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Yoga Hatha Medlca- An Integrated
Medical Yoga Curriculum
lchael Cheikin, M.D. '

Abstract
A physician describes the evolution of using his Yoga
- practice to help his patients heal. Over the past two
decades he has been developing a curriculum that inte-
grates yogic and medical knowledge bases to enhance
each other. Included are considerations of how to apply

the “scientific method” to the development of a Yoga'-

practice, as well as case studies.

Introduction

It is with great pleasure that for the first time,
through the invitation of the Yoga Research 'and Educa-
tion Center and the International Association of Yoga
Therapists, I am “reporting” on a 20-year experience,
working to integrate my Yoga and medical practices.

This quest has, true to the nature of Yoga, involved both"

- the personal-subjective and the professional-objective
realms on an ongoing basis. -

I bad been dreaming of mtegratmg my practices of
Yoga and medicine for many years, but1 did not have the
know-how or the courage to declare myself a yogi in the
1980s or even the early 1990s. In working with patients

with chronic pain, carpal tunnel syndrome and

fibromyalgia, however, for whom all Western methods
had failed, I found myself, in desperation, resorting to
what I knew and trusted: Yoga. I would spend 30-60
minutes with a patient, starting with standard physical
therapy exercises and then adding breath and conscious-
ness. In each case, my patients would start to heal. At
~ first, I did not tell my patients I was teaching them Yoga.
Later, I would call it “yog

g” their exercises. As I

moved on with this method, however, I resorted more
and more to a standard Yoga practice, beginning with sun
salutations, ending with prandydma and shavdsana, as
well as teaching impertant philosophical principles.

Background ,

My main interest in becoming a physician was in
understandm° and working with mind-body phenomena.
While in medical school, two critical experiences—one
objective and one subjective—profoundly affected me.
The fitst occurred when I conducted research on human
perceptual systems. I proved scientifically that people
viewing the same exact visual stimulus saw different
things, based on the functioning of their nervous system.
Here was scientific proof that we cannot ever fully know
objective reality, as we all see it differently.

The second experience occurred when my grandfa-

. ther became ill and died during my second. year of

school. One of my professors wanted me to miss his
funeral in order to take a mid-term exam. A long battle
ensued that resulted in my feeling vastly alienated from

-the medical profession (and from that part of myself) in

the face of such inhumanity. While at the time it was
extremely painful, this alienation has enabled me, -
throughout my career, to be sensitive to the inhumanities

I otherwise might not observe, both in my colleagues and

in myself. This is true even more so now, with the
destruction of the health system of our country by the
dehumanizing values of corporate America. =

In response to this feeling of alienation, I asked
myself at age 21 what I needed to do to become restored.
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The answer was to study jazz dance

classes in New York City (something
- T'had always dreamed of doing) and
to-start a theater group at the medical

school (I had been involved in the--

ater in college). My inner voice

somehow communicated to me that
an immersion in the “humanities”

and the things that I loved would bal-
ance the dehumanizing experiences I
was encountering as a medical stu-
dent. Looking back, I realize I also
was learning about how I worked
subjectively, in contrast to what I
was learning in medical school

objectively. This experience with -

music, movement, and emotion led
to my studying ballet (with The Jof-
frey Ballet), the Feldenkrais
Method®, and theatrical acting to
better understand the training of the
emotional system.

By this point I had oraduated
from medical school. For my resi-
dency, I designed a special program
combining family practice and psy-
chiatry—still trying to work with the
mind, body, and family as the basis
of health. After the first year (which
constituted my internship), the two
certification boards could not agree
on a curriculum and required me fo
choose between the two specialties.
Not interested in either alone, I
decided to take some time off to fur-
ther study human movement, emo-
tion, and other subjects.

My work with the Feldenkrais
technique reminded me of my first
contact with Yoga in high school,
and I began to study the Sivananda

and Integral Yoga methods, prima-

rily practicing on my own three
hours per day and taking occasional
classes. I also read extensively on
Yoga philosophy and psychology,
especially enjoying the works by
Yogi Ramacharaka (Yogi Publica-
tion Society). I began integrating
Yoga with Feldenkrais and putting
the poses and prandydma into rhyth-

mic séquences, borrowing from
ballet’s use of music to facilitate
neural organization.

Putting this work together with
classical Yoga psychology, I devel-

_oped a model of the human percep- .
o . -attracting patients who had failed to

| began integrating Yoga
with - Feldenkrais and
putting the poses and
prandyama into rhyth-
mic sequences, borrow-

ing from ballet’s use of

music to facilitate neural
organization.

tual/emotional/motor system. In this
model, I integrated the models of
Yoga psychology (inner and outer
experience, perception, emotion,
and action) with the work of
Stanislavski (the relationship of
sense memory to emotion memory,

and action) and the work of Frend:

(the relationship between past per-
ceptual/emotional experience with
the present and future). I also wrote

papers entitled “Neurophysiological

Basis of the Feldenkrais Technique”
and “The Supremacy of the Vestibu-
lar System.”

During this three-year break
from the medical system, I learned
about the medical specialty of physi-
cal medicine and rehabilitation
(PM&R, physiatry), which combines
neurology, orthopedics, internal
medicine, and several other disci-
plines to help people with pain and
disability rehabilitate in a holistic

~way. It utilizes much of the informa-

tion I had been studying.

I entered a residency in this spe-
cialty and began to utilize the meth-
ods I had developed, especially those
involving Yoga and Feldenkrais, for
people with chronic pain and neuro-
logic disease. During my residency, 1

trained in depth in the ar_eés of neurol-
ogy, orthopedics, kinesiology, and the

‘pathophysiology and pathomechan-

ics of alarge scope of medical prob-
lems: I became very interested in the
problem of chronic pain and began

find relief via the traditional treat-
ments of medication, therapies (i.e.,
physical, occupational, psychologi- -
cal), and procedures (i.e., surgeries,
injections). I would teach them, one
on one, how to do Yoga, and they
would begin to heal. At this time
(1984-1986), I could not call it
“Yoga,” so I called it “special physical
therapy with breath and attention.”

I also started a group class in
order to utilize social and group inter-

_action, as well as to enable me to

spend ‘more time with each patient
than the one-on-one sessions
allowed. I called this class “Percep-
tual Reeducation.” Though the hospi-
tal administration made me jump
through many hoops in order to teach
it, I flooded them with scientific stud-
ies that supported this work and was
given permission. As a resident, I did
not have to bill for my, services, so I
offered the class for free.

After residency, I entered clini-
cal practice and again began attract-
ing patients with a wide range of
chronic conditions. I wanted to
restart my Perceptual Reeducation
class, but because there was no
precedent for such a class in a hospi-
tal setting, the financial and malprac-
tice issues seemed overwhelming.

