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WHAT IS IT THAT WORKS IN DANCE THERAPY?

When educating dance therapists, supervising their work or attending DMT groups in conference settings, young dance therapists often ask me: What can I do to this client or that client group? They seem to be asking for work methods for specific client categories or particular ethnic groups in DMT.
Forty years ago I was invited to work as a dance therapist at the Mid-Norwegian mental hospitals. My DMT education in individual body-oriented DMT gave me no preparation to work with groups in the so-called heavy psychiatry. I had no colleagues to discuss with, internet was not there, and DMT literature hardly existed. When meeting my first group of chronic schizophrenic patients and insane criminals I did not know what to do with them. However, my early background in milieu therapy, social psychiatry and encounter groups helped me to cope with the new situation. My supervisor said: “You know what you do,” with emphasis on YOU. Ever since have his words followed me; I had to know. 
When people ask me what they should do I cannot tell them. When they then ask me what I do I still cannot tell them. They then think that I do not know what I do. I cannot answer them because I do not have many methods to describe. Methods are usually created for their use within the therapeutic process, and they have not much meaning outside their context. 
DMT literature now describes DMT techniques, methods and approaches, and demonstrates them through case presentations; there should be no need to ask what to do. Anne Lise Lövlie:  ”Beginners in therapy (and indeed seasoned therapists) often become seized by a compelling need to “do something.” “… it seems to me that you really do most in therapy when you don’t DO anything.” (Lövlie 1982). I recall a situation; when entering a therapy room I saw an empty chair, and I sat down on it for a good while, I just sat there. After a while my awareness was caught by a small hint to respond to, and the therapy process was in motion. When I enter a therapy situation I leave my own concerns behind, and I enter with an empty mind and with awareness of what is there. That does not mean that I enter as a tabula rasa. It is the situation that determines how to proceed. I do not see DMT as a linear progress towards its goal, rather it proceeds through unexpected events and finds its own direction, when allowed to.
The problem is that the question, even if answered, does not bring the young therapist far towards working with creative DMT. The question to be asked may rather be such as:
Who am I for them? Who are they for me? How may DMT work in groups? 
The therapist needs to define herself, her basic attitudes: Her therapeutic, metaphysical, and epistemological basic attitudes (Parvia 1996, 2007). Therapy is a contractual relationship. 
A frame for the work is discussed and agreed on between the participants, and in case of non-verbal patients between staff members and therapist, or in case of children with their parents or caretakers and the therapist and her team.
My groups of hospitalized long term patients were composed of patients who could tolerate a group for a certain length of time, and who were seen to profit from DMT, and who were motivated. Staff members were included into the groups as supports. I trained my co-workers and supervised their work.

