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With the population of people with eating disorders (ED),
more than those with other disabilities, it is the language of
the body that is both incisive and integral to recovery—it is
the language through which treatment can most effectively
be conducted. The complexities of the condition obscure
a clear path to recovery; and even for the most experienced clinician, untying the interwoven layers of body
image, self-esteem, anxiety, depression, and self-destructive
behaviors that are associated with eating disorders presents
an intricate challenge. Other than anecdotal and case study
data, very little is currently known about how we can fully
heal an eating-disordered individual specifically through
the somatic experience itself. The cluster of symptoms
that are usually classified as “eating disorders” include the
three best-known, but very different, disorders: bulimia
nervosa (BN) (characterized by binge eating and purging);
anorexia nervosa (AN) (characterized by an irrational fear
of gaining weight, a distortion of body image, and extreme
food restriction); and binge eating disorder (BED) (characterized by recurrent/persistent episodes of uncontrolled
binge eating with distress but without the inappropriate
compensatory behaviors of BN). However, the variety of
anorexic thought patterns, purging disorders, ruminations,
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orthorexia nervosa, etc., can also be included in the eating-
disorders category.
Disordered eating, and the related behaviors of these
disorders, serve as a collection of symptoms by which an
individual may express their affective states nonverbally.
To be able to communicate effectively with these conflicted
self-states, as treatment providers, it is essential that we
learn how to communicate subsymbolically and at a level
that the somatic body can recognize and respond to (Bucci,
2005, 2008, 2011). The variety of Body Psychotherapeutic
techniques that have been used in the treatment of eating
disorders have included: Yoga, the Alexander Technique,
breathwork, Sensory Awareness, Hakomi, Gestalt, massage therapy, eye movement desensitization and reprocessing (EMDR), Sensorimotor Psychotherapy, mindfulness,
and Dance/Movement Therapy, among many others. All
of these various methods have (anecdotally) managed to
alleviate symptoms of these conditions, but none have
been shown to be comprehensive treatments of eating disorders, in their entirety. Although various psychoanalytic
traditions (Freudian, Self Psychology, attachment-based)
all offer a methodological understanding of the processes,
little attention has been given to the body—not merely as a
symbolic participant, but as the part that actually “speaks”
about the disorder. As Body Psychotherapists, reinvention of
any preexistent theory is not necessary; instead, our aim is to
dialogue with those theoretical and clinical understandings
and to integrate our embodied knowledge of the etiology
and clinical practice with what is already understood.
Some eating disorders (ED) develop as a result of childhood traumas, sometimes stemming from some sort of
physical or sexual abuse; other etiologies include a variety
of combinations of biological factors (including genetic
and epigenetic), biochemical factors, psychological factors
(including attentional bias and personality traits), or sociological/environmental factors (including maltreatment,
social isolation, parental influences, peer pressure, and cultural pressure [e.g., media portrayals of “ideal” (but very
thin) fashion models]). Regardless of etiology, the somatic
experience of the individual who is eating-disordered usually includes deficits in self-regulation. Most theories of

ED also agree that sufferers have complex attachment patterns, particularly with their mothers, and difficulty differentiating themselves (e.g., Bachar, 2001). Geneen Roth,
developer of the nondiet approach, who made issues of
emotional eating accessible to the public, claimed that
preoccupation with food and weight often stemmed from
difficulties in creating intimate interpersonal relationships
(Roth, 1984, 1992).
Lowered self-esteem, poor or distorted body image
(i.e., body dysmorphic disorder), preoccupation with
body weight and size, self-criticism, depression, and anxiety are some of the more typical and co-morbid symptoms
presenting within these disorders. Given the efficacy of
different Body Psychotherapeutic treatments used with
individuals who have experienced trauma, there may be
a parallel benefit in the use of the same types of treatments for those with eating disorders. In using somatic
techniques, the hope is to reconstruct a more positive relationship with the body, to develop an increased ability to
regulate mood, and to facilitate the integration of emotion
with somatic experience.
Because various Body Psychotherapeutic modalities
differ in their theoretical orientations, this chapter’s purpose is not so much to present a cohesive understanding
of ED, but instead focuses on the potential clinical contributions that Body Psychotherapy has to offer in working with ED patients. We shall discuss some of these more
promising Body Psychotherapeutic techniques that appear
to effectively alleviate eating-disorder symptoms, highlighting ways in which to incorporate somatic methodology
into enhanced and more comprehensive paths to recovery.
These will include techniques focused on self-regulation,
as well as some dyadic-regulation techniques that may be
incorporated by psychotherapists from different modalities.