I did continue to teach Yoga one -
on one, however, but I still did not
call it “Yoga.” :

Teaching Classes

In 1994, I became Medical
Director of the Rehabilitation Hospi-

‘tal in which I worked. With the

autonomy that this title provided, as
well as a beautiful old chapel in the
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hospital that was not being utilized, I
' ‘resumed teaching classes and lectur-
" ing on mind-body medicine. On the
East Coast (at least in Philadelphia, a
traditional town), Yoga had not yet
caught on, especially in medical set-
- tings. I was still hesitant to call the
class “Yoga,” so I first called it
“Mind-Body Workshop” and then
“Healing Mind, Healthy Body.” One

of my patients then said to me, “Just

get over it and call it “Yoga.”” The
very next day I received a call from a
colleague. There was a group of
Yoga students who had lost their
" teacher, and would I be interested in
taking over the class? You know the

At this time, | could not

call it “Yoga,” so 1 called
it “special physical ther-
apy with breath and
attention.”

saying, “When the student is ready,
~ the teacher appears.” Well, the
reverse had occurred in my case. My
class suddenly increased from 2—3
students to 18!

When I first started teaching the
class, I was astonished by what I
observed. I had the opportunity to

watch my students/patients for

75-90 minutes, rather than the usual
15-30 allotted for an office visit,
and I began to understand why they
were not healing. They were doing
all sorts of things I could not see in
the office—such as moving too
abruptly, holding their breath, going
too far in each pose, etc. I learned a
tremendous amount. through this
process of observing. I also encoun-
tered significant resistance from the
hospital administration and physi-
cians. The community that the hos-

pital served, however, was glad to .

have the class available, and the
benefits were incontrovertible. Pri-

- mary care physicians began refer-
Ting patients to me as a last resort

after sending thern to virtually every
other specialty, ‘including orthope-

" dics, neurology, neurosurgery, theu-

matology, chiropractic, and other

body work. (I would speculate that

many readers of this journal have
had  similar experiences of being

referred to as a last resort.)

Teaching class also made me
appreciate the work of Mr. Iyengar
in using props to enable people to do

poses safely. I began a phase where I .

studied Iyengar Yoga intensively,
and I continue to study it along with
several other styles,of Yoga. I am
now equipped with enough props to

provide 3-4 blankets, 24 blocks, ex

one belt, and one chair'per student in
each class, and I strongly suggest
that any teacher interested in teach-
ing Yoga to people with medical

conditions invest in at least this -

many props. Bolsters and wall-based
supports can help as well. 1. also
incorporated components of Ash-

tanga Yoga (heat, vinyasa, sun salu- -

tations) and Kripalu Yoga (inner
experience, inner impulse, and the

concept of Yoga as “meditation in
motion”), as well as other styles into |

the curriculum, all with some modi-
fication and interpretation to ensure
safety and clarity.

What Is Medical Yoga? |

When one puts the terms “Yoga”
and “Medicine” together, creating
either “Medical Yoga” or “Yogic
Medicine,” along come many con-
notations. As is true for “Yoga Ther-
apy” or “Therapeutic Yoga,”

scribing Yoga, or a therapist doing
Yoga on a couch.
I do not envision medical or

therapeutic Yoga as implicitly “pre-

scriptive” or “therapeutic,” no more

it is |
easy to imagine a doctor taking out |
his or her prescription pad and pre- |

“hav

than a piano teacher may assign me
certdin songs to develop my musical
skills, or a mentor suggest a particu- -
lar experience, such as theater, art, or
a philosophical text, to help round .
out my development. K
‘When I have given courses on
“Medical Yoga” to Yoga teachers
and other instructors, participants -
often think I am going to give them -
specific sequences for specific med-
ical conditions. Numerous publica-
tions on Yoga provide such
sequences, but they have never made
sense to me. '
As a physician, -before I pre-
scribe any treatment for a patient, I
first take a history and do a physical
a&: No two people with diabetes,
hea

Chipese and Ayurvedic medicine
expand further upon this philosophy,
indiyidualizing therapeutics based
aga my and physical
exam, but expanding their evalua-.
tions to cover mor planes than do
traditional Western% valuations

my opinion, to “prescribe,” in
ook fashion, a fixed practice

ice specifically for a person, is -
ary to the principles of Yoga. If
is an art of listening to one’s
voice, then both the teacher
e student, by trathfully listen-
and confronting their inner
DINS, can create a unique prac-
.||Nothing thrills me more, or
sates better that they “get it,”
when_students/patients share
me a new modification of a-
practice they intuited, or for the first
time| express a new insight into an
emofjonal or spiritual aspect of
therselves. It is this process that is
the spurce of healing and growing.

True to Pattabhi Jois’s well-
known statement, “Do your practice
and all is coming,” I believe that the




18 INTERNATIONAL JOURNAL OF YOGA THERAPY — No. 13 (2003) -

practice of Yoca, in and of” xtself
is inherently. heauno on multi-
ple planes.

So, if “Medical Yoga 1s ot a
group of sequences of practices for
" each medical condmm, and if Yoga
" is sufficient by ‘itself, then what 1s

_tics than science. T am in love with

“science” as the pursuit of objective

* truth, but the history of science and
medlcme revretfully shows that the

truth has often’ been resisted and
sometimes rejected, with the wrong

“ideas being promulgated by those

As a society, we have the illusion that medicine is all-
knowing and will solve all our problems.

Medical Yoga? The short answer is
that I define Medical Yoga as “an
integration of yogic and medical sci-
ences.” It is a curriculum, a learning
methodology or a learning technol-
ogy, supremely designed by thou-
sands of years of human experience

that medical science has provided in
the) past, 100 years. ] have named this
curriculum “Yoga Hatha Medica,”
ch is not easy to say, but it puts
a first. (A colleague suggested
’MT edically Informed Yoga,” but this
also is somewhat .cumbersome to
say| I also.do not rea'Hy like the Med-

icajor Hatha parts—I trust that the -

universe [or perhaps a reader] will
make suggestions!)

As a society, we have the illu-
sion that medicine is all-knowing
- and will solve all our problems. At
one| point the solution was antibi-
otics, and now it is genetics. This
phi]iosophical stance—that science
can solve all our problems, called
object1v1st1c positivism™—is 2
product of the mind, an illusion. I
havé} proven this time and again,
when my patients/students, after
Western medicine has failed them
- (or perhaps I should say, “when they
faili‘:‘—fS themselves with their illusions

of Western medicine”), have healed
themselves by doing a Yoga practice.
In addition, if you review the sociol-
ogy and history of medicine, it is
more a story of economics and poli-

and embellished by the knowledge

-who have a stake in maintaining the

status quo. (At times, the truth’s pro-

ponents have even been driven crazy-

by this rejection, as, for example, in
the case of Ignaz Semmelweiss.")

Yoga as “Alternative
Medicine”

Contrasting traditional medicine
with “alternative” medicine, I point
out the difference between the con-
cepts of “healing” and “cure.” In

 Western medicine, people expect a

46

cure,” and the quicker the better.
“Healing” may require a long jour-

ney, however, with hills and valleys,

and oftentimes may leave a scar as a
reminder. “Cure” implies that we can
forget what we experienced and that
an external force was the cause
and solution to our problem. “Heal-
ing,” on the other hand, is a multidi-
mensional process that works from
the inside out (but also involves our

- relationship to the universe as well).

Scars may be left at one or several

levels, and it is our relationship to

these scars, to ourselves, to how we
attribute ‘meaning to these experi-
ences of ourselves, that makes
the difference between wellness and
“dis-ease,” between ability and
disability, between empowerment
and handicap.

