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THE NAGI MODEL:
REHABILITATION - \

IN A DISABLEMENT MODE__
Traditional rehabilitation is based on the World
Health Orgamzauon (WHO)* model of the relation-
ship among impairments; functional limitations, and
disability. Simply stated, m:pamvmm are problems at
the tissue level and include sprains and strains, frac-
tures, and! disease processes. Functional limitations are
problems ..anifesting in the inability of an individual
to complre a task. Asthma is an impairment. Short-
ness of breath dlimbing stairs is a funcdonal limita-

tion. Disability is defined in terms of an individual’s life
role. For example, Mr. Smith is unable to work as a pri-

mary school teacher because of uncontrolled asthma, Inaea
ditional rehabilication setting, clinicians would likely
identify and attempt to directly ameliorare and/or

 teach compensations for impairments, funcnonal lim-

itations, and disability.
This is primarily a deficit model: problems are

identified and the individual categorized by what he
or she cannot do. This construct is also best suited to
an allopathic medical model where health is defined

by the absence of disease. Although the relationship

among impairments, functional limications, and dis-
ability is not linear, the Nagi model is limited in its
ability to include the rich background of skills, abili-
ties, and feelings thac an individual bnngs ro the heal-

ing process.
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-Somatic Education: Rehabilitation

Somatic education is the term used to desciibe somatosen- -

sory, kinesthetically based body-centered learning prac-
tices that developed ar the beginning of the twentieth
century from the work of EM. Alexander®* (The Alexan-
der Technique), Elsa Gindler* (Gymnastik), Charlotte
Selver® (Sensory Awareness), Ida Rolf® (Rolfing), and
Moshe Feldenkrais'® {The Feldenkrais Method®),
among others, All of these are educational learning mod-
els. Other forms of somatic education have continued to
develop with the work of Thomas Hanna'*1$ (Somatu:s),
Judich Aston! (Aston-Patterning®), Bonnie Bainbridge
Cohen'é (Body Mind Centering), Emily Conrad* (Con-
tinuum Movement), Hana Rubenfeld? (Rubenfeld Syn-
ergy), and Marion Rosen'® (Rosen Method), among oth-

ers. The rerm somatic education comes from soma,
the Greek word for body. Hanna referred to soma in

the specific context of “the body as perceived from within
by first-person perception.”*4 He heralded “a new man-
ner of thinking of ourselves in the breadth of our bio-
logical history and the depth of our physiological real-
ity.”*? Hanna believed that one’s self-image and one’s
physical self are intertwined: “Self-awareness (or self-
consciousness) is a function of experiencing the whole
state of one’s organic structure, [and] as thac organic
structure changes, so does our basic selfawareness—and
vice versa.”!! Others have referred to similar holistic
neurobiologically based views of embodiment.*#
Somatic Education develops an individual’s self-
awareness and is a process that educates the whole per-
son, The somatically educated self is an embodied,

aware, whole self that participates fully in both the

secular and spiritual domains. In the Feldenkrais
model of somatic education, students delve into their
own rich background of skills and abilities and Iearn
how to move out of pain and into ease, pleasure, and
spontaneity. Adding a form of somatic education such
. as the Feldenkrais Method® to a program of recovery
*  from injury, disability, ot illness can speed up the
process of learning self-knowledge, self-care, self-
tepair, and pérsonal empowerment.

MOVING FROM IMPAIRMENT ~
An itnpain;nent m;:dd with its focus on the patient as

a passive recipient of care is appropriate to physiolog-
ical trauma and acute medical conditions. However,
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when working with chronic conditionis such as hyprr-
tension, myofascial pain, or asthma, for example, the |
clinician must alter his or her therapeutic relationsl:ip
to focus on education, self-care, and patient empow-
erment. The clinician must also alter his or her pro-
fessional role from one who cures or “fixes” to one
who mentots or guides the healing process. This en- -
ables the patient to become an equal partner in the
healing process and to take responsibility for his or
her own wellness. Somatic Education can furnish a
missing integrative link in rehabilitation by involving
individuals more actively in their process.

" Somatically based approaches such as the Feld-

enkrais Method may he!p to unravel the often puz-

zling ﬁndmgs in patients with ‘abuse histories
presenting with nonanatomically based pain syn-
dromes.? In a traditional allopathic medical para-
digm, such patients are referred for psychiatric care
with the unspoken assumpcion that there is no so-
matic (anatomical) basis to the patient’s pain and
therefore the pain must be solely of psychiatric ori-
gin. This extreme separation of psyche and soma
is in itself nonanatomic as the scientific world be-
gins to confirm the intimate connections between
brain structure, brain chemistry, emotions, behavior,
and physical functioning in the discipline termed
psychoneuroimmunology.2+* '