The Body in Eating Disorders Has
Often Been Neglected
Currently, approximately 1–5 percent of female adolescents
in the United States suffer from an eating disorder (Carei
et al., 2010), with higher estimates when including feed-
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ing and eating disorders that are not elsewhere classified
within the DSM-V (Stice et al., 2013). Within a culture
that praises avid exercise, going to the gym, and working
out, the predominance of EDs among men is likely to be
higher than that which is currently reported and remains
masked by societal acceptance. Preoccupation with muscular development and the desire to maintain an optimal
weight for training are more acceptable for men; and,
with this gender-specific bias, it may be harder to engage
with and diagnose men therapeutically, and their clinical
presentation may be with co-morbid conditions. When
beginning the treatment of individuals, with any form of
eating disorder, the priority must always be, first, a degree
of medical stabilization and the restoration of weight to
within healthy norms.
The client/patient must obviously and clearly be “safe”—
both in eating and weight terms (i.e., not at risk in any way,
with a body mass index (BMI) of at least about 18.5), and
with no risk of cell or tissue damage through inadequate
nutrition, or due to secondary effects like a risk of infections through physiological depletion; and they must also be
“safe” psychologically, in that any form of lying about food
intake, or induced vomiting, or especially any self-harming
tendencies, are all discussed openly and are kept under reasonable control. There are no treatments undertaken in any
variation or combination of cognitive, pharmaceutical, or
somatic methods that will be effective, if the body and mind
are essentially being malnourished. In some medically oriented protocols for working with ED, the priority on medicalization highlights the body, and places the psychological
phase of healing as secondary. But, after weight is restored
and the psychological component of therapy can begin, it is
imperative that the body is not kept secondary, nor treated
simply as the garbage can “for that which the psyche cannot handle” (Orbach, 2004, p. 14). Clinical work with the
patient’s somatic experience must continue on levels that
are both personally and uniquely embodied.
For those readers who find the Reichian-based character structure system (Lowen, 1958; Reich, 1933; Totton and
Jacobs, 2001) useful, we can find both schizoid (particularly
because of the highly dissociative nature of ED) and, of

course, oral characteristics when considering eating disorders. Both represent forms of psychic wounding at stages
at which the primary wound concerns dyadic regulation
and premature establishment of self-regulatory techniques,
leading to compensatory defense mechanisms (Rolef Ben-
Shahar, 2013). Hence, the therapeutic work would involve
an emphasis on stabilization, safety, and clear boundaries
(necessary for the schizoid character), as well as attending to needs and learning to tolerate emotions and gradual
individuation (for the oral character).
Although there are differences in their symptomatology
and process, the three main forms, AN, BN, BED, and all
other forms of eating disorders, share, as a core feature,
the presence of a disturbance in the body image, inaccurately perceiving their own body image (usually claiming
it is larger) and also retaining an overevaluation and preoccupation with body weight and shape. Particularly in
anorexia, any motivation to restore body weight to a level
at which effective therapy may begin is low, but even when
medical stabilization and weight restoration are achieved
and therapy for the psyche can be instituted, clinicians
who have experienced the relative recovery of their eating-
disordered patients will still concede that, as of yet, there is
no ideal treatment course—no silver bullet, magic wand,
or best way, to treat eating disorders.
That is not to say that Western medicine is without a
viable treatment protocol. Currently, the most common
treatment for eating disorders is composed of a program
of Cognitive Behavioral Therapies (usually coordinated
by a team with a psychologist and/or psychiatrist, a primary care physician, and a nutritionist), varying—by way
of their structural components—to provide inpatient or
daycare programs, and include individual, as well as group
and family, therapy. Some clinicians have reported success
with medication therapy, particularly selective serotonin
reuptake inhibitors (SSRIs): antidepressants that seem to
work on all EDs and that seem to work reasonably well in
conjunction with psychotherapy (de Zwaan and Roerig,
2003), and even with psychoanalysis. But most treatments
today still fall within a combination of the cognitive behavioral realm with twelve-step components. Despite these
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programs being the most highly relied upon, based on their
comparative efficacy, only about 50 percent of ED patients
fully recover (Carei et al., 2010).
Body Psychotherapists tend to prioritize that healing the
body should be done through the body, which may be why
the programs that do not prioritize the somatic experience
itself within the recovery process may fall short. Moshe
Feldenkrais (1977), originator of the Feldenkrais Method,
commenting on the nature of our self-image, proposed: “In
reality our self-image is never static. It changes from action
to action, but these changes gradually become habits; that
is, the actions take on a fixed, unchanging character” (p.
11). According to Feldenkrais, it is through movement that
we learn to better bridge the inner and outer aspects of
self-image, thus advocating awareness education through
movement. Most Body Psychotherapeutic approaches to
ED will indeed include some experiential learning (or
relearning), and because the basic ED symptomatology is
embodied, the course of treatment will address embodied
realms and images as well.
Keeping a food-log, or speaking about body image
and the negative cognitions associated with ingestion, are
known to be necessary and effective tools within cognitive behavioral programs, but such conversations can be a
trap in the intellectualization of the disorder. While specific symptoms differ, individuals with anorexia, bulimia,
binge eating disorder, and not-otherwise-specified eating
disorders demonstrate little awareness of their interoceptive state. Eating too much, or too little, lacks a sensitive,
embodied self-awareness, and filling the gastric system too
much, or too little, creates experiential states that serve
adaptive functions—often suppressing painful feelings of
loss, or experiencing a “high” from binging and dissociation, or experiencing starvation that can also feel palliative.
Stephen Gilligan (1997) speaks of the “relational self ”
as a bridge between the cognitive and somatic selves,
claiming that many human difficulties arise from loss of
rapport between the two. People with eating disorders
clearly express a loss of rapport between their cognitive
and embodied self-states, and thus, merely addressing the
former will not necessarily contribute to any long-term