The integration of mind, body,
and spirit is a priority when I “pre-

-definition

- Vision, and Principles,”

scribe” a practice in both individual
sessions and group classes. I also
think about numerous planes of the
human being as I design practices. -
These planes, well articulated in Yoga -
“physiology,” and further elucidated
by medical science, are the molecular,
mechanical, neurologic, emotional,
cognitive, spiritual, and energetic. I
also use my medical background to
think about physiology, pathophysi-

" ology, kinesiology, pathokinesiol-

ogy, and other body systems.

Operaitional Definition
of Yoga

In sc1ence there exists the con-
cept of én “operational definition,”

* which pertains to a phenomenon not

easily objectified that we define by a

‘proposition and then measure. For

example, we may define “pain,”
which is an unmeasurable subjective
experience, as “degree of facial gri-
mace.” THe more pronounced the
facial grimace, the more we attribute
pain. We remain aware of the limita-
tions of such operational definitions,
but they provide us a handle on what
we are trying to study.

I have created an “operational
” for Yoga: Yoga is the
combination of attention, movement,
and breath. The latter three aspects
roughly correlate with mind, ‘body,
and spirit. I have found that in teach-
ing Yoga to beginners it is often hard
for them to understand what is meant
if I say, “Join your mind, body, and
spirit.” They do, however, know if
they are attending and breathing
while they move. I have other “defi-
nitions” of Yoga, of mind, etc., that I
also utilize to help beginners under-
stand concepts that are really quite
abstract. (See the sidebar “Mission,
which pro-
poses some additional deﬁmuons as
a work—m-progress ) '
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" An additional benefit of this

~ operational definition of Yoga is that

these three components of a Yoga

- practice can be measured—and thus

can lead to the scientific study of
Yoga practice (see below). The clas-
sic definition of “joining” of “mind,

~ body, and spirit” is extremely

abstract. Can we measure mind and

spirit? What are the criteria for join--

ing? What is clear is that if we do not
atternpt to join mind, body, and
spirit, then what we are doing is not
Yoga. This is how I make the distinc-

~ tion between Yoga and physical ther-

apy (or any other body therapy).
‘While doing physical therapy, we
can be lifting weights with our right
leg, talking on the phone with our
headset, typing away on our com-
puter, and getting jumped on by the
dog. If, however, we hang up the
phone, turn off the computer, lock
the door, perhaps put on some music,
pay attention as we move our arm,
and coordinate our breath with our
movement, then we are doing Yoga.
What is the difference between these
two approaches? When practicing
Yoga, we use mind (awareness) and

* spirit (breath) in addition to our

body. In hundreds of cases|now, by
adding breath and awareness to
physical therapy programs (|'yogafy-

" ing” the program), we have demon-

strated enhanced healing.

Yoga and Pain

The power of attention and con-
centration (dhdrand) remains myste-

rious. When I talk about these.

inten-
d selves
to children. When a child wants our
attention, it demands it. And| we can-
not just pretend to attend, as the child
knows if we really are attepding or
not. For our minds and bogies, the
call for attention comes in the form

concepts, and about hum

of pain. Often, if we do not f‘_p_ay
attention” to our pain, it gets louder,
as a child would do if ignored. If the

loudness goes unattended for a long

while, the child (and the body) with-
draw. Pain is the wisdom of our body
speaking in nonverbal terms. It

evolved over millions of years to

give us important information about
when we are going off course.

~ Part of teaching Yoga philoso-
phy to chronic pain patients is teach-
ing them to find the message in the

What is clear is that if

we do not attempt to

join mind, body, and
spirit, then what we are
doing is not Yoga.

pain, to invite the pain to provide the
critical information that is needed to
make them whole. And thus by
attending to ourselves, somehow we
begin to heal. For chronic pain
patients, this truth (satya) is the last

.thing they want to hear. They come

to me to make the pain go away. I
point out, however, that they have
already tried to make it go away with
pills, procedures, and therapies. If
and when they understand this con-
cept of inviting their pain and then
apply it, they do heal. It is the oppo-
site of what we are taught in Western
society.

How Medicine Can
Inform Yoga

Now that I have described how
Yoga can help the practice of medi-
cine, let me go the other way and
explain how science can help Yoga.
Using the scientific method, we

study something in order to prove or

disprove an effect, with the goal

being predictability. Applying scien-
tific principles to Yoga enables us to
1) better predict an outcome, 2)
increase efficiency, and 3) optimize
safety. One of the ways to do this is-
to be as precise and methodical as
possible. For individual students/

‘patients, we make only a few

changes at a time and observe the
results, both objectively and subjec-
tively. By standardizing the process
(not the practice) of how we go

- about an individual’s Yoga practice,

we can better observe the outcomes.
With irregular variation in style, it is
much harder to observe patterns of
change or non-change. '

I find Patanjali’s Yoga-Sitra
quite detailed and methodical. What
more -can science offer? Again, it
comes to teaching students how to
approach their practice, how to be
obseérvant and consistent. If they
vary their practice randomly, then I
think they do not give themselves the
opportunity to obserye and predict.
For instance, I know exactly how I
do utthita-trikondsana (€xtended

“triangle). I have lines on my mats

and always begin with the same
placement. After doing it the same
way for a while, I get to know how it -
feels on many planes, over many
days. And then I have the opportu-
nity to systematically vary the pose
—make the stance wider, or stay

longer, use a chair, change my

breathing pattern, etc.

As our yogdsana practice
matures, we become receptive to our
inner light, our intuition, -and the
practice ultimately becomes an
experimental playground that we
visit throughout our lives. One of the
definitions of “stress” that I offer

' students is that “stress is a deficiency

disease of mind-body experience.” A
Yoga practice is the treatment for
that disease. Just as play is the work
of children, Yoga should be the
play/work for us all.
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“To Do, or Not To Do
Poses?’” — That Is the
Question

I am often asked to give guide-

lines on what Yoga poses can and

cannot be done with various medical
conditions such as hypertension,
glancoma, herniated disc, preg-
"nancy, etc. Unfortunately, medical

science does mot yet (will it ever?) '

have the final answer to these ques-

tions, but does suggest some guide-

lines by extrapolation. There are
. areas where traditional medicine
and Yoga overlap in their guide-
lines—such as “when bending the
knee while standing, the knee
should aim over the second or third
toe, but not extend beyond the toes.”
When guidelines agree, it is easy to
enforce such advice. There are, how-

ever, other instances where there are.

contradictions. For example, twists
are viewed as good for the lumbar
spine from one viewpoint and bad
from the other, inversions are con-
traindicated during menses from one
viewpoint but not the other, and
headstand should not be done by
those with hypertension or other
medlcal conditions from one wew-
point but not the other.

I have done literature searches
on these subjects, and primarily all I
have found are opinions rather than
conclusions based on well-con-

- trolled research. I have found some
studies published in Indian medical
journals that suggest more benefit

than risk from most Yoga practices,
but there is much variability. As an
example, let’s imagine a research
study on the effect of headstand on

hypertension. We will study two

groups of people with hypertension,
match them by age, sex, etc., and
teach one group. headstand and the
other something else as a control. We
will monitor .both groups’ blood
pressure before, during, and after

their pracuces “This sounds simple,

~ but how will the headstand be
~ taught? What is the overall initial fit-
- ness of each person? What is their
- weight? Have they done Yoga

before? What is their emotional/spir-
itual status? And so on. One can con-
trol several of these kinds of
variables, but since no two people do
the same Yoga pose the same way, it
is often difficult to interpret the

' results of Yoga research.

