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Abbreviations used in treatment notes

TCM Traditional Chinese Medicine

Lu - Lung 

LI  - Large Intestine  

SP - Spleen 

HT - Heart 

SI  - Small Intestine 

HP - Heart Protector 

TH - Triple Heater

KY - Kidney  

BL - Bladder 

LIV - Liver  

GB - Gall Bladder 

CV - Conception Vessel

GV - Governing   Vessel

All the organs listed include the associated TCM functions.

Numbers after these abbreviations refer to Classical Chinese acupuncture points
Section One

Introduction
Subject

The experience of Shiatsu treatments as therapy in a range of nerve damage and motor neuron related conditions.

Range of Research

A series of third year, case study treatments on people with:

· Multiple Sclerosis (MS)

· Spinal Muscular Atrophy (SMA)

· Spina Bifida (SP)

· Treatments on people with Friedreich’s Ataxia, Spinal and brain injuries.

Research Objectives

To look at common health problems that the research group encounter and consider the difference that Shiatsu treatment can make.

1. To explore the therapy need of individual people

2. To explore the therapy recommendations of health professionals relating to the individual conditions

3. To evaluate the effects of individual treatments from the views of the receivers and the observations of the researcher

4. To compare this evaluation in the context of medically recommended therapies

5. To suggest ways that Shiatsu may become significant as a therapy for the above conditions

Research Methodology

· Case Notes from treatments

· Web based research from medical research and self help groups

· Conversations with individuals, their families and care-givers.

· Other specialist shiatsu research in comparable areas.

Background

This research project began at Christmas 2002 when, as a first year Shiatsu student, I witnessed the extraordinary sight of wheelchairs being propelled into the sea on a beach in Southern Spain.

I had a belief that Shiatsu could do extraordinary things and here were a group of wheel chair users who might be just game enough to try!

It turned out that the group was on holiday and staying at a newly converted Finca (farmhouse) a little way up the mountains.

Adrian and Hannah Stone, who had previously run disability adventure holidays, had set up “Las Piedras” as a club type holiday centre, where wheelchair users would feel that they were in control of their environment.

They were keen to introduce complementary therapies and so it was that on Boxing Day I first started working on wheel chair users.

Since that time I have managed 3 working visits to “La Piedras” and more recently have taken on longer term treatment programs with MS, SMA, and Spina Bifida sufferers.

Section 2

Medical Background and Case Studies 

Multiple Sclerosis (MS)

Multiple Sclerosis is a disease of the central nervous system (CNS).

The disease damages the myelin sheath that surrounds the nerve fibres.

The damage to the myelin sheath causes poor transmission of nerve impulses along the nerve fibres rather akin to the poor transmission of power through a badly insulated electrical cable.

The areas where damage occurs develop plaques or lesions that take the form of scarring of the myelin sheath, this is known as demyelination. When more than one lesion or plaque is identified the scaring areas (sclerosis) defines the disease as Multiple Sclerosis.

Remyelination is a natural process of renewal of the myelin sheath but in MS the repair rate is slower than the damage rate throughout the CNS making it a progressive disease.

The disease is linked to the immune system with demyelination occurring through inflammation of the CNS. The number of inflammatory attacks and volume of demyelation generally correlates with the progression of disability.

Signs and Symptoms

· Motor weakness in one or more limbs 40 %

· Optic Neuritis 22%

· Sensory disturbances 21%

· Diplopia (double vision) 12%

· Vertigo or vomiting 5%

· Disturbances of bladder function 5% 

(Ref 3; ​McAlpine et al Multiple Sclerosis a Reappraisal Churchill Livingstone 1972)

The 4 main classifications of MS

1. Relapsing Remitting; Affects 85% of patients at onset, relapses are clearly distinguished from periods of remission during which the symptoms improve

2. Secondary Progressive; Eventually affects 50-70% of Relapsing Remitting patients who continue to have relapses combined with a steady loss of neurological function

3. Progressive Relapsing; Affecting 5% of patients who show progression from onset with clear acute relapses 

4. Primary Progressive; Affecting 10% of patients shows continuous worsening without distinct relapses and remissions. Usually seen in people who develop the disease after the age of 40

(Ref Robinson/Rose Managing your multiple sclerosis Class 2004) 

Case Study “D” MS

53 year old male, registered disabled, suffering from Multiple Sclerosis.

