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Psychomotor therapy for anger and aggression in mild intellectual disability or 

borderline intellectual functioning: an intervention mapping approach 

 

 

Difficulties with anger regulation in individuals with mild intellectual disability or borderline 

intellectual functioning (MID-BIF) are often associated with aggressive behaviour. 

Psychomotor therapy (PMT), a mind-body intervention often applied in Dutch facilities for 

this target group, uses body awareness and physical activities as a medium to learn how to 

gain control over one’s anger and reduce aggressive behaviour. With Intervention Mapping as 

a framework, 17 Dutch psychomotor therapists were asked to describe their PMT programme 

to investigate its content and coherence. Results suggested that interoceptive awareness (IA) 

and adaptive coping skills (ACS) are key elements of the PMT programmes. The theoretical 

basis of the PMT programmes is however limited and specific instruments for evaluating PMT 

are not available yet, especially for IA. Psychomotor therapists would gain from a well-

described PMT programme. Future research is warranted on IA, and specific instruments need 

to be developed and validated for this target group.  

  

Keywords: psychomotor therapy; mild intellectual disabilities; borderline intellectual  

       functioning; anger; aggressive behaviour; Intervention Mapping 

 

 

 

 

 

 



Assessing Psychomotor Therapy      
 
 

2 

 

Introduction 

Psychomotor therapy (PMT), an experiential therapy, is defined as a treatment that uses body 

awareness and physical activities as cornerstones of its approach. It is based on a holistic view, which 

integrates cognitive, emotional and motor aspects of an individual’s functioning (Probst, Knapen, 

Poot, & Vancampfort, 2010). PMT aims to offer ‘a playground’ for participants to increase their 

ability to recognize differences in one’s own body signals, i.e. ‘interoceptive awareness’ (IA), and 

practice with different forms of responding. Through actively participating in exercises, awareness of 

body signals, emotions and thoughts increases and there is growing recognition of one’s own 

behavioural reactions (see Boerhout, Swart, Busschbach, & Hoek, 2013; Maas et al., 2015; Röhricht, 

2009; Zwets et al., 2016). PMT is well embedded in health care in Europe although the term PMT is 

not an established term in the English literature. Other terms like Body-oriented Psychotherapy or 

Dance and Movement Therapy are more commonly used (Probst et al., 2010). 

PMT seems to be effective in individuals who experience anger or present with aggressive 

behaviour (Boerhout et al., 2013; Zwets et al., 2016). In individuals with limited cognitive and verbal 

abilities aggressive behaviour often occurs, with anger as a potential risk factor (Novaco, 1994; Taylor 

& Novaco, 2005). Due to the experiential nature of PMT that relies less on clients’ verbal skills, PMT 

seems feasible as a treatment for individuals with limited cognitive and verbal abilities such as 

individuals with mild intellectual disabilities (MID, IQ 50-70) or borderline intellectual functioning 

(BIF, IQ 70-85) (McDonnell et al., 2015; Kay, Clegg, Emck, & Standen, 2016). As these two groups 

share many characteristics and needs (namely, deficits in cognitive and adaptive functioning and 

psychosocial problems), they are merged in both scientific literature and Dutch clinical practice. 

Therefore, this group is defined as MID-BIF (Wieland & Zitman, 2015).  

A systematic review demonstrated that, based on the criteria of empirically supported 

therapies (see Chambless & Ollendick, 2001), PMT is a promising approach in individuals with MID-

BIF showing aggressive behaviour (Bellemans et al., in press). However, the review suggested that the 
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evidence around PMT currently lacks clarity regarding the process, mechanisms of action, and target 

outcomes.   