improvement of the latter. What is missing in the treatment
of EDs is a bridge between the two. Expansion of bodily
awareness, movement, breathwork, and touch—e ach
within an alive and embodied therapeutic relationship—
all serve to re-create and rehabilitate those connections and
bridges. Individuals with ED struggle with affect regulation and the way that their nervous system manages stress
and energy; food (or lack of it) can become a means to
manage that excess arousal. Chronic hyperanxious arousal
(alarm and trauma) can be soothed by the use of eating
behaviors, either by binging or by obsessive restriction. The
counterregulative state, hypoenervation, allows for a dissociative use of eating behaviors that can create a welcome
loss of corporeal reality (Bromberg, 2006). Linking the
bodily state to emotion is a matter of being able to tolerate
the feelings that have been suppressed, while maintaining a healthy relationship with food and with one’s own
bodily needs. Reversing bodily numbness, and the lack of
interoception that is coupled with the individual’s profile
of emotional and sensation suppression, is an important
way that Body Psychotherapeutic treatments can become
salient within a treatment course.

Possible Treatment Methodologies:
An Introduction
Any therapeutic alliance with an eating-disordered individual must include the realm of the physical body. Whereas
the patient determines whether the therapist can be trusted,
the therapist must help the patient to integrate on all levels,
including the visual, which can be particularly difficult if
the patient is either malnourished or obese. Integration on
a relational level must include a respect for the patient’s initial lack of motivation (particularly in anorexia), as well as
an understanding of the individual’s underlying resistances.
Barring the need for hospitalization that might be necessitated for medical stabilization, to begin addressing such
cognitive issues as food preoccupation and food phobias,
the therapist must offer the patient a safe space, free from
other demands. Once this positive therapeutic alliance has
been established, body-to-body relational treatment can be
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challenging, considering that usually by the time treatment
is sought, the physical form of eating-disordered individuals
has become their metaphoric battlefield. Some individuals
experience disordered eating with no apparent history of
trauma, but in all cases, the body is undoubtedly a particularly sensitive zone. As such, linking somatic experience
with affective states, and then putting those into words, is
a therapeutic goal; but this cannot be the starting point.
Nevertheless, it is feasible to invite the possibility of bringing about long-lasting change without such links. Neither
addressing the body on its own (as an object), nor addressing the underlying emotional problems on their own, seems
sufficient. Moreover, before conceptualizing the language
of the body into an analytic language (i.e., turning subsymbolic processes into symbolic or secondary processes), we
might be required to speak to the body in a form of body
language—to intervene somatically, and not just analytically.

Transference Dynamics
Along with the therapist and the patient, the patient’s body
itself becomes a third component in the treatment room.
How a patient feels about her body, and also her therapist’s
body, may include objectification, idealization, devaluation,
competition, fear, curiosity, or envy. With this scope of
emotions, unique to the language of eating disorders, is the
comparing and contrasting of the body and its appearance.
Objectification and identification, attachment and distancing, and the ties that form between the two bodies—patient
and therapist—are key to the therapeutic alliance and can
be enhanced by any Body Psychotherapeutic technique that
aligns the two bodies energetically.
Forms of regulation within the therapeutic relationship will include the patient’s self-esteem, self-knowledge,
self-image, self-regulation, and affect regulation—all will
be played out using the patient’s and the therapist’s physical forms. Alignment of the patient and the therapist on a
somatic level, within the therapeutic alliance, can serve as a
catalyst for change. Somatic resonance (being in your own
body) and somatic countertransference (identifying what
is your own body and what is that of others) are related