· First incident November 1997, seizure caused by lesion in the region of Cerebral Vertebra (C) 5 was identified by scan. 

· A further scan in 1998 identified a further lesion in the cerebral cortex, this then confirmed the diagnosis. Subsequent to this D has not been interested in finding out if other lesions have developed.

· After the incident there was some paralysis and spasticity to left side particularly left leg.

· The nerve pain during the original incident was extreme and mostly around left shoulder and back of left arm to elbow.

· Now walks with the aid of a walking stick. 

· Although MS is a progressive disease there has not been a serious worsening of the condition since the original incident.

· The condition has been described as Type 4 Primary progressive by the medical profession, but the sufferer felt that as the condition had not worsened in 7 years he was not suffering from a steady progression off the disease.

Background

Took early retirement (from an executive position with a statutory authority) on grounds of ill health and spends a lot of his time running the local music collective and organising concerts, he is also a keen horticulturalist.

Life style

· Due to the depleted energy levels common to MS, D tends to sleep to late morning.  He consumes regular quantities of beer (2 to 3 pints) but this is sometimes also combined with quantities of wine and spirits

· He generally eats well including plenty of home produced vegetables.

· D has found that the effects of spasticity are lessened by the consumption of cannabis; his doctor is aware of this. D feels that this has helped to stabilise his condition.

· D finds walking distances difficult but exercises by bike riding in the country.

· D can be contentious and irritable and has been known to “lose it”

Presenting symptoms 

General aches and pains on left side, tension and irritability

Observations 

Direct and analytical in talking about his condition and lifestyle

Treatment notes (Refer to index of abbreviations in appendix) 

	date
	diagnosis
	Composite              treatment aims           comments

	25/5/05

(this treatment

was carried out on

massage table)
	LIV Kyo 

SI Jitsu
	· Unassimilated old trauma depleting reserves

· To tonify through LIV to move stagnation along SI meridian on left side.

· Played particular attention to tendons found left shoulder very loose but felt quite wasted.

· Treated back with YU points then attempted to equalize L&R sides through BL45 



	5/6/05


	Lu Kyo

TH Jitsu
	· Intake of vitality blocked by overprotection.

· Open lungs and clear stagnation from TH meridian

· Kyo work to open lungs followed by powerful stretches opening up TH side and legs

· D felt it a much stronger treatment on matt

	26/6/05
	Lu Kyo

TH Jitsu 
	· Reflect on previous treatment

· To open lungs and balance sides of the body

· Encouraged receiver to mirror sensations from treatment side to opposite side appeared to benefit from powerful TH head work, D felt very well after. 

	17/7/05
	SI Jitsu

TH kyo
	· Old Trauma reducing circulation & causing overprotection to release trauma and reduce overprotection.

· Major release in right elbow between SI and TH.

· Detailed head work in both meridians, right side mirror for left side. Balanced through SI YU point, lot of heat generated.

· D felt it was powerful treatment.



	16/8/05
	SI Jitsu

LI  Kyo
	· “ Holding on to Old Trauma”

· To release trauma  and continue encouraging equal awareness of  sides of the body. 

· Powerful RS side classical LI treatment. Aware of cranial block but carried on with LS (flaccid and without energy) release after making a connection. Then worked Cranial block.

· SI (classical & extended) in side position RS first. Evened up sides through SI Yu points. 



	23/8/05
	TH Kyo

 LU jitsu
	· Reduced protection causing overactive intake of energy

· Tonify TH and move stagnation in lungs encourage mirror techniques in receiver

· TH Classical tonifying cranial and increasing sensation on LS

· TH extended stretches from feet balancing sides

· LU strong extended treatment  particularly chest


Treatment Observations,

Over the treatment period the subject reported a number of changes.

He felt that he was able to use the mirror technique of imagining the nerve sensations

On the MS affected left side of the body from the right side. 

Gave up alcohol after the 3rd treatment and reported was generally feeling less tetchy.

Both these he attributed to the Shiatsu.