The absence of a standardised programme targeting aggressive behaviour as the main 

problem, with explicit objectives and outcomes, necessary in the context of a transition from practise-

based interventions to evidence-based practise, is not uncommon in this field. Although there is a 

growing interest in evidence-based interventions for individuals with intellectual disabilities scientific 

research has traditionally been ignored (see e.g., Sturmey & Didden, 2014). Furthermore, practice-

based interventions, such as PMT, or even interventions that have been demonstrated to be ineffective, 

are frequently applied in clinical practice with this population (Goin-Kochel, Mackintosh, & Myers, 

2009; Goin-Kochel, Myers, & Mackintosh 2007). To improve the quality of care, individual clinical 

expertise needs to be integrated with the best available evidence from systematic research (Singh, 

2016).  

Intervention Mapping has been proposed as a way to systematically develop and / or evaluate 

theory- and evidence-based programmes (Eldredge et al., 2016; Kok, Bartholomew, Parcel, Gottlieb, 

& Fernández, 2014). Intervention Mapping is a six-step framework that integrates evidence from 

existing research with clinical practice to develop a coherent programme.  

In the first step, called logic model of the problem, the problem which is targeted in the programme, is 

described. In the second step, called logic model of change, the expected and measurable outcomes of 

the programme are expressed. Programme design, the third step, identifies intervention methods to 

achieve the outcomes identified in step 2. The rationale for the method selection needs to be based on 

clear theoretical links between the method and the problem (step 1) as well as existing evidence, i.e., 

intervention methods that have been shown to produce change.  In programme production, the fourth 

step, the problems, programme outcomes and methods found in the first three steps are brought 

together to design a coherent intervention programme.  

Implementation plan, the fifth step, determines the scaling-up of the programme, and how to sustain 

implementation in real-life contexts. At this stage, it is crucial to involving both policy makers and 

practitioners. In the final step, evaluation of the programme, an evaluation plan is made to test whether 

the expected outcomes, mentioned in the second step, are achieved by the programme (i.e., outcome 



Assessing Psychomotor Therapy      
 
 

4 

evaluation) as well as a plan for the evaluation of the programme’s process (i.e., process evaluation). 

Completion of these six iterative steps results in a template for implementing and evaluating a 

programme whose design has integrated theoretical, empirical and practical information.  

In the present study we used Intervention Mapping to gather detailed information on the PMT 

programmes that are currently applied when individuals with MID-BIF have problems managing their 

own anger and aggressive behaviour. The aim of this study was to describe the theoretical orientation, 

process content, implementation and evaluation of PMT programmes as used by psychomotor 

therapists in facilities for individuals with MID-BIF and anger regulation problems or aggressive 

behaviour. We interviewed 17 psychomotor therapists on how they currently apply PMT, its 

objectives and outcomes, perceived mechanisms of action, theoretical background, and evaluation. 

Similar to the method followed by Schaafsma and colleagues (2013) we asked multiple questions per 

step. The six steps of Intervention Mapping were thus used as a post hoc framework to map the 

programmes’ content as well as their coherence. It was anticipated that interviews would increase our 

understanding of the way PMT programmes are used in practice, while the Intervention Mapping 

framework would enable a systematic description of their application and evaluation methods. 

Developing a standardised PMT programme can be used to study the effectiveness of PMT as an 

intervention for aggressive behaviour or anger regulation difficulties in individuals with MID-BIF. 

Method 

Participants 

For this study, a pre-selected sample of psychomotor therapists who are members of the Dutch 

Association for PMT [NVPMT; Nederlandse Vereniging voor Psychomotorische Therapie] and who 

on earlier occasions had expressed an interest in participating in research, were contacted to fill in the 

questionnaire. Therapists had to have at least three years’ experience in the treatment of anger 

management problems and/or aggressive behaviour with individuals with MID-BIF. In addition, 

participants were considered only if they had been educated on psychomotor therapy at Master’s level, 

to ensure that they were able to reflect on the intervention and its underlying mechanisms of action. 