and essential to this foundational empathy between the
therapist and the patient.
The therapist’s body thus becomes a potential source
and/or resolution of the patient’s negative emotions—envy
or scolding, idealization or demonization—and one therapeutic task may concern extensive self-regulation of the
therapist, who serves as a self-object (Orbach, 2004; Pizer,
1997; Rolef Ben-Shahar, 2012). Bringing the body into
therapy is thus an invitation for the therapist to, not only
deeply engage in her own somatic countertransference, but
also work through her own body image issues in order to
support the client’s endeavors. If, for example, the therapist,
who might have previously appeared polished, sometimes
seems vulnerable and not entirely in control of her body,
then the patient with anorexia might feel encouraged,
through the therapeutic skill of mirroring, to abandon the
rigid control that she usually retains in her physicality, and
to enter into a more fluid relationship with her own physical form. The therapist thus attempts to normalize humanity, in all of its embodied forms.
Relational Body Psychotherapist Ronen Levy (2012)
relates to the transferential relationship with food in his
work with Shlomit, a client whose binging episodes (always
on her own) left no “space” in her body for relationships;
food was easier to trust than people. Levy suggested to
Shlomit that they “eat together,” both concretely and symbolically, thus conceptualizing the dialogue in therapy as
dining together. This approach demonstrates a different
quality of attachment-based and psychodynamic interventions in Body Psychotherapy when working with eating disorders. Perhaps, what Levy points us to is worth
looking at in a broader sense. Eating disorders are not
just an intrapsychic condition; they are also a pattern of
relationship. The bodies of anorexic clients “shout” their
suffering to everybody surrounding them, and all but the
client herself can notice the volume of the shout. Bulimic
clients engage in secrecy, and the obsession and pain of the
rituals oftentimes remain hidden from all. These dynamics repeat themselves outside their eating habits, including in the clinical practice. We would like to suggest that,
at times, the therapeutic relationship assumes “anorexic”
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or “bulimic” qualities (Rolef Ben-Shahar, 2013): overengagement with the symptom (eating, diet, body weight)
could easily take over the therapy, leaving the relationship,
and the client, behind. Collusion with the symbiotic wish,
denial, overemphasis on doing and fixing, or being pulled
into protocol-like psychotherapy in which we deal with an
eating disorder and not a client, are all possible transferential traps for Body Psychotherapists working with eating-
disordered clients.

Traumatic Symbolization of
Embodiment: EMDR
Processing distressing memories by way of EMDR techniques and reducing their presence has found some
research support mainly for disorders caused by distressful life experiences, such as post-traumatic stress disorder
(PTSD), but it has also shown some efficacy when used
with negative body image in eating-disordered inpatients
(Bloomgarden and Calogero, 2008). The fuel for body
image disturbance can come from a heightened level of
self-criticism and self-consciousness due, in part, to the
sociocultural emphasis on thinness and beauty in modern Western culture. Ultimately, negative body image is
clearly associated with the core pathology of eating disorders, regardless of how it is produced or exacerbated.
Body image distortion is also the most tenacious and often
the last symptom to yield to treatment. Although more
research is necessary to discern the mechanisms of action
that bring about change, it is reasonable to conclude that
incorporating EMDR techniques, with or without bilateral
stimulation (i.e., eye movement), into a standard course of
inpatient treatment may reduce distress about specifically
targeted negative body images (Bloomgarden and Calogero, 2008; Kiessling, 2013).

Reorganizing Psychosomatic
Habitual Forms
Eating disorders can be seen as essentially a means of
voicing oneself without speaking. Particularly in cases of