SOMATIC EDUCATION WITH

THE FELDENKRAIS METHOD®

Several philosophies undetlie all methods of ssmatic
education: the integration of mind with body, the in-
tegration of structure (anatomical architecturr) with
funetion (purposeful movement), and self-directed
leatning within the individual’s milieu. Modalities
may vary as to the degree to which they emphasize
each component. The Alexander Technique and the
Feldenkrai$s Method® exist at one end of the spectrum
in which function and functional movement is em-
phasized with structure in the service of function. At
the other end of the continuum, Aston-Patterning® and
Rolfing emphasize a bodywork approach where struc-
ture is emphasized and function setves structure. So-
matic Education includes aspects of emotional intelli-
gence? such as self-awareness and empathy, somatic
empathy,>% kinesthetic intelligence, spatial intelli-
gence, 3 and the care of the soul. ¥ Somatic Education is
an emerging discipline, and consensus regarding its tax-
onomy has yet to be established. Ongoing dialogue
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among somatic educators will undoubtedly clarify

which modalities fall under the rubric of somatic
“education. . :

- . :
The Feldenkrais Method® is a form of somatic/move-
ment education that integrates body, mind, and psyche.

It has two complementary components: hands-on indi-
vidualized Funcrional Integration (FI) sessions (in

which the Peldenkrais Practitioner individually guides )

a student’s movements through touch) and a ver-
bally guided movement exploration called Awareness
Through Movement {(ATM), A Feldenkrais student does

not disrobe while being guided into nonhabitual move-

ment sequences by the touch and/or voice of a certified
Peldenkrais Practitioner. Both components are based on
sensorimotor developmental learning.3%** Feldenkrais
practitioners refer ro this as organic learning, 3%

- Moshe Feldenkrais, DSc (1904-1984), the method’s
originator, considered it 2 teaching rather than a treat-
ment paradigm. He thought of his clients as “students”
and his sessions “lessons.” This is an imporcanc dis-
tinction. The Method is not a therapeutic technique to
be applied to a set of impairments; rather it is a process
of self-exploration by which individuals consciously re-
connect with their unconscious sensorimotor selves.
This results in increased awareness, new connections
created within che self, and increased movement reper-

toire an«d cognitive flexibility. The method empowers

individuls to learn how to learn to regain, maintain, or
find new, more efficient functioning through reducing
extraneous effort. Within this process, students oftén
begin to see changes in old restrictive habits and find
new fun-tional abilities, but the method itself is not
pnmanly for treatment of speaﬁc impairments.§103639

Feldenkrais: The Man
and the Method

Moshe Feldenkrais trained in the disciplines of math-

“ ematics, engineering, physics, and martial ares. He

earned an advanced degree in electrical engineering, as
well as a docrorare in physics from the Sorbonne in
France. A dedicated scientist (he was Joliot-Curie’s ré-

- search assistant in the area of nuciear ﬁssion), he was

also a “renaissance man” with a voracious incerest in
learning. He was one of the first Europeans to earn a

black belr in Judo.
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A-s an adult, Peldenkrais sustained serious lknee mn-

juries playmg soccer. Surgery was recommended, but -

his prognosis was extremely poor with the surgical
technique available at the time. Feldenkrais declined
surgery and instead applied his scientific acumen to
the problem, This led him to thorough investigations
in anatomy, physiology, neurobiology, developmental
movement, psychology, hypnosis, learning theory,

cybernetics, philosophy, judo, Zen, yoga, exercise,
- movement cherapies, and acupuncture. Feldenkrais in- -

corporatéd a developmental focus, systematically ob-
serving how babies moved through cheir first 2 years

 of life. He explored his own movement pattertis, recre-

ating developmental milestones, and found ways to
decrease unneeded effort in his own body. Despu:e
marked degeneracion of his injured knee joints,
Feldenkrais was ultimately able, through his careful
observations and discoveries, to experience a full re-
covery of function. He used his experience in the de-

~ velopment of what was to become the Feldenkrais
Method®. One of Feldenkrais’ vital contributions was
teaching the importance of movement awareness as a

" way to improve efficiency and increase one’s moving,

sensing, feeling, and chinking, Feldenkrais’ sensori-
motor approach also helped to promote and teach

self-care and independence. He believed that Western-

ers, especially, had been raught to look outside them-
selves to authorities rather than trusc their own
knowledge and experience,

Refining the learning processes of FI and ATM,
Feldenkrais devised a'4-year, 800-1,200 hour profes-
sional training program through which individuals
can become certified Feldenkrais Practitioners. (The

- professional -trainings are administered under the

nonprofit Feldenkrais Educational Foundation of
North America [FEFNA]. See www.feldenkrais.com.)
He deliberately designed the training with time be-
tween segments for integration of sensorimotor learn-

. ing and reorganizarion of the self. Guild Certified

Feldenkrais Practitioners must also complee 40 hours
of continuing educarion credit every 2 years to keep

their certification current.
In recent years there has been a trend toward more

healthcare professionals, including physical and occu-

parional therapists, becoming certified Feldenkrais
Practitioners. This has created several dilemmas within
the Feldenkrais community as the method becomes
more widely applied in therapeutic rather than purely
educational venues. There are a plethora of short work-
shops, seminars, and conferences on the Feldenkrais
Method® available for the practicing rehab:lltatmn
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 professional. However, the method is not sirply a tool
or technique to be applied for a particular patient prob-
lem. It is a process and paradigm of somatic education
that is mastered by the Feldenkrais Practitioner during
his or her training. When modalities are mixed, the
unique Feldenkrais leaming outcomes may be compro-
mised. Integrating rather than subsuming the philoso-
phies of somatic education into 2 more traditional
rehabilication perspective is a vital and necessary para-
digm shift. The authors have benefited fron referring
patients/stadents to each other in an integrative pro-
gram of rehabilitation and somatic education. L

Recurrent Themes
in the Feldenkrais Method®

Non Goal-Directed Learning .