Thirty-six psychomotor therapists were approached individually by e-mail. Thirteen psychomotor 

therapists did not meet the criteria for inclusion due to the absence of a Master’s degree (n = 12) or 
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only one year of experience with this target group (n = 1). Twenty-three therapists met the inclusion 

criteria. Of those, six did not complete the questionnaire. Seventeen psychomotor therapists (4 males, 

13 females) were included in the final analyses. All of them work with individuals with MID-BIF in 

both inpatient and outpatient settings. 

Procedure and Questionnaire Topics 

An online questionnaire, Qualtrics (selection 12.4) [software] (2016), was used to gather 

information on six topics similar to the steps of the Intervention Mapping (Eldredge et al., 2016). The 

third author formulated the questions per topic (see Table 1) in line with an earlier adaptation of the 

Intervention Mapping approach by Schaafsma, Stoffelen, Kok, & Curfs (2013) and these were 

discussed and adapted by five experts (one on Intervention Mapping, one on PMT, and three on PMT 

as applied in ID-facilities).  

(insert Table 1) 

The psychomotor therapists were informed about the content of the Intervention Mapping 

approach together with an invitation to participate as they were not familiar with this approach. This 

gave them the opportunity to prepare in advance, by considering what they do, why they do this, 

which outcomes they want to achieve and how their PMT-programme is evaluated.  

Data Processing and Analysis 

Quantitative data and data of multiple-choice questions were directly analysed in Qualtrics 

(version 12.4) [software] (2016). All qualitative data were imported in ATLAS.ti (version 7) 

[software] (2016) for analysis. For each question answers were categorised per topic code (derived 

from the steps of the Intervention Mapping) by the third author (RV) and the categories were validated 

by the first author (TB). When discrepancies occurred between the two researchers, the categories 

were discussed until agreement was reached. Following this, the answers linked to the categories were 

sent to the psychomotor therapists who could check the answers on correctness and completeness. 

When needed, additional information was specifically asked for. After receiving feedback from the 

therapists, the procedure of categorisation, validation and consensus was repeated for the feedback. At 

the end of this process, a list of categories was developed for each step of the Intervention Mapping, 

separately for every therapist. This list was once again sent to the psychomotor therapists for a check 
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on correctness and completeness. The feedback provided by the therapist was used to review the list, 

and a final list of categories with answers was created. The information from all psychomotor 

therapists was then amalgamated. The amalgamation of data from therapists resulted in multiple 

categories being available under every step of the Intervention Mapping.  

Results 

Findings are presented in two sections. First, we provide an overview of the applied PMT 

programmes, and the various steps of the Intervention Mapping. Second, we focus on the common 

thread that emerged through the steps to provide a comprehensive description of PMT programmes. 

Overview of the programmes  

Step 1: Logic model of the problem 

Therapists perceived that anger and/or behaviour problems in their clients were associated 

with limitations in interoceptive awareness (IA; i.e., poor recognition and awareness of one’s body 

signals) and limitations in adaptive coping skills(ACS); see Table 2. 

 (insert Table 2) 

Therapists were asked whether anger and/or aggressive behaviour were the main reasons for 

referral for PTM. Only one therapist indicated that this is the case for a minority of his cases (40%). 

For all other therapists more than half of their clients presented these problems (50-70% of their 

caseload; n = 10), while for six this was the most common reason for client referral (80-90% of their 

caseload). A lack of self-confidence (n = 10) and resilience (n = 9) are frequently (related) problems in 

individuals with MID-BIF that are grounds for referral to PMT. 

Step 2: Logic model of change  

The most frequently mentioned PMT objective was improving ACS. This included improving 

focussing on other or alternative behaviours (e.g., listening to music, stepping out of the situation), 

(physiological) arousal reduction through exercises (e.g., relaxation, breathing exercises), and 

improving ACS in social contexts (e.g., help seeking) when feeling angry or aroused. Another 

frequently mentioned goal in PMT is increasing IA. Overall IA (recognition and awareness of body 

signals not related to a specific emotion, which can be described as a perception of body signals) 
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and/or anger related IA (recognition and awareness of body signals when angry, which is an 

interpretation of body signals) were mentioned as two specific components of IA (Table 3).  