anorexia nervosa, individuals will have a profile that suppresses emotion and retains gestural language, posture,
gaze, hand movements, and muscular organization that are
fairly contained and rigid. Integrating dance with therapy
has proved to facilitate both the fluidity of the conversational therapy, as well as overall integration of the body,
into the recovery process (e.g., Krantz, 1999). Psychoanalyst Wilma Bucci (2008, 2011) termed this language
“subsymbolic,” pointing to an organized language that is
nonetheless nonverbal. Such language is immanently different from primary process—and whereas psychoanalytic
theory was able to discuss such communication, psychoanalytic technique is relatively limited when speaking
directly with those bodily communications: this is where
Body Psychotherapy can contribute significantly. When our
client speaks with the body (as so clearly occurs in eating
disorders), the Body Psychotherapist can answer in the
same language, through movement, breathwork, touch, or
bodily awareness, rather than insisting on translating the
communication (which is somatic) into the therapist’s own
symbolic or verbal conceptualization.
Eating disorders are coping devices whereby the body
and its nourishment become the vehicle for whatever cannot otherwise be expressed. Blanche Evan, one of the pioneers in the field of Dance Therapy, considered the body
to be a repository, a point of reference, and a vehicle for
expression where the interaction between the psyche and
the body is two-directional—movement both expresses the
inner space of the psyche, and also influences the external,
physical, and emotional states (Krantz, 1999). The clinical
experience of many dance/movement therapists also suggests that sexual conflicts are intrinsic to EDs, whether or
not abuse has occurred (Krantz, 1999; Pallaro, 1999).
For all humans, food plays a very significant role in
our early nurturing, as well as later in our romantic life:
meals are historically a part of courtship, and appetites for
food and expressions of love are inherently linked. This
is the case for everyone, but magnified and distorted for
those with eating issues. Many ED individuals are inhibited about touching their bodies and feel as if they are fat,
ugly, and despicable to others. Individuals with AN tend to
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display a more prim and proper approach to sexuality and
are often inhibited when expressing themselves sexually, as
well as tending to have sexual relations less often with their
partners, compared to normal controls, or to BN counterparts. Overall, ED patients report less sexual satisfaction,
greater performance anxiety during sex, and lower sexual
self-esteem than normal controls (Zerbe, 2008).
However, it should be noted that some sexual dissatisfaction relates to endocrine function deficits in those who
are starving, and even at normal weight, bulimics may be
malnourished from their eating habits and purging behavior. Interestingly, even in weight-restored AN cases, there
is a higher dopamine binding (indicating less dopamine
in the system) and less experience of sexual and overall
pleasure. We cannot of course be sure if this chemical
imbalance was present before the restriction of food began.
Expressing oneself through movement that can either be
narrative (to represent the conflict with food), or interpersonal (with another), or simply abstract, can start to free
up any rigidities and lead to increased comfort with the
concept of the body as being sexual.

Further Interventions: Balancing
Self-Regulation with Dyadic Regulation
The body can be considered to be a closed system in the
way that the diverse internal dimensions interact with each
other in many different ways. But it may also be considered—at the same time—to be an open system, regulated
by both internal and external influences. For a Body Psychotherapist, evaluating the postural behavior of a patient
can be a useful way of using the biomechanics of the body
to understand better the impact that posture may have on
the other dimensions of the system, and the communication strategies that the posture represents and participates
within (Heller, 2012).
Given the manner in which the container of the physical body is held, within this frame, the disorder itself has
become an important self-object. If patients obviously do
not feel ready to relinquish the powerful role that food
(or the disorder) plays in their internal world, they may

first need the therapist to act as a bridge to replace that
self-object until they themselves feel as if they can do it
on their own. The therapist may need to “demonstrate”
that the bridge is “safe.” This brings into play the question
of boundaries and to what extent personal disclosure (by
the therapist) may be helpful, assuming the therapist has
any personal experience either with eating disorders or
with a distorted relationship to food; it may be necessary
to express the emotions that their food behavior has suppressed or replaced. Patients might need the therapist to
feel viscerally and to express emotionally first, what they
have—as yet—been unable to.

Self-Regulation: Bioenergetic Analysis
Bioenergetic Analysis (often referred to as Bioenergetics)
was developed by Alexander Lowen, a student of Reich,
and included the importance of “grounding”—of having a
strong connection to the earth through the feet and legs.
Most body-oriented methods of therapy (following the
Reichian tradition) divide the body into segments that
are differentiated by the function of the large joints of the
skeleton such as the pelvis, thorax, and shoulders, and the
mobility of the large vertebrae that connect the neck to
the trunk. The diaphragm that separates the ventral and
thoracic sections of the trunk is pivotal in respiration, and,
along with other segments (like ocular organization and
gaze orientation), can play into postural dynamics (Heller,
2012). Eating-disordered individuals typically show muscular tension and rigidity in the way their body is “held,”
often in a manner that will affect postural dynamics, and
disrupt general circulation as the body relates to the gravitational pull. In Lowen’s (1958) character structure system,
these dynamics would be understood as schizoid or oral/
schizoid. It would be simplistic to say that emotions are
made manifest through the expression of the body, and—
yet to some extent—we know this instinctively and anthropomorphically, as humans, from the (imprinted) history
of our evolution. We learned to protect ourselves when we
see aggression, to approach when we feel welcomed by a
smile. The posture of an individual with anorexia reflects
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control—their need, not necessarily to control others, but
their desire to control themselves, and to control the factors
that dictate their environment. When tension is released
from the jaw, neck, and shoulders, from the hips and other
major joints of the body, the emotional release is that of
often extreme vulnerability and openness. It is an opening,
to a beginning, to be able to express some of the emotions
that have been controlled, and often the anger, frustration,
hate, envy, desire, etc., that was contained and not able to
be expressed. The following account illustrates how physical training of the body can take advantage of the natural
rigidity of an anorexic, and channel food into fuel that
“makes sense” to an eating-disordered individual:
My mom and I made a deal that if I got to a certain weight I can start having personal training sessions so I can gain the remainder of the weight in
muscle. I started training with a great trainer, Jody,
and instantly fell in love with strength training. During my workouts, I would be so focused on my form
and the movement that I would not hear the eating-
disordered thoughts that continuously bombarded
me throughout the day. It allowed me to get away
from my ED while also releasing the tension and
energy stored in my body. After every session, I felt
the endorphins surge through my body, resulting in
a better mood, greater energy, and an easier time at
the next meal. I loved learning new exercises, practicing, and perfecting them. Although it is partly due to
my eating-disorder drives, I intensely enjoyed weight
training and working on strengthening my body. Not
only does it relieve stress and release endorphins, but
also it has been a really big motivation factor for me. It
was really interesting to see my strength increase and
my body change shape as I gained weight and weight
trained. Every time I eat now, I think of it as, “I must
eat if I want to fuel my body for my next workout
and increase my strength.” What is the point of lifting
weights if you are going to starve your body so it eats
your muscle? It also gave me another aspect to con-