The Feldenkrais Method® is a synthesis of what
Feldenkrais learned from che fields of engineering,
physics, martial arts, and other domains he had mas-
tered. His carefully chosen words on audiotapes with
his written instructions reflect this synthesis.

In the phrase “We do not say at the start what the
final stage will be,” Feldenkrais is setting the stage for
- non-goal-ditected learning. In so doing, Feldenkrais
“concurred with F.M. Alexander’s notion of avoiding '
. “end-gaining.”234° When the leatner focuses on the
~ goal of movement in ¢his construct, he or she loses fo-
cus on the internal processes of awareness that create
movement. When focusing exclusively on the goal,
learning can be negatively impacted.

Organic Learning .
The Method teaches one the links between perception
of sensation, intention, and action. The student
learns to remain mindful and attencive to proprio-
ceptive and exteroceptive sensations throughout the
body while moving and is taught to notice relacion-
ships and patterns of relationships between parts of
the moving self. Feldenkrais stated, “Our self-image
consists of four components: movement, sensation,
feeling, and thought.” Organic learning is nonre-
ductionistic in that it does not separate the organism

into its anaromical pares but joins those parts into .

one continuous feedback loop. This feedback loop
contains the sensory domain, the motor domain, the
affective domain, the cognitive and the spiritual do-
main. It builds on dimensions such as pleasure and
spontaneity. :

COMPLEMENTARY AND ALTERNATIVE MEDICINE IN RBHAB!LITA'I’IO_N

Skeletal Support

The Feldenkrais student learns in the initial 1+.dy
scan beginning every movement sequence how to
sense the skeleton in relacion to the resting surface
in all positions. This pressure indicates our rela-
tionship to gravity. When our movement is light and _
easy, skeletal support is at its maximum and move-
ment is most efficient. Feldenkrais believed that us-
ing the least amount of effort while moving allews
for awareness of greatest connectivity between con-
tiguous joints and across several joints. This usc of
the kinetic chain in function further increases case
and efficiency. Unlike forms of biofeedback where
the relaxation component is separated from move-
ment, Feldenkrais students learn how to move while
reducing the effore. Thus they are able to bring an
awareness of muscle effort, support from the skele-
tont in relation to the ground, and connectiviry into _

function.

Differentiation/Nondifferentation

~ This refers to Feldenkrais’ sense of the importance of

learning through making distinctions. In ATM and FI
a student experiences how to increase ease and effi-
ciency by repeating movements each time with less eft
fort. Students learn to differentiare between necessary
and unnecessary contraction of muscles, or “parasitic”
movements.

Differentiation also occurs when we choose to
move parts of the self either separately in “diffcren-

- tiated” miovement or together as a whole in “nondif-

ferentiated” movement. In the Feldenkrais parlance,
students through trial and error learn to improve
the use of individual body segments as they combine
and recombine in new patterns in response to a
given task. An example of differentiated-movement

 is glenohumeral movement without scapulothoracic

movement, or ankle dorsiflexion with toe flexion/

. ankle plantar flexion with toe extension. Nondiffer-

entiated movement is movement of body segments

'in more primitive pacterns of logrolling of the
trunk, for example, where the shoulder and hip gir-

dles move as one functional unit. Another example
of nondifferentiated movement is ankle dorsiflexion
with toe excension/ankle plantar flexion with toe

" flexion.

Habitual/Nonhabitual
Like F.M. Alexander, Feldenkrais believed that we de-
velop problems as we become increasingly out of




touch with and automared in our movements. Most
people lose spontaneity and alternacives in their move-
ments as they age. This loss of repettoire may be a risk
factor for falls in the elderly. Feldenkrais also believed
thac we learn best when we are presented with novel
‘stimuli. He emphasized nonhabitual movements to
provide learners with new stimuli and novel sensa-
tions. Exploring new ways of moving theoretically of-
fers new options to the brain, which reorganizes itself

and réwrites the sensory motor cortex, facilitating -

new, more efficient ways of moving, Also, with stroke’
or injury, parts of the brain thar were not directly in-
volved in the original movement can learn to perform
an action. The brain pathway for the original move-
ment is not exactly reproduced, but an auxiliary pach-
way is forged. )

Whiole Body Focus

Feldenkrais emphasized sensing each parc of the self &

in relation to the whole. After scanning their body
contact with the floor, scudents are often amazed to
observe how there are missing pieces to their kines-
thecically based homunculus. Thomas Hanna,!* re-
ferred to this as sensorimotor amnesia. Others have
termed it kinesthetic dystonia. ! Through the ATM and
Fl learning process, students learn to reestablish kines-
thetic links o all patts of cheir bodies. This facilitates
the linking of body segments into a kinematic whole
for improved function. Students then experience a

“river of movemenc”*? that expands throughout the

body. Learning to move toward pleasant and away
from unpleasant sensations while moving is impor-

tant for learning in this model. As students experience

greater ease in movement reducing effort, they in-
creasingly experience greater connectivity with their
skeléral structure.