Analysis of Hara Diagnosis

 Small intestine and Triple Heater both played important roles throughout the treatment programme even (and unusually) appearing together as a diagnosis.

The other significant factor was the consistency of the of a Lung diagnosis. 

Apart from the fist treatment LIV diagnosis no other element appeared. It may also be possible to discount this first diagnosis as an excess of toxins relating to a hangover.

(The receiver reduced alcohol consumption after 1st treatment) 

Probably the most significant diagnosis was the double appearance of LU Kyo TH Jitsu

 Reference to the relevant section in “Shiatsu Theory and practice” revealed that this diagnosis was significant in a 1989 study of HIV positive subjects. The final treatment saw this reverse into TH Kyo Lu Jitsu.

TH was the most consistent diagnosis (4) 2 jitsu 2 Kyo

SI turned up 3 times all jitsu

LU 3  2 kyo 1 jitsu

LI and LIV 1 each kyo

TH in this case appears to relate to the nerve damage element of MS particularly in regard to peripheral circulation in the context of spacticity on one side of the body.  

This may also relate to a possible function of the fasciae in the rerouting of nerve messaging.

Other TH functions in terms of infections and emotional defence could also apply. 

SI relationship to emotional repression and effects of physical and emotional shock may well relate to the seizure incidents with the onset of MS in 1997.

The incidents of LU could be looked at as making borders and intake of Chi, relevant in this case because of the exhaustion experienced by the subject.

The most interesting diagnosis was the LU Kyo TH Jitsu that turned up twice.

In this case it appeared to be related to depleted energy input and the over activity of the damaged nerve pathways

The TCM analysis highlights a number of interesting possibilities: the consistency of yang fire diagnosis could perhaps relate to disturbed Shen,caused by nerve damage leading to irrational   behaviour.

The triple heater TCM functions of protection and temperature regulation are very relevant in this case, less so the SI function of separating pure and impure. It could be argued however that this SI function sits between the two elements of the principle LU/TH diagnosis.

The Lung associations with defensive chi and the corporeal soul may also help explain the interactions between metal and fire elements.

Conclusions

By the end of the study the receiver reported being more “in tune” with his body continued not drinking, lost excess weight and was more regular taking exercise.

He felt he was becoming more “vain” about his appearance but this was felt to be something to be encouraged as it was based on body awareness.

Recommendations

After the breakthrough in body awareness the devising of a gentle meditative exercise pattern based on Chi Kung could perhaps help settle the Po and Shen.

This further work is ongoing, as part of a recommendation to continue with Shiatsu on a regular basis.

Spinal Muscular Atrophy SMA

Spinal Muscular Atrophy (SMA) is a neuromuscular disorder defined by a disease of the anterior horn cell (AHC). Other neurological systems and other organs are rarely involved. It is a genetic disease affecting the part of the nervous system that controls voluntary muscle movement. Most of the nerve cells that control muscles are located in the spinal cord, which accounts for the word spinal in the name of the disease. SMA is muscular, because its primary effect is on muscles, which don’t receive signals from these nerve cells. Atrophy is the medical term for wasting or shrinkage, which is what often happens to muscles when they’re not active. Most patients experience clinical onset in childhood linked to autosomal recessive inheritance. A small number of these experience onset later in life. Most cases of SMA are caused by a deficiency of a motor neuron protein called SMN, which is essential for survival of motor neurons. 

Muscle-controlling nerve cells (motor neurons) are located mostly in the spinal cord. Long, wire like projections connect the motor neurons to muscles in the limbs and trunk. Normally, signals from the neurons to the muscles cause muscles to contract. In SMA, motor neurons are lost, and muscles can’t function: It is therefore classified as a motor neuron disease.
Diagnosis
In terms of diagnosis, weakness is the central feature. The muscles closer to the centre of the body (proximal muscles) are usually more affected in spinal muscular atrophy than are the muscles farther from the centre (distal muscles). Weakness is symmetrical, the trunk is commonly involved, weakness in the legs is characteristically greater than in the arms.

Classification of Spinal Muscular Atrophy

	Designation
	Symptom Onset
	Course
	Death

	Type I (severe)
	0-6 mos.
	Never sits
	<2 yrs.