tribute to my identity. It was one of my passions that
I could talk about and share with others. (personal
communication, June 2012)

Another promising treatment approach involving
Body Psychotherapy includes a significant component of
psycho-education, especially about the neurobiological
components (Ventling, 2004). Helping the patient to self-
regulate can also mean reeducating them a little (or a lot).
By feeding the mind, we can help to feed the body. Ventling
recommends a seven-point treatment plan focusing on several body-oriented points: (1) not discussing food, diets,
eating patterns, or weight, etc. (as that reinforces the “illness”); (2a) building up a trusting relationship—as already
mentioned—and (2b) educating the patient about her disorder (assisting cognitive self-regulation); (3) naming the
depression and explaining it—though Ventling says this
ought to be dealt with first; and, if the patient agrees, trying
antidepressants; (4) working on the pleasurable aspects of
the body, especially the negative body image, and making
the body come alive; (5) focusing on the real (emotional)
hunger and its (probably early) origin; (6) working on
building up other resources (creativity, interests, talents,
social engagement, etc.)—i.e., “normalizing” the person
and getting rid of the “patient”; (7) occasionally checking
on hunger and satiety feelings—i.e., returning to a “normal” hormonal balance.

Yoga and Mindfulness
Individuals with bulimia nervosa are generally more
responsive to a number of different modalities of treatment, possibly because anorexia has complex secondary
benefits related physiologically to starvation and cultural
approval. Endorphins, which are naturally released when
the body enters into a state of deprivation, often provide
a sort of positive reinforcement by decreasing anxiety and
thus help to cause an individual who is experiencing this
“high” to be more difficult to engage in treatment. These
endorphins can be offset chemically by antidepressants that
target dopamine and serotonin, but these antidepressants
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cannot ultimately prevent reoccurrence of the sought-after
high. Individuals with EDs often attempt to control these
fluctuations in endorphins, and attempt to control their
anxiety, depression, and food preoccupation, by way of
rigorous exercise (which also releases endorphins). More
specific to bulimia, exercise is sometimes coupled with
purging, and this adds a further dimension to possible
treatment that may complicate therapies and can lead clinicians not to advise treatments that involve potential calorie
expenditure.
One small study (Carei et al., 2010) showed that Yoga
had a possibly beneficial effect on people with ED; another
(Clarke, 2008) combined Yoga and discussion reasonably
successfully for BN patients. As BED is a new classification
in the DSM-V, few research studies have focused on the
potential effects of Yoga and mindfulness specifically on
this population. The mindfulness practice of Yoga can help
to address the anxiety and depression found co-morbidly
in ED, and, although most research that has attempted to
determine the efficacy of meditation interventions has
focused on the treatment of anxiety and depression alone,
it is possible that the efficacy could be generalizable to the
eating-disordered population.
In a study of anorexia symptoms, Bruha (2010) found
that individuals with anorexia experience less attention to
and awareness of their present state, and a tendency toward
engaging in restricted or blunted consciousness that limits
emotional and physical availability. With decreased attentional capacity, there is limited cognitive space for individuals with eating disorders to process either external or
internal stimuli. It is possible that what they may attend to
most are the physical sensations of “fatness” and thus they
may be more mindful of their body dysmorphia than any
other emotion or sensory experience. There is no conclusive evidence that these individuals have limited attentional
capacity, prior to the onset of their disorder, but regardless
of whether individuals enter into acute anorexia or bulimia
nervosa with a deficit in present-state awareness, the disorder itself increases this dysregulation.
Mindfulness focuses our attention, and allows us to create intentional states of brain activation: it also encourages