Proximal Inidation of Movement

From his martial arts, biomechanical, and develop-
mental perspectives, Peldenkrais emphasized the
importance of increasing awareness and mobilicy of
the “power center” comprising the pelvis, upper
thighs, and hip joints in movement. Ocher disci-
plines such as Pilates*? also emphasize strengthen-
ing the body from the center outward through cer-
tain exercises focusing on the trunk. Proprioceptive
Neuromuscular Facilitation (PNF), a form of thera-
peutic exercise widely used in the physical therapy

community, also focuses on the role of the pelvis -

and rrunk in motor control and funcrion. This
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“serengthening from the inside out™ is a key com-
ponent of many of the ATM lessons Feldenkrais and
his colleagues devised.

Less is More/Least Noticeable Differen&e

. " In using the phrase “It is easy to tell differences
“when the effort is light,” Feldenkrais was draw-

ing on his background as a physicist. The Weber-
Fechner law in physics describes the different ratios
for stimuli necessary for an individual to detecta.
difference for each of the senses. For example, when
outdoors where there is so much light already, if -
one lights a match, it is not noticed the way it is

when one strikes a match in a darkened roem. For -
an individual to perceive a difference relative to

muscular effort, the change must be at least % of

the original stimulus.* Feldenkrais used the exam-

ple of how when carrying a refrigerator one would -
not notice if a box of matches were added or re-
moved, whereas “everybody can tell with closed eyes
when a fly alights on a thin macch-like piece of
wood or.straw [one is holding] or when it takes to
the air again.”® It is only when we are able to reduce
the effort in the neuromuscular system that we are
able to pick up more subtle differences through
sensing. “The lighter the effort we make, the faster

is our learning of any skill; and the level of perfec-

tion we can attain goes hand in hand with the
finesse we obtain.”® Feldenkrais’ focus on reduc- -
ing effort through ATM and FI was based on this
notion. Through ATM and FI students learn to
decrease effort and are able to make finer and
finer distinctions when choosing how to move. The
less: effort expended, the more sensing becomes
refined. : ‘ _ : : :
Students are also taught the value of imagining
movements. Biofeedback has since confirmed that
motor neurons fire when the individual is simply

imagining the movement.

Active Dynamic Stability
Feldenkrais focused-on the dynamic nature of pos-

 ture. He realized that even when we are standing still
‘we are continually making minor adjustments to

maintain our balance. Feldenkrais coined the term
“acture”’? rather than “posture” to convey this con-

- stancly moving nature of poscure. Many ATM les-

sons explore subtle movements around the center
of gravity through the fluid loss and recovery of

balance.




Scientific Support

Neurodevelopmental Underpinnings
of the Feldenkrais Method®
" There is significant support for the Feldenkrais
Method® when we examine its scientific underpin-
_ nings. It draws heavily on neurodevelopmental theo-
ries in emphasizing a person’s sensorimotor and so-
matically based modes of learning. Recent findings
.regarding neurodevelopment in the burgeoning field

of embodied cogmtxon 46 as well as developmental .
psycho!ogy, point toward a dynam:c, experientially -

based notion of the self. Research in these fields
shows that during the first few months of life there is
simultaneous development of several senses in cross-
modal processing as babies increasingly interact with

the world/environment in a global way, using several -

senses at once. Stern, a psychoana‘lytically trained
child psychiatrist, after extensive video analysis of
infants’ behavior, revises the old psychoanalytically
based view of a passive infant whose nascent self is
symbiotically intertwined with that of its mother and
concludes that “The sense of self is not a cognitive
- construct. It is an experiential integration.”¥
The Feldenkrais Method® assumes this integration
between sensorimotor learning and neurologically
based self-image. ATM and FI lessons help the indi-
~vidual improve liis or her sense of self and subsequent
patterns of movement. The Method also builds a
foundation for emotional intelligence because it in-
volves such human qualities as self-awareness (recog-
nizing a feeling as it happens) and empathy (recogniz-
ing emotions in orhers).?® The Feldenkrais Method®
fosters the development of a parricular kind of so-
matically attuned empathy in both practitioner and
- student—somatic empathy whereby we learn to feel
into our own expenence, as well as to sense and ob-

* - serve others’ somatic expenence."’ Learning kines-

thetically with somatic empathy can help mental
health counselors develop empathy by better sensing
their somatic sensations as they empathically attune
to their clients.#®

Sensotimotor learning shows whole body involve-
ment in relating to the wotld on a nonverbal, nonana-
Iytical level. This is also called procedural learning or
knowing “that.”* With the development of language,
a baby’s sense of self undergoes a transformation that
results in bringing him or her farther away from pure
procedural leanung into declarative learning—or “know-
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ing what.” Declarative learning is language based
memory dependent and analytical.*® Thus it is sus-
ceptible to cognitive distortions that can impair func-
tioning, The Feldenkrais Method® relies not primarily

_on verbal feedback but on kinesthetic and sensory

feedback in the learning process. This focus on proce-
dural rather than declararive knowledge is presumably

Iess prone to conscious interference or distortions.