Different Research
Paradigms

The other major problem with
doing research with two large groups
of people is that such research can be
insensitive to profound effects. As a
dramatic example, let’s say a new
herb is found in the rain forest and it
potentially can cure a cancer that has
previously been untreatable. The
typical paradigm would be to take
two groups of 1,000 people with this
cancer and match the groups by age,

sex, medical history, etc. One group °

would be given the herb and the
other would be given a “placebo” in
a double-blinded fashion (“double-
blinded” means that the scientist and
the subject both do not know what is
being provided). Let’s say, at the end
of the study, there is no statistically
significant difference between the

two groups. The conclusion is that

this herb is “useless” to treat this
cancer and is then forgotten. 7
Let’s look in greater detail at
these two groups, however. Let’s say
that in the placebo group of 1,000, 3
people (0.3%) had a remission of
their cancer, and in the treatment
group, 5 people (0.5%) had a remis-
sion, which would not be a statisti-
cally significant difference. If you

‘asked the researcher why these eight
people had remissions, the explana--

tion would be “placebo™ (“mind over

matter”) or “random”. (“we donm’t

“ology to address thi

'knoW”). What if, ho’vifevér, “two of 7
the people ini the treatment group had

specific genetics that enabled them
to respond to this medication? In
these two cases, 2/2,000 (0.1%) peo-

ple indeed had a complete remission

due to the medication. Such a find-
ing would be lost, washed out by the
99.9% who did not respond. Such is
the case for treatments that some-
times resurface after decades.
Fortunately, there exists method- -

issue, which is
e Research.”
in detail, let’s
of “anecdotal”
use to negate

called “Single C
Before describing i
first discuss the iss

evidence that som
experience. When the word “anec-
dotal” is used, it means that the result
may be a fluke, or 2 fandom event, or
that the result may be reported ideal-
istically or otherwise incorrectly, and
therefore has no meaning to the indi-
vidual or to society. However, most
formal group research as described
above begins with such anecdotal
observations. After a series of “anec-
todal” observations, an observant

If one is fruly observant

, (své‘dhyéya), life experi-

ence gives us many
clues.

scientist will then design a formal
study. If one is truly observant (svad-
hydya), life experience gives us
many clues. The word “discovery”
implies that the knowledge was
always there (as does “re-search”).
As discussed above, remember that
even a well-controlled scientific

‘'study, based on truthful observation,

can miss important findings, or (asin

. the case of Semmelweiss) be pooh-

poohed by those with vested inter-
ests in maintaining the status quo:
The word “anecdotal” is sometimes
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used by closed-mmaed people to

L deny a truth for which they are not-

yetready,

As Yoga researchers, however,
we have a duty to go to the next
level, to convert our “anecdotal”
experience to a scientific finding,
and “Single Case Research” is one
way. It was developed to study med-
ical conditions in which it is virtually
impossible to create two matched
groups. For example, to study the
effect of music on motor control in
stroke (which I tried to do years ago)
using the typical research paradigm,
we would need two large groups of
people with stroke. The stroke would
need to be to the same extent, affect-
ing the arm and leg of each subject
equally. Subjects’ dominance would

need to be matched as well, as both.

stroke and music are strongly influ-
enced by which side of the brain is
dominant. After we have matched
the groups (if we are able to do so),
we then have to provide treatment in
the same way to the treatment group.

Let’s say the treatment involves
tapping to a specific rhythmic pat-
tern. Each subject’s stroke has
affected him or her a little differ-
ently, however—each has a slightly
different amount of spasticity, or dif-
ferent range of motion. Some have
pain with motion and some do not.
Some have lost all sensation,
whereas some have magnified sensa-
tion, etc. It becomes clear that this
two-group structure just is not going

to work. (I think this happens far

more often than most scientists are
willing to admit; there is a lot of nec-
essary stretching of the rules in tradi-
- tional research to get subjects to fit
into the boxes we create.)

In the Single Case Research par-
adigm, each person acts as his or her
“own control, using what is called an
ABAB (or ABBA or BABA) design.
In this design, “A” is no treatment
(control), and “B” is the treatment

we w1sh to - study. Such a study
requires. some" measurement, but it

‘can be adJusted to the individual.

During the A phase, we take each

4md,1v1dua1 and measure his or her

baseline for a whilé. We then start

the treatment, B, and measure the
effect. We then take away B, return
. in some way I am doing Smgle Case

to A, and observe the effect. We

try somethmg for a whlle, see the
effect, and then try. something else.

-However, this process can be sub-

jected to rigorous scientific study
and statistical apalysis. Most likely,
this is how Yoga practice has
evolved over the millennia.

In my practice of Medical Yoga,

If my students are able to achleve lasting results
with their Yoga practice, and every time they stop
their practice they feel worse, we have proof that

Yoga works.

keep alternating until we: are satis-

fied that we have a good sample of
each phase. To answer the ques-
tion of order of the phases, for some
subjects we may start with B, or
alternate ABBA. There could also be
a C phase if desired. There are clear,
scientifically accepted statistical
methods for measuring the differ-
ences between the A and B phases.
When there is a collection of sub-
jects, you can then analyze the set
and reach a conclusion about
whether B is doing anything that is
statistically significant.

Two very important considera-
tions for this design are placebo and
duration. The placebo effect can last
for a while, up to 3-6 months. It

tends to be strongest during the:

beginning phases, so to do an
optimal study BABA should be used

for half the subjects. The duration.
of each phase is also important,

because some effects, especially

those with alternative medicine,.
can take months. I have had numer-
ous students/patients fee] that Yoga
or acupuncture was doing nothing, '
but after stopping them (a return to .
“A”), they noticed over the next sev-

sral months that they would feel
worse again. '
‘In some ways,

Single Case '
Research is just “trial and error.” You |

Research with each student/patient.
By the time they come to me, they
have had many periods of doing
nothing (A), interspersed with peri-
ods of different treatments (B, C, D,
etc.). By the time they arrive at my
office, they have bad plenty of
opportunity to experience the
placebo. effect with other methods
and other practitioners. And so, if my
students are able to achieve lasting
results with their Yoga practice
(“treatment”), and every time they

“stop their practice they feel worse,

we have proof that Yoga works. I
clearly do not want them to stop their

-practice to prove that it works, but

the natural history of us all is that
we have periods of more and less
practice intensity. My patients/stu-
dents eyolve to a point where they do
their practice at a frequency that
works for them. :

Integrating Yoga Practice °
with Traditional Medicine

Let’s consider an individual
we’ll call “Joe,” who has hyperten-
sion that is well controlled with med-
ication-and who desires to reduce his
use of medication through the prac-

~ tice of Yoga, including headstand.
“What we would do is slowly build a
basic Yoga practice, monitoring
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- Joe's blood pressure on a regular
- basis. I would insist that Joe acquire
ablood pressure cuff and monitor his

blood pressure (personal responsibil- -

" ity is an important part of this

process). As part of this Yoga prac-
tice, he would be given poses such as -

adho-mukha-shvandsana - (down-
ward-facing dog) and supported
sarvdngdsana (supported shoulder

things at a time. I also encourage the
practitioner to do the practice in the

“same sequence each time, as a differ-
ent sequence of the same practice
components can have very different

mechanical, energetic, and physio-
logic effects. Instead of adding new
components during a particular ses-
sion, I may re-sequence the same

practice and let the new sequence"

A Yoga practice, through the celebration of being
alive, supports the emotion of love, and in so domg
helps modulate other emot:ons.

stand) to build upper body strength
and tolerance to inversion. After a
month or so, let’s assume his blood
pressure has lowered a bit, and Joe
has gone backl to his primary care
physician and negotiated a mild
reduction in his medication. Follow-
ing this reduction, his blood pressure
remains stable, and now would be
the time to begin adding headstand.
I would start with a very small
one—probably against a wall, only
lifting the legs for 15 seconds or so,

and monitoring both the subjective

response and the actual blood pres-

sure. We might do this for a week or

so and then gradually increase the
intensity and duration of the pose.