a focus onto what bodily sensations there actually are in
the present in a nonjudgmental way. Altering ingrained
neural pathways is an arc from effortful concentration to
greater self-observation, a path that ultimately cultivates
the ability to uncouple and disengage maladaptive cognitive pathways. In a practice such as Yoga, the body and
mind are activated in resonance with one another, in a way
that allows an individual to mobilize dimensions of posture, breathing, relaxation, mental concentration, physiology, and intellectual knowledge (Heller, 2012), all of which
may help to reset attentional dysregulation.

Working with Somatic Transference
Dynamics (Dyadic Regulation)
The following is a summary of a vignette demonstrating the
use of somatic transference and countertransference, first
published in the International Body Psychotherapy Journal
(Rolef Ben-Shahar, 2012):
During our second session, when I asked Elle whether
she was bulimic, she shook her head vigorously: “No, I
just hate my body and hate being fat, but I don’t throw
up.” Elle was a stunning thirty-year-old woman and
everything seemed to go smoothly and easily for her.
During the first two months of therapy, and although
Elle was quite distressed, my main feelings towards
Elle were envy and jealousy. Her unhappiness made
me angry. During the first year of therapy we discovered that her mother, whom she at first considered
“my best friend, my soul mate, my twin sister” always
used Elle to regulate her own emotional life. Elle was
expected to comfort her mother from a very early age,
to perform perfectly “to make mummy happy,” or else
her mother would slip into her depressive slopes.
Elle therefore never attained appropriate differentiation, she continued to exist as a partial-system,
unable to regulate herself on her own, entering symbiotic relationships where she disconnected and felt
betrayed and lonely. Israeli Self-Psychologist Eitan
Bachar (2001) explored bulimia in terms of the dif-
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ficulty to occupy space. He claimed that the role-
reversal, commonly observed between the bulimic
client and her early attachment-figures, represented
a parental tendency to excessively use the child as self-
object. Interestingly, my empathetic failure was similar to her mother’s and this powerful transferential
dynamic was, as my supervisor helped me to realise,
an expected reenactment of her attachment dynamics.
In order to help Elle I had to survive myself, to
self-regulate. Going back to basics, when she entered
the room and I was bombarded with self-loathing
internal dialogues, I would practice conscious breathing techniques (Hendricks, 1995), and a lot of inner-
child work. The need to push Elle into saying things
decreased. Her suffering was more apparent to me,
and it was relieving to feel my therapeutic empathy returning and therapeutic positioning regained.
About that time, Elle admitted to having been bulimic
for five years: “it’s just that your questions seemed
invasive at first, I didn’t even know you,” she said.

If we are willing to look at the therapeutic relationship
through relational eyes, we can appreciate, as relational Body
Psychotherapist Michael Soth explained, that enactment
is inevitable (Asheri et al., 2012). With eating-disordered
clients, it means that the therapeutic dyad will inevitably
manifest bulimic or anorexic patterns. It also means that
we can change the pattern from inside (Rolef Ben-Shahar,
2012)—that therapy can become the healing agent. If we
are able to introduce change into the relationship; if we are
able—as therapists—to relate better to our own bodies and
body image in the presence of the client; if we can transform
the disordered eating of the therapeutic relationship, then
something deeper can transform in the client as well. Could
such deep patterns of relationship—with the self, the other,
and the world—change just behaviorally? Do we not perpetuate the body/mind split that we have come to attend to
when we focus merely on behavioral patterns?
Perhaps, from a relational and attachment point of view,
the role of the Body Psychotherapist who works with eating
disorders is far less technical than accumulating sophisti-

cated knowledge, or applying therapeutic techniques. Perhaps, what we are mostly called to do is simpler and much
harder: to love our bodies in the presence of our clients;
to accept and love the beauty of our bodies and the body
of the relationship, without needing to change it, to make
it better, or to shape it until it is acceptable and lovable.
Perhaps a kindly embodiment of the therapist, and of the
therapeutic relationship, is the one meaningful act of therapeutic grace that we can genuinely aspire to.