'From the Feldenkrais perspective, “Language breaks

the body into separate parts: the hand, the wrist, the
arm, etc., [that] creare a fragmented ‘body of thought’

. apart from our unified organismic body*s!

Somatic Education and the Embodied Mind

Findings iin neuroscience and embodied cogni-
tion1?212232 have challenged the mechanistic mode) of
the brain as the central processor, or “software” with
the body as the output generator.! Just as Lashley
could not localize the engram of a given memory in
the brain, neither is there a specific geographical loca-

tion of any given motor plan.* Organization is dis-

tributed throughour the brain holonomically.5* Part
of Peldenkrais’ genius was in recognizing the nonlin-
ear nature of human development. We transition back
to an earlier developing part of the brain—the sensori-
motor cortex and bring it to the fore again in recali-
brating ourselves toward balance and homeostasis.

" Sensorimotor learning modes do not become obsolete-

as we develop. Thelen and Smith? in observing the de-

‘velopment of motor learning in infants, argue for a

model of nonlinear dynamic systems constantly in
flux. Thus in this view, the embodied human self is
continually changing in interaction with its context,
and development is not linear and stage-like as in
Piaget’s view. Behaviors appear and then recede into
the background until they reappear in a2 more sophis-
ticated form later on. As Thelen states, “The grand
sweep of development seems neatly rule driven. In de-
«£ail, however, development is messy.”?® In essence, the

" mind and the self emerge from thac complex, messy

interaction between the brain and the body in a con-

standyshlfungenwmnment."-"m
Leammg requires both internal and external feed-
back in the context of environmental cues. The

- strength of the Feldenkrais Method® is in teaching the
- student to remain fully aware of the interaction be-

tween external feedback (environment) and internal
feedback (self) while sensing and directing movement.
In chis way out sense of self is always developing in
relation to our movement, and as our movement




changes so does our sense of self. In using another
computer analogy, it’s as if the software rewrites itself
and reconfigures the hardware both'in relation to the
outpitr and the quality of its own process,

The Feldenkrais Method?,. -

Newrosci | Motor Learni

Research
Areas that are virtually exploding in the literature are
those of neuroscience and motor learning.** A recent
Medline search showed over 17,000 citations refer-
encing motor learning alone since 1977. If we exam-
ine the literature, there is much to indicare basic sci-
entific suppore of the underlying principles of the
Feldenkrais Mechod®.

Georgopoulos’® presents compelling evidence

of the involvement of both motor and cognitive

processes in the production of motor tasks. He cites
numerous studies using electroencephalography
(EEG), magnetoencephalography (MEG), positron
emission tomography (PET), functiomal magnetic res-
onance imaging (PMRI), and transcranial magnetic
stimulation (TMS) that have clearly demonstrated
that the motor cortex is involved in all aspects of mo-
tor learning, motor memory, and motor imagery.
There is strong research support for the engagement
of the motor cortex wich imagined movements in the
absence of movement execution. Further research on
rats, primates, and humans shows thac learning can
change the motor cortex throughout the lifespan.
Bizzi and Mussa-Ivaldis” postulate that motor learn-
ing requires the building of internal models in the
brain/central nervous systrem (CNS) and that the
model is distributed throughout many structures in-
cluding sensorimotor correx, basal ganglia, cerebel-
Jum, and spinal cord. This model highlights the con-

nectivity between elements in the CNS and shows that. _
one’s learning takes place in the context “of repeared .

exposure to sensory signals coming from {] moving
limbs while [ ] inceract[ing] with the environment,”
(pp- 97-98, emphasis added). Their work implies that
highly complex motor skills can be learned through
the formation of new complex internal models buile
from interactions of more simple ones. .
To investigate the complex relationship berween
learning, pain, and anxiety, Sieve et al*® conducted a
study exposing rats to varying doses of a presumed
anxiogenic in various adversive learning sitnarions.
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Their findings indicate that panic undermines learn- -
ing in Paviovian fear conditioning. They suggest thac
panic inhibits pain and that some pain sensiizes the
organism to prepare for and respond to danger. If we
extrapolate their findings to humans, this panic state
may be elicited by abuse and may inhibic somaric
learning and appropriate self-protection in-patients
with abuse histories. .