This example illustrates another -

principle I have observed—that each
component of practice can be
viewed like 2 medication, with a pre-
cise formula, dosage, indication, and

contraindication. The “formula” is

the precise way in which the practice
is structured. We “dose” the practice
by the intensity and the duration of
‘component. Using this

- tice components can be added safely.

In complex cases, in order to
enable clear observation of the effect
of each pose or other practice com-
ponent, I will only add one or two

work for a few weeks, again observ-
ing any changes in effect.

Implicit in this process is the:

active participation of students. They
are asked (and often “required”) to
observe themselves in multiple
ways—emotionally, energetically,
by pain level, by flexibility, by qual-
ity of sleep, etc. I also encourage
them to listen to their intuition about
which practicé components may be
particularly helpful or hindering.
Journaling of various styles is
strongly encouraged.

The Emotional Experience -

of Yogic Healing

I would next like to briefly dis-
cuss the emotional aspects of Med-
ical Yoga. In short, it comes down to
one word: love. Tuse two definitions.
The first is that suggested by Scott
Peck in his book The Road Less
Traveled. He defines “love” as “the
action one takes to promote growth.”
And so, in the practice of teaching
Yoga, which is essentially a growth
process, we are loving ourselves and
others. Love is also a powerful emo-
tion characterized by respect, joy in
the presence of beauty, and the
appreciation of the beauty of life. A
Yoga practice, through the celebra-

tion of being alive, supports .the
emotion of love, and in so doing
helps modulate other emotions. By
spending more time in the realm of
love—love of ourselves and oth-
ers—we begm to change, whether
‘we intend to or not.

I learned early on that recomi-
mending psychotherapy to my
patients did not work well. While my
intention was to help them adjust to
the impacts of pain or disability in
their lives, they took it as a message
that I thought their problems were all
in their mind (which they had

“already been told by other practition-

ers with whom they had failed to
achieve healing). I needed a way to

‘help th_e;m learn, grow, and re-bal-

ance themselves without suggesting
the use of drugs or a psychiatrist’s

-couch, and the Yoga mat was a fine

place to start. As already indicated
above, I also encourage journaling as
a method of developing an “ear” for
the inner voice.

Yoga and Change

This relationship between love
and change has become more and
more important as I observe myself
as a person and as a physician, and as
I observe my relationships with my
patients/students, staff, and peers.
We are all changing through this

process of doing Yoga together. I

have personally changed over the
years by growing more respectful of
individual needs and individual tim-
ing. I have learned to be more gentle
and patient with my patients and
myself. True to the “slipping back”
nature of growth as discussed in
aphorism 1.30 of the Yoga-Sitra}

“which explains that we move for-

ward and backward in our develop-
ment, and we don’t change quickly
or linearly (more like a circular zig-
zag), I place trust in the process and
emphasize staying in the now. Some-
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v times years pass between when
‘patients/students attend one of my
lectures, or- consult with-me, and
when they finally appear in a Yoga
. class. Though to me and my office
staff they have “disappeared,” in
their reality they are going through

The practice of 4sana
and prandydma clears
the paths for the flow of
prdna so that the later
limbs of practice occur
" quite naturally.

an internal process of preparing,
sometimes on a conscious and at
other times an, unconscious level. As
healers, I believe we can plant seeds
and nurture them, we can model our
commitment and our own practice,
" but when the seeds choosé to germi-
nate, and how fast they grow, are
often not within our control.
Regarding meditation, I sub-
scribe to the notion that the practice
of Yoga dsana is “meditation in
motion.” T agree with Mr. Iyengar’s

discussion in his book The Tree of

Yoga that to try to teach meditation
to beginners by having them sit qui-
etly is fraught with difficulty. There
is no way to know where their minds
are. However, in doing dsana prac-
tice, it is very easy to know where
the mind is. In teaching prdndydma,
I again start with breath during
dsana and only later introduce
prandydma as a separate discipline.
In some ways, 1 am following the
eight limbs of Classical Yoga—my
experience both of myself and my
students/patients is that dsena must
precede prdndydma, which must
precede dhérand (withdrawal of the

senses), etc., and I have discussed’

.above how I incorporate the discus-

sion and practice of yama and

niyama into the educauonal experi-
ence. I do not think the eight limbs
are mutually exclusive, but rather I
believe that all eight limbs: are
touched upon in any practice. With
steady practice of 4 a.s'ana and prana-
dma, “all is coming.”
! I have also come to believe in
(:and as a practicing acupuncturist, I

have utilized) an “energetic physiol- -

dgy”—an understanding ‘that the
ractice of dsana and préndyéma

ears the paths for the flow of préna

sp that the later limbs of practice
dccur quite naturally. I talk to my

auents/students about energy flow

and I suggest to them that doing a
oga practice is in some ways like
loing acupuncture on oneself.

egarding teaching meditation to-
y- patients/students, there are

ountless ways to “meditate.” As a
s;cientist, I strive to better under-

stand, define, practice, and teach -

theditation. Since meditation is a
nonlinguistic process, I think some

with language are like trying to cap-
tare a vastly large thing with a
smaller thing.

Theory into Practice: How
the Classes Are Structured

How do we put all this theory
into practice? My mission as a physi-
dian/Yoga teacher is to bridge the
worlds of medicine and Yoga, maxi-
Thize safety, minimize anxieties for
people wanting to. try Yoga, and
inspire the beginning of a lifelong
practice. As a result, I now teach
Yoga classes at three levels: medical
(gentle)—for those with physical
limitations (due to muscle, joint,
nervous system, heart, lung, or other
impairments), beginner—for those
;ho are new to Yoga, and advanced

eginner—for those who are physi-
ally fit and have some expenence
Ymh Yoga.

- accompanying

of the limitations of discussing it

The structure of a typical Yoga

'practlce whether taught in individ-

ual or group format is as follows (see.
“Practice Levels/ .
Sequence” table): 1) centering (quiet
“sitting”or laying over blankets, per-
haps with a group chant of om), 2)
warm-up (gentle stretching of the
neck, shoulders, spine), 3) sun salu-
tations (many adaptations for people
who cannot get on the floor or are

chair bound), 4) standing poses, 5)

supine/floor poses (preparatory), 6)
quadriped poses, 7) sitting poses
and/or restorative poses, 8) back
bends (not done after restorative
poses), 9) supine poses and side-
lying poses, 10) sarvdngdsana
(shoulder stand), 11) abdominal
work (navdsana [boat] variations
and other Pilates-like awareness/
strengthening exercises), 12) closing
sequence, 13) préndydma, 14)
shavdsana (corpse), and 15) medita-
tion. Each component may not be
included in each level or each class.

