applying constant comparative analysis, data is collected, coded, and compared 

with earlier data for the generation of categories, their properties, and the relationships occurring 

between them.  Facilitator’s process recordings were systematically raked through in a similar 

thematic analysis as a comparison to participant’s views and outcome measures 

 

Participants were sent their interview transcriptions to invite approval, amendments or 

comments. If requested they, and other collaborators, were sent a short report following the 

completion of study. The inquiry, therefore, embraced patient involvement as consultants as well 

as that of counsellors, GPs and other referrers from health professionals in PC resulting in a 

multi-facetted pool from which participants could be drawn. 

 

Participants 

Participants were either self referred or referred from PC by a health professional, such as 

counsellors, although in all cases they made the call themselves. The criteria for participation 

specifically included those with MUS (such as irritable bowel syndrome (IBS), depression with 

lethargy, stress with panic attacks, anxiety as manifested in, for example, joint pain, skin 



problems, breathing difficulties) for more than two years duration, with no known organic cause. 

They had to be over 18 years, not have a diagnosis of learning disability/relevant physical illness/ 

eating disorder, nor have been under a consultant psychiatrist within the previous 6 months nor 

experienced a complex trauma in the last 6 months.  

 

Since a physical illness can have accompanying psychosomatic symptoms and the psychological 

stress/disorder can have an accompanying physical illness, referrals (or referrers) required a 

clarity about which part of the problem is thought to be psychological and why it is thought not 

to be a consequence of diagnosed physical illness. Therefore presentations were made to six 

local GP surgeries and two physiotherapy departments at local hospitals outlining the 

inclusion/exclusion criteria and the project as a whole. Self referring participants’ GPs were not 

contacted unless the participant requested we informed them, most did not make this request. 

 

Procedure 

Since the research question did not require a comparison group the study utilised a 

comprehensive evaluation method using both qualitative and quantitative measures in a within-

subjects repeated design, triangulating the analysis from outcome measures, semi structured 

interview themes and facilitator’s process recordings.  

 

The participants were asked to complete the Clinical Outcome Routine Evaluation (CORE)
i
 

Questionnaire (Barkham, et al 2001) and Measure Yourself Medical Outcomes Profile 

(MYMOP)
ii
 (Evans et al 2002; Paterson 1996;) before entering one of four groups. MYMOP is a 

symptom focussed, patient generated instrument for measuring outcomes. It concentrates and 



works with the symptom rather than trying to eradicate or medicate it.Participants can rate 

themselves in four areas on CORE: Wellbeing, b) Problems/symptoms, c) Life functioning, d) 

Risk. This, and MYMOP, was repeated during the group, at the end of the therapy programme 

and at a three month follow up. CORE enables the researchers to make comparisons to normative 

data collected from clinical and non-clinical populations. Because it is extensively used in PC in 

the UK, and results fed back to a central database, there is an added facility of being able to use 

this as a reference point or benchmark when interpreting data (results of the quantitative analysis 

are available from the author). 

 

As well as pre-intervention and post intervention semi structured interviews to elicit symptoms 

distress and views on the approach, in this type of study it is also useful to include a three month 

follow-up interview. From this can be seen what, if any, longer-term effects of the intervention 

are experienced and to clarify their overall level of satisfaction with the programme, including 

the referral procedure. Three months is not too long to forget the experience or too short a time 

for the symptom/dys-ease to have returned (if it has disappeared/reduced) to the same state as 

that before the intervention. Participants were asked to keep a journal on their progress in the 

group in and between sessions. The facilitator’s process notes were compared with participants’  

perceptions of the intervention. Analysis from these data aimed to discover the perceived 

experiential aspects of the process and add depth to our knowledge of bodymind connections.  

 

The Research Process 

A brief outline of what actually took place follows to give an idea of the research process the 

participants went through in completing the study.  



 

Following the initial telephone referral from the participant a screening took place over the 

telephone to assess suitability and inclusion/exclusion criteria were met. A flyer about the project 

was forwarded if they had received one from the referrer. 

  

An appointment was made for all fulfilling the relevant criteria for an individual briefing 

meeting. This explained the research, assessed suitability; explained and issued informed consent 

forms and withdrawal procedures, together with the issue of confidentiality, and answered any 

questions. It was made clear from the outset that the research had gained full NHS ethical 

approval and all data would be anonymised and confidential, seen only by the research team. 

They were told they could withdraw from the research at any time without adverse 

consequences, for example they might choose to remain within the intervention group but retreat 

from the research study. 

 

At the pre-intervention individual research interview informed consent was checked, the two 

outcome measures administered; a semi-structured interview conducted to elicit symptoms and 

current coping strategies; hopes, fears and expectations and the participant’s perception of the 

referral procedures explored. Post intervention appointments were also agreed. 

 

At the individual pre-intervention assessment the participant met with the facilitator who was 

able to assess for suitability for the group recruiting next, answer questions and explain the 

nature of the group, its boundaries and ground rules. 

 



The intervention lasted for 12 weeks (2 hours per week), In week 6 of the intervention the in-

group MYMOP was completed at the end of the session. This was again completed in week 13 at 

an individual post-intervention meeting with the facilitator where CORE was also administered 

once more. Here questions were answered and information about further resources for support 

distributed. A semi structured interview also in week 13 sought views on the process and benefits 

of the intervention, visits to the GP and medication usage and follow up semi-structured 

interviews dates agreed.  

 

Finally, at a three month post intervention follow up a semi structured individual interview 

sought participants’ experiences of the sessions, their symptoms and the group, number of visits 

to GP and medication levels. The last MYMOP and CORE were also completed. 

 

Summary 

An overview of the literature leading to a rationale for a group bodymind approach, using both 

verbal and non verbal means as an intervention with patients chronic (over two years) MUS has 

been provided. This forms the backdrop to the context for the research questions and selected 

methodology for an innovative study in PC aimed at examining the approach with this patient 

group. The bodymind intervention adopted was described in detail. Unfortunately due to word 

constraints it has not been possible to include the outcomes of the study in this short paper, they 

are available from the author however. 
iii
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ENDNOTES 
                                                           
i Clinical Outcomes Routine Evaluation (CORE) is the first standardised public-domain approach to audit, evaluation and 

outcome measurement for UK psychological therapy and counselling services. It was developed by the Psychological Therapies 

Research Centre, University of Leeds which co-ordinated it from 1995-1998 through a multi-disciplinary team of researchers and 

practitioners representing the major psychological therapy professions. http://www.coreims.co.uk  accessed  7.10.04 

 
ii Measure Yourself Medical Outcomes Profile (MYMOP) is a patient generated instrument for measuring outcomes developed 

by the Department of Social Medicine, University of Bristol and evaluated in NHS and complementary health care settings.  

http://www.coreims.co.uk/outcomecore.htm  accessed 7/10/04. 

iii Outcomes from the study are reported in separate linked papers.   
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