Evidence for Efficacy -
Because the Feldenkrais Method® is not considered by
its core practitioners to be a therapy, there is very lirtle
in the research literature on its application in rehabil-
itation, In the English langnage literature on MED-
LINE, there are only a handful of relévant references
to the Feldenkrais Method® berween 1977 and 2001.
Johnson et al®® compares the Peldenkrais Method®
to sham (nontherapeutic) bodywoik on the physical
status, mood, and ADLs of individuals with multiple
sclerosis (MS). Results in this small sample showed
significanc decrease in anxiety with the Feldenkrais
sessions as compared with the sham bodywork ses-

- sions. There were no significant differences seen in any’

other markers, including MS symptoms, function, or
UE performance. There was some evidence for a trend
to higher self-efficacy with both the Feldenkrais and.
the sham bodywork. This may reflect the powerful ef-
fect of touch even in the absence of “therapeutic”
work. However, apart from the generic effecc of touch,
The Feldenkrais group experienced decreased anxiety.

It would be of interest to repear rhis study with a

larger sample size and addicional funceional markers.
“Bearman and Shafarman®® sought to assess the

. efficacy and cost effectiveness of the Feldenkrais

Method® in the trescment-of chronic pain. In this

pilot study, a group of seven pacients with refractory -
chronic pain with pain-related medical costs in ex- -
cess of $1000 per year was enrolled in a program
consisting entirely of the Feldenkrais Method®, The

program was primarily composed of group ATM les- -
sons, with a limired amount of individualized
FI. Patient mobility, perception of pain, and total
healthcare and pharmacy costs were measured. The
auchors used the American Academy of Pain Man--
agement’s National Pain Dara Bank (NPDB} cest
instrument prestady, immediately poststudy, and
1 year poststudy. Per member per month healthcare
costs decreased from an average of $141 (for the year
preceding the study) to an average of $82 (for the
year following the study). This was primarily a



. 46

descriptive study with a small population and
no true control group (although the auchors did
compare their patients to like patients enrolled in
small, multidisciplinary pain management programs
who had also completed the NPDB instrument).
Nonetheless, it is an interesting first step in assess-
ing che potentxal effectiveness and cost effectiveness
of intervention with the Feldenkrais Method®.

In 1999 Lunblad et al*! compared the Feldenkrais
Method® with physical therapy or no treatment on

liead and shoulder complaints in a population of fe- -
male industrial workers with neck and shoulder pain.

" In this study 97 workers were randomized into the

three groups. Participants were treated for 16 weeks
and a posttest was conducted one year after the con-
clusion of treatment. Results indicated that the
Feldenkrais group showed significant decreases in
neck/shoulder pain and disability during leisure time.
The physical therapy intetvention group showed no
change in base complaints. The control group showed
worsening of symptoms.

 Gutman et al%2 showed no sngmf' cant difference
berween the FM and conventional exercises in an eld-
etly population. In this study, tenants in a retirement
community were asstgned into three groups: a

- Feldenkrais intervention group, a conventional inter-

vention group, and a no-exetcise group. There were no
significant differences seen among groups on-any

. mheasure, including blood pressure, heart rate, balarice,

flexibility, morale, perception of health, ADLs, and
pain. It is likely char the measures used here were not
sensitive enough to detect difference in this popula-
tion because some difference between the two inter-
vention groups and the no-exercise group just as a
byproduct of the Hawthorne effect would be expected.
Stnall sample size and insufficient randomization of

. the groups were problematic as well.

In general, the research literature on the effective- |

ness of the Feldenkrais Method® is sparse and poorly

- designed. Most of the literature that exists on the

Method is in the form of anecdotal reports, nonscien-
tific publications, and books written by Feldenkrais

~ Practitioners, 35375 This dearth of peer-reviewed, sci-

entific literature does not mean thar the FM does not

©have value but merely that, as in many other arenas, it *

has had little systematic study In addidion, the re-
searcher must choose appropriate instruments that
will do justice to the experience of somas. Different
quahtauve research approaches lend themselves to cap-
turing the subjective and phenomenologlcal experience
of asoma :han those measuting range of mouon.“

" COMPLEMENTARY AND ALTERNATIVE MEDICINE IN REHABILITATION

Much of what Feldenkrais postulated in the 19403
until his death in 1984 is being borne out through ba-
sic science research on the brain in the fields of neuro-
science and motor learning. Now that the tools exist to

. track changes in the brain with learning, we are able to

see what Feldenkrais saw in his detailed and meticulous
observations of human movement so many decades
ago: We can conrinue to learn and change through our
whole fives, we constantly access both incernal and ex-
ternal cues in our movements, we have the capacity for
much higher skill and discrimination in our movement
than we usually use, and our movement patterns and
our self-image are inexorably linked. These ideas are il-
lustrated in the case study that follows.

Chronic Mytfmml Pain
This case illustrates how the Feldenkrais Method® enables

change in perception and sensation of anxiety and pain.
The student develops awareness through creative explo-
ration of movement and regains function wlule learning
self-empathy and self-esteem.