	Type II (intermediate)
	7-18 mos.
	Never stands
	>2 yrs.

	Type III (mild)
	>18 mos.
	Stands alone
	Adult


Therapy

Current treatment for SMA consists of prevention and management of the secondary effect of chronic motor unit loss. In type I SMA, despite the considerable early mortality, an important minority of patients will have a relatively prolonged life. 

The therapeutic goals and management of patients with types II and Ill are quite different because they have a much better prognosis and frequently live very satisfying and productive lives. A regular and intensive physical therapy programme carried out primarily at home, but under the supervision of an experienced physical therapist is indicated.

The therapy goals

1. maintain joint mobility.

2. prevent contractures.

3. maximize respiratory function. 

4. maintain muscle strength.

Spinal scoliosis develops in the majority of patients with chronic SMA. During early childhood a proper back support should be provided. Now that innovative instrumentation is readily available and the morbidity of surgery acceptably low, surgical spine stabilization will be appropriate in most. The time for surgery must be anticipated, with surgical intervention carefully timed. Rapidly decompensating scoliosis can seriously impair respiratory and cardiac function in an unexpectedly short period of time.

(Ref Spinal Muscular Atrophies, Munsat Current Neurology chap3 vol14 pp55-71 1994)

Case study “E” SMA
Female age 29 with Type 2 SMA

Medical & Developmental History

“E” was diagnosed with SMA shortly after the age of 6 months when it appeared that she was not progressing from sitting to crawling and walking.

“E” in fact has never been able to stand or walk.  As is common practice in Type 2 cases an operation was carried out for surgical spine stabilization at about the age of 11 to pin her spine into a rigid position this has allowed reasonable chest development over the years and has achieved the objective of satisfactory pulmonary and cardiac function.

It did not however prevent scoliosis of the spine with a serious curvature on the right side of the back. This has had an important effect on the balance of the body with a tendency for the visceral organs to follow the migration to the right side of the body cavity. 
Contractures

“E” also has problems with contractures effecting toes, ankles, knees, hips, wrists, elbows and shoulders. These contractures vary in severity but allow a degree of mobility in the upper part of the body. She uses an electric powered wheel chair and care assistance to maintain an active lifestyle. 

Respiration

“E” has been offered the use of respiratory support. However she has resisted this in the belief that it is a slippery slope to greater dependency and a decreasing quality of life.

“E” contracted pneumonia in Spring 05. Since then she has become increasingly aware of the need to maintain and improve the strength of her lungs.

Background and lifestyle

“E” leads an independent life, she also manages a full social life and has a wide circle of friends and most importantly, she also has the full support of a loving family. She is a vegetarian and does not smoke but enjoys social drinking.

Treatment background

In common with many wheelchair users “E” has poor circulation in the legs and can suffer from extreme cold. The attendance for long periods at outside events has caused this type of problem as well as problems of dehydration.

All treatments were carried out with the subject in her wheel chair, with the back of the chair removed. Zen Hara and back diagnosis was not practical due to the combination of body distortion and treatment position. Treatment that included Kyo/Jitsu diagnosis through meridian or points, followed by meridian based shiatsu only became possible after the 3rd treatment.

Treatment Aims and objectives

After the 1st treatment research was carried out into the medical and therapeutic background of SMA. By the third treatment it was possible to agree a set of treatment priorities based on this research, the wishes of the receiver and the recommendations of the researcher.

These are in the order of agreed priority

1. To maximize respiratory function through meridian and point work as well as energetic work through hara breathing.

2. To improve awareness and circulation in the legs.

3. To maintain muscle strength.

4. To maintain joint mobility.

5. To attempt to improve contractures.

	Date
	Presenting symptoms/Treatment aims 
	What done

	11/06/05
	· To open breathing improve general circulation, treat migraine 

· Head felt quite hot, legs ankles and feet very cold 
	· General work on neck and arms (LU) gentle stretching and manipulation in tune with receiver’s energy

·  Dissipated tension under right shoulder
·  Points BL10 & GB12 &20.