Group DMT may start with some structured form of dance activity, but soon the groups start to move in different directions, towards more free expressions, drama plays, social training, or more cognitive or insight-oriented processes, depending on who they are, what they need, and how far the therapeutic processes can be developed.
Patients have their ideas of the therapist. They assign roles to their therapists and project their wishes on her. The therapist in the minds of hospitalized patients may appear as a diffuse inner partner, a hated parent figure, a lesbian partner, an ideal woman, a dream sex partner, or a future wife. One cannot know about the patients’ ideas unless they are verbal and express themselves. I do not need to know about their ideas about me. I stay concrete and interact with them as myself.
In therapeutic plays I become a co-actor. For example a group of male patients in a rehabilitation program hoped to find girlfriends. The matter was discussed and it was agreed that they need to learn social dancing and social skills. With the therapist and staff members in the roles of dance teachers and dance partners a rather hard rehearsing process followed, after which our group went to a real discotheque to test their skills. The disco evening marked the end of our DMT process as the men were to leave the hospital (Parvia 1995).
An example: The Norwegian national day approached. The patients on a ward knew that they were taken to the city by buses on that day, but they were not allowed to leave the buses. They had to watch the festivities behind the bus windows. For the national day everybody dresses in their finest clothes, in national costumes or in uniforms. People march in military-like processions carrying flags following the brass bands. The national symbols are demonstrated in this yearly show-off. We decided to rehearse the national day. We decorated ourselves the best we could, we took our drums and rhythm instruments, lined up in a procession and marched around in our room making much noise and having great fun with each other. A carnival-like protest march was created on the margin of society. For a while our low moods were transformed into a hilarious celebration.
Yet another example: I had a male patient on a closed ward, a grown man with a moustache. Something in him invited me to dance waltz with him. The great waltzes of Strauss filled the room as I, with an eloquent gesture, offered my left hand to him. He accepted, and took to support my hand from elbow and down with his right hand. With my right hand I collected my imaginary grand ball costume of swishing silk, and entering the grand ballroom we started to dance waltz under its crystal chandeliers. Our dance was not like the emotional waltz of the early 1800s, when social dance partners for the first time faced each other, we danced side by side more like in a renaissance dance formation, I turned slightly towards him and then away from him, forth and back with flowing movements. When the dance was over I curtsied to him and he bowed to me in the most elegant fashion. We had no eye contact, and we never spoke. – Many years later, when I was on my way home a late afternoon through the city’s empty streets I noticed a man approaching from the opposite direction. As I got closer his intensive gaze caught my attention, and I realized the man was my waltz partner. Getting near he greeted me by lifting his hat and bowing to me most courteously, and I greeted him with my greatest respect while we passed each other, in silence.
In my groups of psychotic patients, dreamlike dramas were created. It may happen that we, the patients and therapist alike, were caught into a fantasy realm where we immersed into the situation and merged into each other. This extreme form of identification caused the limits of you-me, inner-outer to fade away. My co-worker who experienced it put it: “It happens when I stop thinking.” Gaetano Benedetti describes this type of experiences in his individual psychotherapy as an experience beyond any rational explanation, and impossible to describe (Benedetti 1975). 
Identification increases understanding but it is not therapy. I use identification consciously in my insight-oriented DMT: If I do not understand a client’s movement problem by observing it, and if my hands do not grasp the problem, I take it, so to speak, into my own body through my kinesthetic awareness. Identifying this way with my client’s problem I gain insights which help me to understand the problem and how to solve it. I then separate myself from the process of identification, and can again work with my client (Parvia 1998). This type of identification is described by Gregory Bateson (Bateson 1985).
I use myself as my work tool in DMT. It is not unnatural for me to integrate or immerse myself into groups and situations due to my cultural concepts of multi-dimensional space (Parvia 1991), and that of myself; the ego in my language appears as a relative concept and does not necessarily have any substance. I am defined by my relation to others, and this is what determines how to act. Some languages (such as Finnish and Japanese) view the world in terms of relations. 
Goals and specific plans are not my concerns in DMT groups. I trust the group to find its own dynamism and direction within the frame agreed on. The frame is flexible. The frame, when shaken fuels the therapy process into action. Therapeutic changes hardly happen in the safety of controlled circumstances. The creativity of the therapist is needed in the flexible frame.
The hospital sets goals for my work. Occasionally more are achieved than planned. But often the goals are not met as the group therapy is terminated due to the lack of resources, and sometimes also for other reasons such as a patient’s aggression. A patient’s aggression can be canalized into dance, but not always. I recall a huge male patient on the edge of an explosion. It was not a situation of dance, and nobody else was around. I did not run away. I moved close to him, beside and slightly behind him, and I just stood there. He calmed down. His feelings were ambivalent towards me, yet I was his security. I needed to stay with him. 
Therapeutic changes happen, not necessarily during the DMT sessions, but often they take place between the sessions, on the wards. Aggression may indicate that a change in the patient is happening. The personnel may then think that it is DMT that makes the patient worse, he is then removed from the group and doped down; the status quo is restored. Aggression without safe outlet seems to cause the patient to regress even more.  
How to make sense of what works
It is the therapeutic relation that works in therapy. The term was coined by Carl Rogers in 1957. It is the responsibility of the therapist to create the relationship. The therapeutic relation is created when the two worlds, that of the therapist and that of the patient, meet and interact.
Thinking of the relation as a double description (Bateson 1985), the usual split in thinking is avoided, the split between subject and object; I, the subject doing something for the object, the other. The parts previously apart get integrated, and the thinking gets healed.
A group interaction may get started by the therapist giving a stimulus to the group. This stimulus causes a patient to respond to it, the response gives the therapist reinforcement, and so on. The minimum unit of interaction has three components, stimulus, response and reinforcement. Of these three, the second is the reinforcement of the first, and the third is the reinforcement of the second. (Bateson 1985). When the group has learned to work together, the process gets reversed; someone in the group does something, the group responds to it, and so it continues. 
The therapist observes what is there, and most importantly, what seems missing. Gradually the group finds its dynamism, form and direction. The individuals get integrated into the group, and within themselves: Group members partake and contribute to the process as a whole. 
A DMT process is a complex, multi-level event of communication. My data are based on concrete observations; relations, processes, and interactions. Concepts are needed that make sense of the data. For example instead of; the relationship between A and B, I prefer; how A and B relate to each other. There is nothing between A and B. And instead of; dance, a formalistic concept, dancing is used. A language is needed that uses verbs rather than nouns where appropriate. Verbs are what make the world go around. The concepts created start to come together to form a conceptual choreography, a logical, conceptual whole. 
The practice and the theory confirm each other, back and forth, or around as it seems.
Bateson’s dyadic model helped me initially, but as my views widened something more was needed to make sense of complex multi-level therapeutic interactions; the interactionistic theory of Anita Kelles (Kelles 1984), and Magoroh Maruyama’s poly-ocular perspective: “….the differential between two images enables the calculation of the third, not directly visible dimension.” “Cross-subjective study of the differentials between different interpreta-tions and options enables us to see dimension, which are not directly observable” (Maruyama 1974). This corresponds with certain concreteness here, and with indirectness in therapy work, and with the concepts used here, dual views, parallelism and pairing. Pairing is a way to create concepts. When two concrete observations are paired with each other, a transformation happens that is a jump from one logical level to another, from the concrete to the abstract, whereby a concept is created. Concepts can further be paired with each other towards even higher forms of abstraction in a progression which is not linear but appears as a helix.

The concept of transformation is here related to the concept of creativity. Creativity is related to “idea exchanges between persons, and interactions of concepts within one person’s mind,” “mutually amplifying interactive processes” (Maruyama 1974). This applies to my conception of the creativity of the therapist; her work is to create transformations (Parvia. 2015).
Maurice Block holds that concepts involve implicit networks of meanings, formed through experiences, and he suggests the theory of connectionism. To get this chunked knowledge connected, he suggests the method of practical learning (Block 1994). Block helped me to make sense of complex interactions in groups within a holistic frame, and to gain insights into multidimensional communication processes and to form knowledge of the experiences. The theories here bridge psychiatry, anthropology, learning, and communication theory. 

According to Jürgen Ruesh, communication theories offer flexibility and complexity suitable for the study of complicated psychic and social events. Being “a theory concerned with inter-relatedness of parts with other parts and the whole, it has become a theory of theories.” (Ruesch 1973).
My attempt here has been to outline some aspects of a DMT pioneer work developed over a few decades towards a communication theoretical paradigm.
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