A is a 37-year-old right hand dominant unmarried fe-
male who is a professional string player currently working
part-time s a freelance musician. Chief complaines: Pain
in the Ieft side of her neck and shoulder blade, both hips,
and thighs; constant pain (6/10), which increases whén
playing and performing (10/10); and sitting and walking
increase pain.

History )
Pain began in 1995 without specific physical event.

Functional Limitations

1. Inability to manage chronic pain and anxiety

2. Limited ability to hold and play her viola/violin and to
use bow without increased pain

3. Inability to sit without pain

4. Inability to lie down without pain (10/10)

S. Diﬂicultywalking more than 5 minutes

chbologrcal Limitations -

1. Heightened anxtcty, deptession, and low self-esteem
resulting from persistence of
. Myofascial pain and dissociation from her somatic
experience -

2. Hypercritical negative self-talk (". .. pray that I would
somehow be able to hold on until the end of the piece not
knowing how to play the correct notes in the correct
thythm and feeling stupid and self-critical.”)




3. Inablllty to lmprove mus:callyaccordmg to her a.nd her
teacher’s perception of her potcnual abilicy to play her

- instrument -
4. Parents’ denial of her being sexually abnscd by family

friend at 5 years of age

Previous Medical History
Surgical removal of left parotid gland resulting from
swelling and calcium deposits in 1995.
_ 1. Physical treatment (without success)
* Physical therapy, occupational therapy
* Chiropractic, acupuncture, Massage Therapy, Alex-

ander Technique of Somauc Education, Medncal '

Intuitive

* Yoga

2. Psychological treatment

* Several courses of psychotherapy (before onset of her
myofascial pain) for inability to express herself emo-
tionally or musically and difficulty with sexualrelations

« Psychotherapy focusing on issues of sexual abuse
(weekly, 6 years); psychotherapy group for survivors
of sexual abuse (1% years)

» Psychiatric consultation for psychopharmacological
-workup resulted in her referral to OC for Feldenkrais
in summer 2000 _

3. Medications: Tylenol pm

Posture
1. Static '
* Head held anterior to pelvis
-« Both shoulders internally rocated, left right
* No clear standing leg
* Tendency to hyperextend both knees when stand-
ing
2. Dynamic
¢ Habituallyi :muatmg movement with head
. Lirtle sense of support of movement from below

(base of support)

3. Palpation :
» Excess effort in both left and right trapezius and

rhomboids and erector spinae and serratus

© ¢ Excess effort of upper and lower arm muscles bilat»_

erally

e Excess effort of upper and lower leg muscles bilac-

erally
4, Bodyscan (supme)
" » Midthoracic spine, left and right rib cage not con-
tacting the table surface
¢ Breathing movement only in upper chest
5. Initial movement exploration (supine) * -
o Head wurns easier to left than right
* Difficulty rolling legs mediaily and laterally and tile-

ing knees

e Intrusion of abuse memories, especially when OC.

touched upper lefe shoulder
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6. Goals

* Reduce anxiety and dcprcssnon in playing instru-
ments

® Reduce pain in playing instruments

» Develop more confidence in playing and perform-
ng -

* Increase her stamina in playing and performing

* Sit more comfortably

¢ Walk more comfortably . --
» Eliminate tendency to dissociate from physical sen-
sation in playing and perfonmng '

¢ Lessen and/or alleviate intrusion of abuse memories

Feld’enkms Somatic Learning Course
1. Weekly, then biweekly Feldenkrais lessons with A in
summer 2000
* OC recommended consultation with rheuml:ologxst
to rule out fibromyalgia

» Rheumatologist diagnosed myofascial pam

* OC supported A’s taking a break ﬁ'oma.ll playing and
pesforining for $ months*
2. Feldenkrais Lesson Plan: Funcnonal Integrat:on (FI)
and individualized Awareness Through Movement
{ATM) lessons
* Help A to sense different body pares in motion
" through differentiated and undifferenuated move-
ments

* Help Ato increase her ability to move as a whole self
including the pelvis

* Help A to reduce effort (less is mort) through Fland

. ATM lessons
* Help Ato observe selfand nurture selfwithout ovcrly

self-critical judgment
3. Progress report after 1 year of Feldenkrais lessons: FI
(1% hours) with individualized ATM sequences twice 2
. week for 4 months; FI/ATM once a week and occasion-
ally twice a week for 8 months, supplemented by ATM
group class for last & months. Student reports she is
ableto
* Lessen her pain whcn playing and performing
* Practice and perform for longer duration
* Remain present and not dissociate from her body
while playing and performing

* Sitmore comfortably at her computer

¢ Walk without pam for periods of longer duration

* Decrease negative self talk and hypercritical stance

* Experiencea greater sense of self-efficacy-
» Expetience lessening of her depressmn and anxiety -

¢ Control intrusion of memories of abuse so as not to
feel averwhelmed by them :

¢ Engage in ATM to alleviate her pain when holding
and not holding her instrumencs