· Opened contracted toes and generally warmed lower legs, worked KY 1-10

	8/7/05
	· 1st treatment had left receiver feeling achy in her joints so agreed not to try to open contractures. 
· Chest felt open and was more conscious of feet from KY treatment, agreed to continue on this tack
	· Opening KY in feet & connected to sacrum
·  Connection to LU Yu point (BL13) & Cerebral Vertebrae 7 allowing general shiatsu across shoulders & back of arms to elbows

·  Connected to BL10 & worked on head releases BL to GB meridians

· Hara breathing

	29/7/05
	· 2nd treatment more effective. E felt connected throughout body for 3-4 days

·  Generally higher energy no headaches. 
· Agreed therapeutic goals (above) & to continue where left off from last treatment
	· Hara breathing diaphragm and upper chest

·  breathing in LU & HT meridians  sides & front  chest points CV17 LU1
·   sacra-cranial channel to BL10  cranial lifts

·  KY in legs 

	27/8/05
	· 3rd treatment effects lasted well, Enjoying summer (swimming &sun) sleeping better

·  Treatment priority, breathing
	· Loosened shoulders through LU1 (kyo) GB Jitsu
· “overactive decision making: constricting input of new energy”
· Breathing exercises, arms chest and extended LU in legs

·  GB mostly extended in arms plus strong shiatsu to side of head (supported) to move stagnation.
·  Torso stretch in GB

·  energy through sacrum and back up spine finishing with head release

	31/8/05
	· No contra-indications from strong LU/GB treatment
·  After discovering LIV very jitsu found out E had become dehydrated at a large event with no toilet facilities (urine retention) then swollen feet & violent headache
	·  TH Kyo after breathing exercises LIV Jitsu

·  “Protecting from toxins (detox)”
·  Strong acupressure to LIV 1 3 & 4 to dissipate stagnation meridian to 9

·  Extended meridian in arms particularly working tendons 

· GB in neck and head dissipating stagnation by loosening tendons

·  TH in arms & head particularly tonifying arm joints

·  General tonification head work GB/TH

	15/9/05
	· 5th treatment had cleared LIV related toxins
· Sleeping better but had become stressed by worry and over-thinking, also not eating as well as usual

·  Sharp pain on right side of neck running down LI meridian. Legs cold

·  E would like calming down and more energy
	· Shoulder work indicated LI
· Foot work indicated tonification of SP/ST

·  General treatment SP 1-10 StT 35-41 also work on Achilles tendons 

·  Points LI4 and SP6
· HP tonification in arm, points & meridian 

· Tendon massage dissipating stagnation around neck finished with cranial lift


Case study   Conclusions

Treatment style: The limitations of wheel chair only treatment were considerable in terms of hara diagnosis, meridian continuity and shiatsu treatment practise. The treatment programme progressed at a pace dictated by the receiver and appeared to gained power and effect as it proceeded. It included a lot of point work (acupressure), some classical meridian work and a limited amount of extended meridian work; it also included a considerable amount of sacra cranial work and some deep massage of muscles and tendons. Rather than losing the consistency of Shiatsu treatment, it appeared that the range of techniques combined to deal with the various levels of need of the receiver and revolved around the agreed set of treatment priorities.

At the end of the research period it was agreed with the receiver that a further course of treatment would start in the autumn with the particular aim of building up lung energy and protection and improving circulation to counter chest infections and the effects of extremely cold legs over the winter period.

 Spina Bifida

Spina Bifida (SB) is a neural tube defect that involves incomplete development of the brain, spinal cord and their protective coverings. It is caused by the failure of the spine of the foetus to close properly during the first month of pregnancy. 

Infants born with SB sometimes have an open lesion on their spine where significant damage to the nerves and spine has occurred. Although the spinal opening can be surgically repaired shortly after birth the nerves damage is permanent resulting in various degrees of paralysis of the lower limbs. Even when there is no lesion present there may be improperly formed or missing vertebrae and accompanying nerve damage

In addition a blockage of cerebrospinal fluid can cause a condition called hydrocephalus where fluid pressure causes damage to the brain. Patients with these complications may have learning disabilities, including difficultly paying attention, problems with language and reading comprehension. Additional problems such as latex allergies, skin problems, gastrointestinal conditions and depression may also occur as children with spina bifida get older.