Self-and Mutual Regulation: Grounding,
Centering, Belonging
Asking a patient to keep a food journal is not just a matter
of recording what they eat (that is crossing over to medical
treatment), but rather to help them to reflect on how their
body feels before, within, and after the experience of eating. Many patients will not be able to experience hunger
or satiety normally, or will not know when to initiate eating healthfully, without an affective or environmental trigger, and may even fear the feeling of hunger. Carolyn Ross
(2009), author of a body-oriented binge eating disorder
workbook, offers these five “relationship skills” for those
readers who are practicing the exercises that she suggests:
active attention, listening, communicating, give-and-take,
and active loving. Ross describes ways in which these skills
can be attuned to, not with others, but rather in relationship to one’s own body.
In one study (Morgan Lazarro-Smith, 2008), nine psychotherapists and seven ED clients were asked to compare their experiences with healing eating disorders using
Body Psychotherapeutic treatments. In-depth, open-ended,
semi-structured interviews were used to collect data on
central themes and subthemes that emerged within the
treatment process. Several correlations emerged in relation to the thesis question of how Body Psychotherapy can
be a useful element in the treatment of EDs.
Among all of the patients surveyed in this study, the relationship to the body encompassed estrangement and fear, a
mind/body disconnect, a tendency toward intellectualization, body hatred, shame, and dissociation. Among these
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patients, the relationship to emotion was one of disconnection, and the eating disorder was often used, either to avoid
or further disconnect from emotion, or to manage excessive
anxiety. Participants cited self-judgment for feeling emotion,
and a fear of being oneself, a fear of relationships with others, and a self-imposed pressure to perform/succeed. Body
Psychotherapeutic techniques that were found to be helpful
centered around self-regulation techniques that enhanced
relaxation, mindfulness, breath, grounding, and containment, the ability to identify satiety cues, as well as to identify
dissociation cues and emotional needs.
To be connected with the body in a manner that
matches one’s perceptual experience is considered crucial
to an ED patient. This is demonstrated in the following
description of a client’s experience with phototherapy:
Phototherapy was honestly the most beneficial part
of my recovery. I scheduled to see the photographer
and get professional photos taken. For me, I wanted
to wear a bikini so I can see every part of my body.
I took my first set of photos at around ninety-two
pounds. I brought my photos to my therapy session,
where we discussed them in depth. What do I see/
like/hate? What does he see? I would look at the photos and look in the mirror at the same time. Was I
seeing in the mirror a body that was somewhat similar
to the one in the picture? The answer was absolutely
not. I didn’t think I would be any less distorted by
looking at my body in a picture; however, I saw the
bones sticking out and the muscle missing in certain
places. From there, I took a new set of photos every
five pounds I gained. We would do the whole process again and compare the photos of the first set to
the second set, etc. It was shocking to see how little
a difference the five pounds made. I couldn’t tell the
difference in the first set and the second set. Now on
my fourth set and twenty pounds heavier, I can see
the difference—but it is a positive difference. I love my
most recent set of photos and am the happiest I have
ever been with my body. I look at my first set when I

am having a bad day and they scare me to death! I see
a gross, unhealthy, and emaciated body. It has truly
done wonders for me. I still have more weight to gain,
more photos to take, and more progress to make. The
photos helped me see the physical manifestation of
the internal and mental afflictions I was suffering due
to my eating disorder, which gave me the motivation
to work toward a healthier physical appearance and
mentality. Although I can’t say I am happy with how
I look all the time, I don’t think any person can say
that! (personal communication, June 2012)

Using embodied (and concretely bodied) techniques
to challenge a distorted body image equips the therapist
with powerful tools for intervention (Rolef Ben-Shahar,
2010). At the heart of Body Psychotherapy is a belief that
experiential learning (and affect-laden processing) results
in deeper and more thorough implementation of insights
than cognitive processes alone. The originator of Formative
Psychology, Stanley Keleman (Keleman and Adler, 2000),
wrote: “Life is a process of forming. There is a continual
reshaping of our bodily self, from the unformed infant to
the formed adult. Either we live this forming unreflectively,
or we volitionally participate in influencing our inherited
responses” (pp. 50–51). Keleman (1985) went even further
in claiming that, “without anatomy, emotions do not exist.
Feelings have somatic architecture” (p. xii). In the context
of the last case study mentioned above, the therapeutic
dyad helped to create a kinder set of internalized eyes, by
changing the anatomy cognition through a therapeutic
intervention that combined concrete (primary and subsymbolic) as well as cognitive (secondary process) elements
within it.
These Body Psychotherapeutic techniques, along
with Dance Therapy, Movement Therapy, Yoga, and
mindfulness—practices that all enhance embodiment and
interoceptive awareness—have shown great promise in the
potential treatment course for individuals with eating disorders. “Dis-ease” and “well-being” are individual courses
in the unique somatic experience along each human continuum. In prescribing any form of treatment—but most
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vitally in the realm of eating disorders, the ultimate course
of therapy taken must be reflective of, and conducted by
way of, each unique body in order to attempt a comprehensive, holistic, and successful chance of recovery.
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