While in PMT programmes improving IA and ACS are the main objectives, other 

interventions have a strong focus on the external triggers leading to aggressive behaviour (e.g., 

cognitive behaviour therapy). The psychomotor therapists who were interviewed stated that, although 

working on these external triggers is important and should be part of the multidisciplinary approach, it 

is not a specific objective of PMT as they apply it (Table 3).  

(insert Table 3) 

Step 3: Programme design  

Mechanisms of action of the PMT programme are explored in the third step of the Intervention 

Mapping. This step is divided in two sub steps. In the first sub step (step 3a), questions were asked 

about the theories / models linked to practical applications, whereas information on the methods linked 

to practical applications were asked in sub step 3b. Interviewees found this step challenging. In 

contrast to the information provided in the first two steps, several rounds of feedback and enquiry 

were needed to get the full picture of the theoretical base or models used.  

Step 3a: Programme design Therapists mostly identified two major theoretical models underlying 

PMT for anger and aggressive behaviour in individuals with MID-BIF. Firstly, they referred to the 

model underlying cognitive behavioural therapy (CBT) that integrates traditional behavioural theories 

focussing on reinforcement mechanisms, social learning theory that adds observation as a key to 

learning and cognitive theory. Secondly, they referred to the General Aggression Model (GAM) as 

proposed by Anderson and Bushman (2002). GAM places similar emphasis on the environment and 

cognitions to account for learning processes. Two therapists reported that their frame of reference is 

the so-called Biopsychosocial Model as proposed by Engel (1980) who emphasised that behaviour and 

illness are affected by biological, psychological and sociological factors. In this model, the client’s 

subjective experience is seen as essential and contributing to accurate diagnosis, health outcomes, and 

humane care (Borrell-Carrió, Suchman, & Epstein, 2004). One therapist mentioned the humanistic 

theory, especially with emphasis on the unconditional positive regard (a concept developed by Rogers; 

Wilkins, 2000).  
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The psychomotor therapists justified their choice of these theories and models by indicating 

these were proposed by literature and expert opinion. However, it should be mentioned that two 

psychomotor therapists indicated they did not use a theoretical model, rather were guided by their own 

clinical experience for the development and evaluation of their PMT programme.  

Step 3b: Programme design Two PMT categories, namely action-oriented PMT and experience-

oriented PMT, were used by the therapists (Probst et al., 2010). Action-oriented PMT focusses on 

learning by repeating or automatizing skills, whereas experience-oriented PMT focusses more on 

insight into emotions and the way of responding (caused by their emotional state). For this reason, 

experience-oriented PMT was used to improve IA, whereas action-oriented PMT was applied to 

increase the repertoire of ACS. The use of action-oriented and experience-oriented PMT was 

supported by the psychomotor therapists as PMT reflects the concrete learning style of individuals 

with MID-BIF and it is less dependent on their cognitive and verbal abilities.  

. 

The psychomotor therapists mentioned other methods: positive reinforcement and modelling. 

Furthermore, five psychomotor therapists noted that treatment involved working through the client’s 

relapse prevention plan, practising and evaluating stressful situations and ways of coping. 

Several practical PMT applications (activities as applied in PMT) were mentioned: (a) 

activities that emphasised IA, such as using tools to visualise tension (for example a tension 

thermometer ) and / or general exercises focussing on IA; (b) activities that aimed to improve ACS, 

such as arousal reduction techniques (e.g., progressive relaxation, applied relaxation and breathing 

exercises), focussing on other behaviour (e.g., stepping out of the situation), or activities that help 

practising new behaviour in social contexts (e.g., role plays). Also the connection between IA and 

ACS in activities was mentioned emphatically by several psychomotor therapists (such as by 

focussing on body signals while being challenged during a basketball exercise or home assignments 

focussing on reducing arousal when feeling tensed).  