The most common types of SP;

1. Myelomeningocele the severest form, in which the spinal cord and its protective covering (the meninges) protrude from the opening of the spine

2. Meningocele in which the spinal cord develops normally but the meninges protrude from the spinal opening

3. Occulata the mildest form in which one or more of the vertebrae are malformed and covered by a layer of skin  

(Ref Spina Bifida Information Sheet, National Institute of Neurological Disorders and Stroke) 

 Case study “G” Male age 27: Spina Bifida (SB)

It is thought by this subject, that the form of SB he suffers from is Meningocele in which the spinal cord develops normally but the meninges protrude from the spinal opening. He has spinal lesions from Lumbar 1-Lumbar 4 which have resulted in lower body paralysis and consequent leg wastage. Due to position of spinal damage he does not have bladder control and uses self cathertisation to overcome the problem of incontinence.

G has a well developed upper body with large chest shoulders and arms .He uses a manual wheel chair and is able to move from the wheel chair by use of upper body. 

He is able to lead an independent life living alone in an adapted flat. He works for a disability charity, and drives an adapted car. This last factor has greatly enhanced his independence. 

General health 

“G” has had problems with chest infections in the past to which he feels he is quite vulnerable. He has also had problems with urinary tract infections which seem to relate to the permanent use of a catheter. Also related to this have been problems with bladder stones.

Observations 

Due to lower leg wastage leg circulation is poor with a tendency to cold legs. Also observed are the beginnings of a contracture affecting the left knee.

Treatments

All treatments took place on a futon matt on the floor as this was the preferred position for the receiver. He was able to roll onto the matt from his wheelchair and climb back onto it as long as it was secured from moving.

Note: Due to constraints around availability of receiver and researcher and that of suitable free venues with wheel chair access, disabled toilet facilities and suitable space for a traditional floor based shiatsu treatment, it was only possible to conduct 3 case study treatments with this subject over the research period. 

	date
	Presenting / treatment aims
	Treatment

	3/6/05
	· Back and shoulder pain

· LU kyo KY Jitsu
·  “over use of essence to maintain input of new energy”
	· Supine Hara breathing then LU1 and meridian particularly top of chest and neck(cranial)

· Prone KY extended difficult to feel energy move up back

	26/6/05
	· Easier to move effects of first treatment lasted about 10 days. Since then some shoulder pain
·  would like shoulders to open up. 

· LU kyo KY Jitsu
·  “ more energy needed to help purify”
	· Supine classical LU and head/cranial work shoulder work
·  SI/LI projecting LU1-SI10

· Core breathing with some good breath releases

·  LU extended difficult due to paralysed legs

·  KY in prone including KY & LU YU points

	23/8/05
	· Had felt better since last treatment, effects had lasted for about a monthSince then some residual lower back pain
·  treatment aim “more of the same”

· LI Kyo KY jitsu 
· “not letting go through over use of impetus” 
	· Supine LI extended not effective in leg

·  Classical LI in arm combined with neck and cranial

· Prone extended KY 




Treatments Notes

This subject especially benefited from neck and cranial work and it was this work that appeared to improve back problems. It was agreed to continue occasional treatments over the autumn / winter period.

Section 3

Other treatments of relevance to spinal and neurological conditions
Friedreich’s Ataxia
This is a rare hereditary condition that leads to the gradual degeneration of the nerves of the spinal cord. It is a deteriorating disease of the central nervous system. The degeneration of the nerves leads to paralysis in the arms and legs as well as a range of other problems including diabetes, heart and pancreas problems and slurred speech.  There is no recognised medical treatment for the condition but trials are taking place with the use of antioxidants to slow the progression of nerve degeneration. Ataxia refers to “absence of order” and refers to the problems of control, balance and co-ordination found in the condition. 

 M 36 year old female suffering from Friedreich’s Ataxia

· Wheel chair user; 2 short 15-20 minute treatments in wheel chair

· M  had an operation to have her back pinned to maintain cardio pulmonary function.

· 3/10/04 badly swollen feet 

· LI &LU meridian in arm with gentle rotations and head work

·  BL10-BL 13 neck and back. General foot work mostly BL. Started to gain some flexibility through BL67 and KY6.