I derived this structure by study- .
ing several styles of Yoga and incor-
porating what I observed to be the’
advantages of each, as well as incor-
porating other knowledge bases like
Feldenkrais, dance, and the .neuro-

-physiology of perception and learn-

ing. I believe it is important to bring
consistency to a Yoga practice, both
to help the student learn what to do
at home and to encourage the ritual-
istic aspects of a Yoga practice that
provide both comfort and the oppor-
tunity for self-inspection that a disci-
plined practice provides. I am

currently also exploring a structure

appropriate for children.
In teaching adult classes, I

repeat the beginning (centering and

warm-up leading to sun salutations)
and ending sequences (supine poses
and bridge/shoulder stand leading to
corpse) almost every week. I give
specific instructions on how to grad-
ually begin practicing these elements
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YOGA HATHA MEDICA: ‘PRACTICE LEVELS/SEQUENCE

BASE GENERALY - . MODIFICATIONS/ADAPTATIONS (use general if blank)
POSITION "ALLLEVELS S i -
o .. MEDICAL/ BEGINNER ADVANCED
_ - GENTLE BEGINNER
. GENERAL PRINCIPLES . 1) encourage props to . - i1) introduction of yogic  i1) assumption of
: ensure alignmentand i  terms and concepts basic yogic terms
safety : and concepts;
2) encourage a positive embellishment on
experience of yoga subtleties of
: practice
1) centering . isitting quietly in sukdsana, start by sitting at front  istart with blankets, roller isukhdsana,
siddhdsana, or chair 90-90, OR  iedge of chair; use siddhéisana, or
laying over blankets placed in a T {blankets under pelvis or supine with
shape or in a roll feet to approximate 90-90 block/roller under
. : chest
2) warm-up 1) modified t4ddsana (feet apart) ican be done sitting in
in standing or sitting (optional ichair for all or parts
block between thighs) position
2) four-way swetch A : chairs in front, side,
3) Grdhva-hastdsana with behind to aid with balance
optional belt
4) four-way stretich B
5) neck stretch A!
6) Heck stretch B!
7) shoulder stretches: rotate
- between garuddsana (eagle)
arms, gomukhdsana (cow-face)
arms, and clock’ _
3) sun move from half (sitting or 10 “half sun salutations” :5 halfs, " i2 halfs,
alutations? standing) to A (sitting or standing) : S5A’s 6A’s
to B. ‘ follow with utkatédsana i2B’s
surya- build to 10; replace 10th, then 9th, (fierce) and virabhadr- variations on C
kdry ~ iwith next leve] (i.e., 9 halfs and 1 dsana I (warrior I) to -
A) ¥ prepare for sun salutation
_ B
4) standing 1) mountain pose (t@ddsana) with ino uttandsana (too much ioccasional wttandsana full uttandsana/
{poses legs apart if balance or low torque on low back if with chair pdddngushthdsana/
back issues can’t flex adequately at padaehastisana with
2) utthita-hasta- hips) blocks, lowering

pddéngushthésana with block
as challenge to balance, leg -
forward and to side

3) triangle (wtthita-trikondsana)
with chair and/or block

4) extended side angle (utthita-
parshvakondsana) with chair

and/or block .

down slowly, flat
back to return

NOTICE: THIS INFORMATION IS FOR EDUCATIONAL PURPOSES ONLY AND CAN ONLY BE USED IN

' CONSULTATION WITH AN APPROPRIATE HEALTH CARE PROFESSIONAL. DECISIONS TO PRACTICE
YOGA ARE BASED ON MULTIPLE CONSIDERATIONS NOT ALL CONTAINED HEREIN. '
- Copyright 2002-3 by Michael 1. Cheikin, M.D., all rights reserved.
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et v et s b

YOGAHATHA MEDICA: PRACTICE LEVELS/SEQUENCE |

- BASE - GENERAL/ - »  MODIFICATIONS/ADAPTATIONS (use general if blank)
POSITION ALL LEVELS . A - 3 :
’ MEDICALY BEGINNER ‘ADVANCED
, GENTLE - BEGINNER
5) supine/ preparatory/awareness poses such
Ifloor poses as
1) supta-pédéngushthdsana with
belt in flexion, abduction (with
~ blanket to support hip), and
: adduction ' ] ]
6) quadriped - 1) only if knees, wrists can handle;{can use padding/supports isame as medical/gentle
u(table) cat-dog, side-side- under wrists, elbows, . -
chest, or knees to decrease
weight on sensitive areas ,
7) sitting poses 1) danddsana with blankets or active poses in “flat back™:active poses in “flat back”™ iactive poses in both
d/or blocks or chair to keep spine  i(convex) only (convex) only “flat back” (convex)
torative  straight ‘ and “round back”
0SeS 2) baddhakondsana with block (concave)
o i between feet, making circles A ’
(blocks/blankets under bent ' ' N
knee if painful or restricted)
3) sitting poses (with optional
restorative support [chair,
block, blanket]): sukhdsana,
rotated sukhdsana, janu-
shirshdsana, upavishta-
kondsana
1I8) back bends  i(not done after restorative poses)  ivery gentle chest opening iblanket/roller/block under ifull matsydsana
- 1) bolster under chest with rolled blanket in the chest (fish) with legs in
2) fish (matsydsana) variations  ihorizontal, vertical, or sukhdsana or half
3) setubandha variations—see diagonal alignment with lotus
below the chest
4) camel (ushtrdsana) half bows (arhda -
dhanurdsana) —>.
full bows
) supine, side- Side-lying awareness lying on side with rolled isame as beginners
ying, and exercises (Feldenkrais-  iblanket under chest with less adaptation
eeling poses ilike) of shoulder, pelvis,
and hips, pethaps with  ianantdsana, .
folded blanket under chest igate pose (parighdsana),
to encourage mobilizationiparivritta-jénu-shirsdsana
of thorax

" NOTICE: THIS INFORMATION IS FOR EDUCATIONAL PURPOSES

5L { AND CAN ONLY BE USED IN

CONSULTATION WITH AN APPROPRIATE HEALTH CARE PROFESSIONAL. DECISIONS TO PRACTICE
YOGA ARE BASED ON MULTIPLE CONSIDERATIONS NOT ALL CONTAINED HEREIN.
‘ Copyright 2002-3 by Michael 1. Cheikin, M.D., all rights reserved.
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YOGA HATHA MEDICA: PRACTICE LEVELS/SEQUENCE