* Participate in OC’s weekly group ATM class since
January 2001 (Student was unable to participate
when she initially tried to join a class in October 2000
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because of anxiety, pain, and intrusion of memories
of abuse) .
Student has seen her psychotherapist for four sessions
since beginning Feldenkrais work with OC up through
December 2000,

Recommendations

A hopes to resume a full schedule of playing and per-
forming. OC suggests that she continue weekly or bi-
weekly FI lessons and continue participating in weekly
ATM classes over the next 3 months, o

" a Sample ATM Lesson
wda 2P
Ibepét;ic.aoc'_k o
Tbis lesson is done while lying on your back,
Begin by bending your knees with your feet flat on the

floor. Visualize a clock face painted on the back ofyour -

pelv:s 12 o’clock is at the center of the lumbar curve, 6
~o’clock is at the center of the aailbone, 9 o’clock is at
_ the right side of the pelvis, and 3 o’clock is at the lt’.-f't:r
side of the pelvis..© ="

=" 1. Gently, slowly; and ewl}' press your P“"“ ""““d g

- 120%clock,thenrest, %
e 'Does thelowback flatren? -
¥4 o Is this the same as doing a pelvic ciled
- ¢ Canyou continue to breathe whilé moving ¢ 0. 12

. o'cloek?’ - e 'fwr
2o e Do you breath in or out as you mmre to 12
o’clock?! L e s :._ Yo

2. Gently and easily, using small slow movements, ~
+  préss your pelvis toward 6:00, then rest.
47 s Doesthe fowback arch? *

r

“the mat?

foot whilé moving your pelws 09 o’clock?

4'Reputl:oﬁo’ Bt " ’“J“‘a

* Notice whetheryou move with ease or mthdiﬂi

2 5;;} - Doyourlcgsukmthes:de?Dotheyhavem?{,’_
8. ?oesdneleﬁsideofyourpelﬁslosecontactwﬁ%’.fr %

. .,.": "+ What happens if you gem:ly push on your lefe

. cultymuchqfthefourardmalpomtsontheégp

"COMPLEMENTARY AND ALTERNATIVE MEDICINE IN R_.EHA‘BILITATION'_.

 This case ilhustrates the i importance of an integrative
approach including somatic education for effective re-
covery from psychophysical symptoms of sexutal abuse, -
The patient was able to return to employment after not

 having played publicly for 5 months. After her first two

concerts, she experienced a pain level of 6/10. She then
stopped and engaged in her ATM movements, reducing
her pain considerably and was able to play three per- -

 formances the nexr day with an increasing sense of com-

petence and self-efficacy. She has reported successfully

L]

Gem:ly pms your pelvis toward 12 o’clock, then al-
lIowyour pelvis to roll toward 1 o‘clock. Sw:ngback _
to 12 o’clock, then rest.

8. -Gently press your pelvis toward 12 o’clock. Roll to
the 1.0 clock posmon, then to the 2 o’clock posi 2
uong dle-g rest.*ﬁ_x. L

) Continue, to expand the movement until you are

Y . rolling from 12 o’clock t0 3 0 clock Retum to

12 o’:logk, then resf." s -

: 'lNonce if’ there are points of the clock that ate

" more dlﬂicult to feel than others. -

. * Is the movement smooth, like cthe sweep second
" hand of a clock? Or Jerky and rarchet-fike?
10. Now begin by gently pressing your pelvis- toward
6 o’clock. Allow your pelvis to roll toward 5 o’clock.
Swmgbackto 6 o’clock, then iz TG Y e

' 11 Continue to expand on the movement as befote, _

first to 4 o’clock, then 3 o clock. Keep the move-
ments smooth and light. . - &%

.12. Allow the pelvis to move ina condnuous ar¢ from

. 12 o'dlock to 6 o’clock.

"'_ . Noucﬂf there are pou;ts of the clock that are

" more difficult to feel than others.
. * Is the movement smooth, like the sweep second
"-hand of a clock? Or jesky and satchet-like?

13 Rzpeatdussequenceford:eodmrﬂdeofthedock.l

-“ia

*e. Allow} youmlfsuﬂiclent rcsﬁng time. Do not
mm thm“gilpdﬂa "’""'.4.__- z=.: = KN oo
Conclude the dock exercise bymovmg around the

« o & allowdxemwementtonumdmsweep
‘ﬁ.*?’ﬁ?"ndhaﬁda.e., smooth andconunuons)? o

kA BRE Eigr i




rehearsing for 4 hours with o pain. A sample ATM les-

son is contained in theboxonp. 48.
In FI lessons, the patient became aware of her fear
that the perpetrator would attack her when she was

playing her instrument. In learning how to independ- .

ently engage in ATM movement sequences, she was able
o alleviate discomfort during and after performances.
She was able to improve her performing and her ability
to nurture and care for herself. The patient realized that
she had first learned to feel safe in her body with OC
while receiving F1. She was able to take this sense of
safety inco other situations when she was without OC.

Through the Feldenkrais Method,® the patient learned
a different way of listening, sensing, and empathizing
with her own somatic experience, She also began to val-
idate her own sensing and feeling in an embodied way.
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