Step 4: Programme production 

 The PMT-programmes as described by the psychomotor therapists were embedded in a 

multidisciplinary treatment, as a complementary programme for anger regulation problems or 
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aggressive behaviour. Fifteen psychomotor therapists suggested that they involved other people in the 

development of their PMT-programme. Table 4 shows the categories of other people as described by 

participants for each part of programme production.  

(insert Table 4) 

Step 5: Implementation plan 

Few psychomotor therapists (n = 3) indicated they had direct responsibility for the implementation of 

the PMT-programme. All three mentioned limited time as the most important barrier for the 

implementation of a new programme. Half of the psychomotor therapists reported that it would be 

helpful to involve therapists from other disciplines, namely referrers (n = 8) and other experiential 

therapists (e.g., music therapy) (n = 3), in the context of referring to PMT. 

Two psychomotor therapists invited people from the personal network of the client with MID-

BIF (e.g., siblings or parents) to participate in a part of the PMT-programme. Where psychomotor 

therapists indicated that others (e.g. PMT-colleagues, staff or siblings) had been involved in delivering 

part of the PMT programme, it was also suggested that a manual of the programme was available (n = 

5).  

Step 6: Evaluation plan 

Step 6a: Product evaluation Most psychomotor therapists suggested using an unstructured approach to 

outcome evaluation. This evaluation was mostly based on the views of the client and carers (e.g., 

parents) (n = 7) and / or on the views of the referrer (n = 3) regarding change in aggressive behaviour 

or ACS. 

One interviewee did not answer this question. Only two psychomotor therapists described 

using specific outcome measures for IA (ABSQ; Anger Bodily Sensation Questionnaire, Zwets et al., 

2014; or based on a self-constructed heart beat awareness test) or ACS (e.g., UCL; Utrecht Coping 

List [Utrechtse Coping Lijst], Schreurs, van de Willige, Brosschot, Tellegen, & Graus, 1993). These 

two psychomotor therapists indicated that the instruments had not yet been validated in this 

population. Table 5 presents participants’ responses on the product evaluation of PMT targeting anger 

and aggressive behaviour in individuals with MID-BIF.  

(insert Table 5) 
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Step 6b: Process evaluation Evaluation of the process of the treatment was done by seven 

psychomotor therapists, one of who did not provide a description of the type or content of the 

evaluation. The therapists evaluated the process together with others, by for example using feedback 

of the client (n = 3) or evaluating with colleagues (n = 3). In all but one cases, the process evaluation 

had led to changes in the programme (n = 5). Three psychomotor therapists planned to develop 

process evaluations in the future. Two therapists mentioned explicitly that the absence of guidelines to 

conduct a process evaluation is the main reason for not planning the evaluation.  

Outline of coherence of the programmes 

Table 6 presents the coherence between steps relating to the content of the applied 

programmes (steps 1, 2, 3 and 6). IA and ACS are the main elements of PMT that are mentioned 

throughout the different steps of the Intervention Mapping approach. Throughout the successive steps, 

the PMT-programmes seem coherent for ACS as every step builds on the previous steps. There 

appears to be less coherence across steps for IA. The use of the concepts ‘overall IA’ and ‘anger 

related IA’ in the first two steps was not consistent across therapists. Furthermore, the adoption of a 

theoretical orientation with regard IA was limited, while the effectiveness of IA was only seldom 

evaluated.  