· 26/12/04 very cold legs

· Worked feet and lower leg. (Legs felt like stone) Connections from SP and KY worked up leg to SP10 and KY8, legs had warmed up

· Arms shoulders & neck, stiff right shoulder opened up through LI and followed with overhead stretches and rotations 

· Gentle head rotations combined with GV & BL work across top of head and neck.

2 K Male age 47 26/12/04 Spinal injury (had broken back at Thoracic Vertebra 7. T7) age 17

· Severe curvature of spine below T7 had both legs amputated below hips

· Presenting symptoms; Tension in neck, pins and needles in left arm. Trapped tendon in left shoulder (March 04) that had been treated with cortisone.



Treatment: sitting position in wheel chair then futon mat on floor. 
· Treatment aims: to improve circulation of energy.

· Very little movement in left shoulder gentle rotations and stretches in sitting position 

· GB21 very active and TH generally active especially round shoulders

·  Supine hara LU Kyo GB (also TH) Jitsu. Classical LU with some overhead stretches (not full on left arm) lots of work on neck and head (cranial stretches).

· Side position for productive work GB and TH torso neck arms and shoulders (Left arm opened fully). Finished checking back above and below T7

· Receiver asked for recommendations, showed hara breathing exercises but agreed that shoulders were always going to be vulnerable due to the strain of getting in and out of chair.

3 C Male age 27 23/8/05 

· Accident when age 2 resulting in brain injury, epilepsy (grand mals) from age of 6. Lack of feeling and coordination on right side, especially arms and legs

·  Presenting: wanting to de-stress and relax

· Treatment futon on floor.

· Hara TH Kyo SI Jitsu composite “past trauma reducing protection”

·  supine position  LS first in TH then cranial then working on mirriroring technique on LS.

· Side position for SI LS first squeezed out stagnation from under shoulder and down extended to heel. Neck had become red after TH treatment so continued with a balancing TH SI across head and face then mirror technique on right side.

Section 4

Case Study findings

In this section the findings from individual case studies and treatments are considered in a wider context of receiver comments, medical recommendations and Shiatsu practise.

NB. It must be noted that the case studies cover a small range of conditions that can cause physical disability sufficient to require constant wheelchair use. The individual cases ranged greatly in severity so conclusions drawn from   a relatively un-progressed case of MS may not be relevant in a more advanced case.  

To explore the therapy recommendations of health professionals relating to the individual conditions 

In this context the researcher attempted to follow the guides of medical literature in terms of therapy recommendations, these however were sometimes largely omitted or vague in the medical research literature. Some receivers were also unhappy about the prognosis and recommendations of their particular condition. An example being the MS case; not happy with the Primary Progressive category, when there had been hardly any deteriation in his condition over a 7 year period. The most useful set of therapeutic priorities were those relating to SMA which became the basis of a negotiated agreement on treatment objectives between receiver and researcher  

To evaluate the effects of individual treatments from the views of the receivers

and the observations of the researcher

It is probably significant that the greatest change in lifestyle occurred in the MS receiver with the mildest level of disability. All the subjects reported various benefits but major improvement in body function for wheelchair users of many years whose conditions are chronic rather than acute are necessarily limited. These subjects tended to take a pragmatic view of treatments, interested in, above all, in improvement to respiration and circulation functions  

To suggest ways that Shiatsu may become significant as a therapy for the above conditions.

It would not be correct to suggest that Shiatsu can make major changes in the severe and chronic conditions of most of the subjects in this study. Their condition has meant that they live lives ruled by mobility disabilities, they have often experienced extreme medical interventions to improve their life expectancy. They are on occasions questioning and critical of the extent of this intervention, they will naturally be equally critical of alternative therapies such as Shiatsu, furthermore with this pragmatic approach some subjects have categorised Shiatsu as a form of massage. These people also lead “lives” and enjoy as many of  the “pleasures of living”  as possible, the difference being that  the consequences of excess can be more dire for them than for the able bodied. The effects of common ailments can also be more serious for these people.

Regular subjects were generally more aware of the effect of each treatment and the length of time these effects lasted, than were the able bodied subjects.

These treatments worked (from the researchers perspective) on the level of dealing with presenting symptoms but with an awareness of the chronic underlying condition.