BASE " i- . GENERAL/ MODIFICATIONS/ADAPTATIONS (use general if blank)
POSITION . ALLLEVELS _ ' ,
‘ MEDICAL/ BEGINNER - i ~ ADVANCED
GENTLE : BEGINNER
10) shoulder [viparita-karant with chan' or wallil) setubandhdsana - sarvangdsana with chair full sarvdngdsana
{E to follow]® (bridge) with blankets _ with belt,
sarvangd‘sana) ) under shoulders; head ‘ihal@sana with chair
must slide to prevent
neck compression,
- feet on floor -
2) setubandhdsana with
blocks under feet
3) parvottdndsana
(inclined plane) to -
build shoulder
" extension strength !
11) abdominal . i1) navdsana (boat) with one or - INO navésana, navdsana one leg at'a paripoona (full) and
fwork  bothlegs gentle pelvic tilts, time, other - ardha (half)
2) Pilates-like center awareness " istrength/awareness navdsana
awareness/strengthening . iexefcises
exercises
12) closing 1) double knee to chest '
llsequence- 2) knee drop, block or blanket
under bottom knee
3) setubandhdsana (if pot done
during shoulder-stand sequence)
4) supine neck stretch - ,
13) _ : deep breathing, awareness iviloma (3-part), no viloma, ujjayi,
rdnéyéma ' : exercises holding anuloma viloma,
(breath o ' slight pauses
wareness/ -
ontrol) . :
14} corpse pose ; may be done in sitting
l(shavésana) position if floor too
difficuit
15) dhydna
l(meditation)

Notes: ;Special preparatory poses; see accompanying diagrams from “Student Manual,”

Sun salutations A and B are those used in Pattabhi Jois’s Ashtanga Yoga; sun salutation C is the traditional method
used by the Kripalu and Sivananda styles; sun salutat:on D is an adapted A using a chair; we also use chair-based sun
salutations (both half and full).

*Postures in [square brackets] are optional.

NOTICE: THIS INFORMATION IS FOR EDUCATIONAL PURPOSES ONLY AND CAN ONLY BE USED IN
CONSULTATION WITH AN APPROPRIATE HEALTH CARE PROFESSIONAL. DECISIONS TO PRACTICE
YOGA ARE BASED ON MULTIPLE CONSIDERATIONS NOT ALL CONTAINED HEREIN. -

Copyright 2002-3 by Michael 1. Cheikin, M.D., all rights reserved.
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Mountain (tadasana)

Reach Up
furdhva hastasana)

4 Way Stretch, Version B

Home Home .
geet par;:lhel a il;oul Feet parallel. a shoulder's
ers width apa width apart,
Hand on hips, thumbs Hand clasped above;
on back; Gaze at thumbs'
:Gaze forward. ’
Reach Right Forward o 7 Reach Right
Fgryuard Upper elbow toward Hands clasped behind, " Reach arms up and
Bénd knees; ceiling: palms touching over;
Drop head; Bottom elbow to- Bend knees: Gaze forwards;
Back of neck ward knee Drop head: Neo twist or rotation
lang {opposition); g;"z’g aqms off back: ¢pure side bend}.
Gaze down. Gaze fopward. . e down, '
Back Reach Left Back - o Reach Left -
Reach Up, as if some- Upper elbow:toward J Reach Up,..as if some- ~ Reach arms up and
onig is} ll’ing up on ceiling; one is pulling up on aver; |
our .eg::_ * ’ o= Bottom elbow to- your arms; & Gaze forward;
‘;Iho Iders stay down: ward knee Shoulders stay down; No twist or rotation
Gazz u;r y cown: (opposition): -Gaze at thumbs. {pure side bend).

at home. There is much detail in how
and why I have chosen specific
poses and how I teach them, and

although a full description exceeds-

the scope of this article, the follow-
ing paragraph and the “Practice Lev-
els/Sequence” table provide an
overview.

In general, 1 start with stand-

ing/sitting (in a chair) poses because’

they are safer than the floor-based
poses. When standing or sitting, we
are using antigravity muscles, and
therefore we are less likely to go too
far. Also, since most people have
issues with balance, posture, hips,
etc., the standing/chair poses enable
practitioners to start working with
more functional positions. After a
gentle warm-up, we move into sun
salutations. Sun salutations offer
several benefits: 1) large muscle
groups are utilized to warm up, 2)

Gaze forward.

“dination of bre

there is a nice flow, 3) there is coor-
with movement,
and 4) there are ritualistic aspects. I
bave adapted the classic sun saluta-
tions for severaljlevels, some chair-
based, so they can be done with

Since my classes are all beginner
level, after sun salutations, I stick to
the fundamental standing and floor-
based poses. ile using classic
Yoga poses (as well as their Sanskrit
names), [ break them into small
pieces, emphasizing awareness,
breath, comfort, and curiosity. Virtu-
ally any pose can be approached-
with such a perspective (and enough
props!). I also use restorative poses
to enhance relaxation, awareness,
and enjoyment. |In addition, the
prdndydma 1 teach is basm deep
breathing, viloma, ujjayi.

Early on, I used class time for

theory, but I ultimately found that
practice was more valuable and bet-
ter received than theory. We Ameri-
cans tend to spend most of our time
in our heads, especially in our visual
systems (we make things “look”
right, even though they may not
“feel” right)—getting back to our
million-year-old bodies and our
experience of ourselves is what we
need. I incorporate discussion of the
yamas and niyamas during class
when someone encounters difficul-
ties or has a question. One yama that
I refer to often is ahimsa (nonvio-
lence). Beginners to Yoga often are
confronted by their violence to them-
selves—forcing themselves to do
things that they cannot, judging
themselves, comparing themselves
to others in the class.

1 think the violence in our soci-

ety that is caused in part by the vio-
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Sun Salutation D (Chair)
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lence on TV, in commercials, and

everywhere else, tells us that what
we have is never good-enough. The
purpose of advertising is to make us
dissatisfied, to make us want a prod-

uct, I think of this as violence against
the self. I point out to students that .

their Yoga class is a microcosm of
how they live their lives the other
167 hours of the week—if they can
learn to observe themselves and turn
off their judgmental (self-critical,
competitive, comparative) voice for

this one hour or so, eventually it can

carry into the rest of their lives.

- One of the most influential
quotes I have learned, though it is a
- somewhat sad reflection of our soci-

ol A
A

@9
@b
&

ety, comes from Oscar Wilde, who
said, “The life we never lead is the
only life we have.” This is pro-
foundly yogic. And Yoga is the
potential solution—perhaps the only
potential selution to this societal epi-
demic of living in fantasy, and in
debt, rather than in the now of who
we really are. My own quote, which
T use to help people who can get very
negative about themselves wheén

e
©

they try Yoga, is “If you don’t com- -
- pare yourself to others, to your past,

or to what you ‘should’ be, then you
are perfect. Can you let yourself be
perfect for just a little while?”

One of the biggest challenges I
find in encouraging beginners to

continue with Yoga (many do not) is
to get them to let go of some of their
harsh judgments of themselves—to
find joy in the practice. Though Yoga

is experiencing a peak in its popular- .

ity now, it is often presented in
health clubs as the new aerobics,
taught by teachers with as little as
one or two years, if not less, experi-
ence and/or training. In my opinion,
real Yoga is more difficult, because it
does not stop at the skin or muscle or
bone—it requires a vigilance and a
commitment in searching for the true
self for which society does not pre-
pare the vast majority. After the cur-
rent fitness phase moves on to the
next, I am trusting that those left
teaching and practicing Yoga will
continue to advance the philosophic

"and growth-producing qualities that
make Yoga the supreme art, science,
and philosophy that it is. _

- - These class discpssions, which
are interspersed betwéeen dsanas and
other class activities, refer to other
yamas and niyamas, such as apari-
graha (non-covetousness) and satya

(truth). I often repeat my quote

above, “If you don’t compare your-
self to others, and you don’t compare
yourself to the past or the future,
then you are perfect” (another way
of saying “now” is all we have).