(insert Table 6) 

Conclusions 

The aim of this present study was to gather information on the theoretical orientation, content and 

evaluation of PMT as used with individuals with MID-BIF for anger regulation problems and / or 

aggressive behaviour. The Intervention Mapping approach offered a clear framework for mapping the 

results of the study. Findings suggested that anger regulation difficulties and aggressive behaviour 

were one of the main reasons for referral to PMT. There was general consensus amongst psychomotor 

therapists on the objectives of PMT as increasing IA and ACS. The Intervention Mapping approach 

also revealed that there were direct links between objectives (i.e., increasing IA and ACS) and the 

methods applied in the PMT programmes. Where ACS was the objective, there was a high level of 

PMT coherence with regard the theoretical orientation and evaluation methods. Where IA was the 

objective, the PMT application appeared less coherent: this was particularly prominent with regard the 
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absence of a theoretical framework to account for the development of IA.  In addition, therapists 

interviewed also indicated they did not have measures to assess clients’ IA. 

Where several treatment approaches (e.g., anger management) focus on ACS, in PMT this is 

combined with an extra focus on the body and the information the body offers (Zwets et al., 2016). 

This focus on IA makes PMT rather unique. In an experience oriented and action oriented approach, 

individuals are offered an environment with a focus on IA and ACS. Gratz and Roemer (2004) suggest 

that to prevent aggressive behaviour, individuals have to be able to respond with appropriate ACS 

when angry. This requires a broad repertoire of behavioural reactions. However, to act in an adaptive 

manner when angry, individuals also need to recognise this anger. IA that is the conscious perception 

of body signals related to anger (Farb et al., 2015; Füstös, Gramann, Herbert, & Pollatos, 2012; Gratz 

& Roemer, 2004; Mehling et al., 2012; Price & Thompson, 2007). The PMT applications stress the 

link between IA and ACS, as both use information from the body to cope with anger, by using the 

body as a tool in therapy. For example, using “tension thermometers” participants are trained to timely 

pay attention to their emotional state, recognise what is happening and use this recognition as a 

starting point for selecting an appropriate reaction, thus preventing aggressive behaviour. PMT 

emphasises experiencing thoughts, feelings and behaviour. By creating a “playground”, opportunities 

are provided to practise (new) ACS, such as ACS in social situations, using other behaviour or arousal 

reduction skills. The explicit focus on a possible lack of insight in one’s own emotions and the fact 

that people can experience and train with old and new behaviour make these PMT applications 

suitable for individuals with MID-BIF.  

The observation of gaps in the theoretical base and evaluation of IA is in line with the findings 

of our systematic review on PMT in this population, where evidence of the effectiveness of PMT was 

found specifically for ACS outcomes (Bellemans et al., in press). In this systematic review, IA was 

only implicitly targeted at in PMT interventions (e.g. meditation and relaxation). In the present study, 

the GAM was mentioned by several psychomotor therapists as reference framework for IA in PMT. 

The GAM provides a limited theoretical background for the use of IA. The GAM links arousal and 

affect in relation with aggressive behaviour. It remains unknown whether overall IA or anger related 

IA influence anger regulation when preventing aggressive behaviour. This can be seen in participants’ 
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inconsistent use of the terms ‘overall IA’ and ‘anger related IA’ in relation to determinants and 

specific outcomes on IA. The literature offers limited guidance on this point. Until now, only one 

study demonstrated that children with MID-BIF and aggressive behaviour have limited awareness of 

their body (Emck, Plouvier, & van der Lee-Snel, 2012). Our results highlight the lack of clarity around 

IA, and its relation to aggressive behaviour. Similar to other target groups (Maas et al., 2015; Zwets et 

al., 2016) the effect of PMT on the IA skills of individuals with MID-BIF remains unclear. As stated 

by Cali and colleagues (2015) IA is shown to be a complex construct as it is closely related to 

interoceptive accuracy (the accuracy of one’s own body signals), and emotional susceptibility (the 

tendency to experience feelings of discomfort when emotionally aroused) (Cali, Ambronsini, Piconi, 

Mehling and Committeri, 2015). How these concepts can be accurately measured is still a topic of 

debate in scientific research (Kanbara & Fukunaga, 2016).  