Treatment style and technique

For a majority of the receivers in this study, despite mobility difficulties treatment on a futon matt on the floor became the preferred option. These receivers were all however able to get down to and up from the matt with a minimum of assistance but with effort on their part.

The other possibilities offered , were a treatment table and treatment in situ in their wheel chair.

Only the MS receiver tried the table once before deciding to continue treatments on the futon.

The SMA subject as did the Friedreich’s Ataxia subject preferred to receive in the wheelchair. For them, moving to the matt would have involved either the use of a hoist or  the help of a care assistant for manual handling. Shiatsu treatment techniques were adapted to these circumstances. Arm, shoulder, neck and head work became, after a number of treatments, as effective as in other positions. Upper chest breathing work was also possible, as was diaphragm breathing, and lower leg and foot work.  In general, the main consideration in treatment was not the position, but the constraints of contractures and scoliosis for the receivers. 

Diagnosis

With the Futon treatments a usual hara diagnosis was possible, this was not possible with wheelchair based treatments, and back diagnosis was also not a real option in the SMA case as severe scoliosis had so changed the geography of the back to make it impractical. Diagnosis generally came from the meridians from around the top of the back, neck and shoulders sometimes a meridian that was particularly kyo or jitsu did not appear until the treatment was underway, causing a change in specific treatment objectives.

Treatment

 
All the subjects appeared to especially benefit from cranial work. With the receivers with a paralysis or spasticity on one side of the body this usually occurred after working the “good” side and before moving onto the weak side, with wheelchair treatments usually towards the end of  the treatment when the Lung and Kidney work had freed chi in the spine sufficiently to make it useful for cranial lifts.  

Balancing sides of the body for the ambulant receivers and the upper and lower body for the wheel chair users became regular treatment objectives. The use of points appeared to be important in attempting to achieve this as did the use of classical rather than extended meridians.

Extended meridians however became particularly useful with the SMA receiver when combining point work on the feet with extended meridian work on the arms and head.

Working the classical lung meridian became the standard default treatment for wheel chair users; it also appeared in a majority of treatments when hara diagnosis was used. It seemed most applicable to the respiration weaknesses that are a high priority to most wheelchair users.  It can also be a good starting point for joint working between giver and receiver on upper and lower hara breathing and a range of simple breathing exercises. From this point, work on the extended meridian in the legs often became possible. 

The other meridian that appears to be most significant to wheelchair receivers is the Kidney. 

Cold legs coupled with oedema or cellulites kidney or bladder stones are all common conditions for these receivers. When working on these cold extremities the use of KY 1 and other points up to KY 9 appeared to be most effective in warming up the legs and tonifying the meridian. 

Possible academic research connections

Within the limited confines of this study there are two observations that may anecdotally support other research around hara diagnosis and communality to particular conditions.

 
In the case study notes for the MS receiver a diagnosis of Lung Kyo, Triple Heater Jitsu was found to be the most frequent. This matches a 1989 study into HIV receivers (Jane Lyons as reported in Shiatsu Theory and Practice, Carola Beresford-Cooke, Chuchill Livingstone 1996 page176).  

In both the MS receiver and the receiver who had suffered brain damage as a child an unusual diagnosis of Small intestine Kyo Triple heater Jitsu turned up. It could be speculated that there might be a relationship between certain conditions where partial paralysis and spasticity due to nerve or cerebral damage is present and this particular diagnosis. However more clinical evidence would be required to justify further research. Further more the objectives of this study were not to attempt to look at connections between Shiatsu and medical research but rather to look at its role as a receiver centred supportive therapy.

Conclusions

The 19 treatments reported in this study cover conditions that have the common relationship of spinal / cerebral conditions or deficiencies. They cover areas where generally Western Medicine can make little impact on the progress of the condition. Shiatsu and other alternative therapies have the advantage of being an alternative resource for the people affected. The holistic approach can treat the particular needs of the individual as well as helping to support the more general needs, such as respiration and circulation. The other important factor for this group are the benefits of shiatsu on the neck and head. The nerve damage of one kind or another in these subjects finds relief from receiving this type of work. In the longer term, clients may be enabled to improve the quality of alternative nerve networks and even gain an overall improvement of their conditions.   
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