The absence of specific instruments for the evaluation of PMT - especially for anger related 

IA - is also in line with the literature. For example, the Anger Bodily Sensations Questionnaire 

(ABSQ; Zwets et al., 2014) is an instrument emphasising body awareness or IA, but has not yet been 

adapted and validated for use with individuals with MID-BIF. Moreover, none of the instruments for 

overall IA are adapted for use with individuals with MID-BIF although several new instruments have 

been developed to measure IA in a general population and psychiatric patients: e.g. the Mindfulness 

Attention Awareness Scale (MAAS; Brown & Ryan, 2003), the Multidimensional Assessment of 

Interoceptive Awareness (MAIA; Mehling et al., 2012), the Scale of Body Connection (SBC; Price & 

Thompson, 2007). In addition, an instrument measuring anger in association with ACS is also lacking. 

The Profile of Anger Coping Skills (PACS; Willner, Brace, & Phillips, 2005) is an instrument to 

measure anger related coping skills in this population but it is not yet available in a Dutch translation.  

The present findings have implications for the development and evaluation of PMT 

programmes for individuals with MID-BIF and aggressive behaviour. For the development of a 

standardized PMT programme finings highlighted a number of areas for improvement of PMT as an 

intervention. It is likely that a more crystallised description of the role of IA will positively influence 

the theoretical framework on which PMT is based on, and lead to a more sophisticated repertoire of 

practical PMT applications, thus increasing the effectiveness of PMT. Possibly the vasovagal theory of 
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Porges (2009) will give handles for a stronger theoretical framework of PMT. Moreover, it is 

important to develop an adequate evaluation plan for PMT. However, to conduct a proper evaluation it 

is imperative to have measurable outcomes and thus specific instruments. Adaptations and/or 

translations of instruments for assessing IA (e.g., ABSQ) and ACS (e.g., PACS) are urgently needed. 

These instruments could be used as a standard practice within PMT to gather information on the 

mechanisms of action and the effectiveness of PMT.  

The Intervention Mapping approach has shown to be a valuable tool to evaluate the process of 

the PMT-programme, revealing also the gaps in the coherence of the programme, an overview that 

was lacking until now. Intervention Mapping as used in this study can be used in the future as a tool 

for the process evaluation of PMT. 

This study has several limitations that should be taken into account. First, the choice of 

Intervention Mapping over other tools (e.g., Online course on developing logic models and evaluation 

plans, Logic Model Overview) was based on the fact that Intervention Mapping allows both 

pinpointing and drawing up an inventory of PMT targeting anger regulation difficulties and aggressive 

behaviour in individuals with MID-BIF. Information provided by the psychomotor therapists reflects 

how PMT is currently applied by this group of therapists in Dutch residential facilities. However, we 

did not check the programmes in practice nor did we check its manuals, as these were generally not 

readily available. Second, it took several attempts for psychomotor therapists to formulate an answer, 

and in most cases they asked explicitly for examples to be able to answer the question. It is likely also 

that their responses might have been influenced by their education. It is not clear if and to what extent 

therapists’ educational background has implications for their practice. Possibly psychomotor therapists 

apply these activities because they are educated to do so, even though strong theoretical foundation is 

lacking.  

 

The present study has used a relatively novel approach to map the content and coherence of 

PMT programmes as currently applied in Dutch facilities serving clients with MID-BIF who present 

with anger problems and/or aggressive behaviour. This study may be a first step in developing 

evidence-based practice in which programme development, instrument validation and outcome 
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evaluation are linked. In this way, PMT may add to the range of treatments that have been shown 

effective in reducing aggressive behaviour in clients with MID-BIF. Future research should focus on 

exploring the relationships between ADS, IA and anger. In particular, IA has seldom been examined in 

the scientific literature. IA is an interesting construct to explore and future research should aim at 

investigating the psychometric properties of the ABSQ for use with clients with MID-BIF and anger 

regulation difficulties. 
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