Beginners to Yoga often
are confronted by their
violence to themselves.

Physicians still carry some moral
+ authority in this society, and my say-
ing these things enables some people
to be gentler with themselves. At
other times, my being a physician
works against my intent—people
take my critiques far too seriously. I
use humor a lot, and I work hard to
balance tapas (fervor for the subject)

(L2
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with samtosha (contentment), accept-

ance of where each student is in his
or her evolution. The American way
is “more is more.” I encourage perse-
verance balanced with “less is more.”
I envision my methodology as a
bridge to other styles of Yoga. I try to
teach enough principles and provide
enough variety that when my stu-
dents try other styles they can
approach them with confidence and
safety. Though somewhat painful to
me, the measure of my success with
students is their moving on to more
advanced practices and styles.

’

Case Studies |

Please note that these case studies
have been altered to disguise the
identity of the persons involved, and
to enhance their illustrative points.’

Case #1 Low Back Pain

A 47-year-old female was
referred for chronic low back pain of
four years duration. She had been
rear-ended while driving in a car, with

ensuing low back pain. When a-year -

of physical therapy and medications
had not provided adequate relief, she
underwent a micro-discectomy {sur-
gical removal of a disc) and achieved
approximately 90% relief from her
pain. She was subsequently rear-
ended again, and her back pain
returned. She received additional
physical therapy and medications
and was managed by a physiatrist
with unsatisfactory results. After two

years, she began to seek alternatives

to a second surgery and was referred
to me as “a last resort.”

In my initial examination, I
learned, in addition to the above, that
she was an avid ice skater and that
she loved to take walks through a
nearby park, but had not been able to

~ do either of these activities for many

years. She was the wife of a surgeon

‘and tended tb focus on the mechan-

ical aspects of her pain. Her physical
exam was completely normal from
a neurological and orthopedic point
of view. There was no evidence that
a “disc” was causing any neurologi-
cal compromise. '

I explained to her that pain does
not necessarily correlate with MRI

I point out to students
that their Yoga class is a
microcosm. of how they
live their lives the other
167 hours of the week.

findings, and that pain can be caused’
and maintained on several planes,
including emotional, energetic, efc.
She had heard of John Sarno, M.D.,
whose very successful work situates
all back pain in the mind. I
explained to her that my work was
somewhere between “pure mechani-
cal” and “pure mind.” Getting a
sense of her emotional intensity, and
also being familiar with the mechan-
ical challenges of ice skating (lots of
twists and falls), I suggested that
there were probably multiple causes
of her pain that predated the motor
vehicle accident. '

Not. having much choice, she
reluctantly participated in a program
of Yoga and acupuncture.

We began with modified sun
salutations and then finished her
practice with supine floor poses
(knees to chest, gentle twists,
setubandhésana, and shavdsana).
Even with this simple routine, at first
she experienced pain and needed to
be encouraged to do less and to'use
her breath. By following these prin-
ciples, she found a “new” source of
pain in her upper thorax (under the
heart cakra area). Once she became
comfortable and safe with this, we

added withita trikondsana and pér-

shvotténdsana using a chair as a way
to explore the relationship between
her lower back, upper back; hips,
and breath (and emotions). We then
added some basic floor poses, such
as danddsana, jénu-shirshdsana,
and maricyésana C (half spinal
twist), all modified with a blanket
and belt. '

In some sessions, she experi-
enced tremendous emotional release,
which almost caused her to quit. Val-
idating the emotional experience
without over-emphasizing it is
always a difficult balance to achieve
with patients/students. In general, as
I stated above, chronic pain patients -
start with the belief that their pain is
purely physical. Their Yoga practice

‘then teaches them and changes

them—it is not necessary to hit them
over the head with their experience.
Within a few weeks, this patient had

‘achieved 50-60% improvement.

While she was not fond of her pro-
gram, her success encouraged her,
but then she experienced a setback a
few weeks later and became discour-
aged.-I explained to her that four
years of pain (or even more) would
not heal in a few weeks or even a
few months, that the journey would
have its ups and downs with an over-
all upward trend. She needed con-
stant reminders to do less, to be
patient with berself, and to listen to
her pain rather than pushing through
it

This case illustrates the multi-
factorial aspects of pain, and the
importance of working on many
planes with a student/patient. I
always ask students/patients to quan-
tify their relief on a scale of 0~100%
(100% being complete relief, 0%

‘being no relief). This scale is more

helpful to me than the traditional 1-
10 pain scale. For example, someone
who has severe pain, let’s say “11 on
a scale of 10,” but who enjoys a few
houss of freedom from the pain fol-
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Arm Positions for Ne_ck Stretch A& B

Al: HANDS ON HIPS
A2:HANDS DOWN BY SIDES

A3: HANDS CLASPED BEHIND
~ (ALTERNATE WHICH THUMB
IS ON TOP)

A4R: ARMS BEHIND
R HAND FACING FORWARD; 2
L HAND HOLDING R ELBOW

A4L: ARMS BEHIND
i HAND FACING FORWARD:

R HAND HOLDING L ELBOW ¢

lowing a Yoga practice, may experi-
ence the same intensity of pain, but
based on being in pain less of the
time will experience 10-20% relief.
Once a student/patient achieves any
relief, it often confirms for him or
her that he or she has the potential to
heal. Most, people come to me after
having failed in so many other con-
texts that I assume they will not
believe in their potential for healing
for a long while. However, my con-

. viction, my credentials, our relation-
ship, and their experience of
themselves will prevail if they stay
the course. :

This case also demonstrates
what I call the “disc in the head.”
Once patients/students think they
have a disc problem, I tell them
directly that I can heal their back
only after I “heal their mind.”
According to MRI findings, 20% of
the population under age 60 is walk-
ing around with a hemiated disc
without experiencing any symptoms
at all. A “positive” magnetic reso-

" nance imaging (MRI) thus means
nothing in over 95% of cases. The
fear and resignation that so many
face when learning about their “her-
niated disc” is often far worse than

| "j{ *
-.—‘I>
_ |

any structural problem related to the
disc could ever be. I actually give
my patients/students copies of med-
ical papers demonstrating the mean-
inglessness of MRIs in most cases.
Having the credentials and authority

of a physician does help, but even

then it takes a while for my
patients/students to accept this truth.
When 1 have my own episodes of
back pain, I sometimes have a hard
time believing it myself!

TUCK CHIN

Neck Stretch A |

R

Finally, this case points out
some aspects of the journey of heal-
ing. It is not a straight line, and
sometimes the first steps are very
small.'I tell my patients/students that
if they can achieve a 1% improve-
ment, then they can achieve a 2%
improvement, and so on. I use the
analogy of saving money for retire-
ment, wherein wealth is accrued
slowly. Wealth rhymes with health,
which also builds slowly and
steadily. People understand the folly
of expecting to retire at age 65 if
they only begin to save at age 63;
however, they often expect to change
their selves or decades-long lifestyle
patterns in weeks!

Case #2: Carpal Tunnel Syndrome

A 30-year-old school teacher
was referred to me for persistent
carpal tunnel symptoms of several

' years duration. She had already
undérgone three surgeries on each
wrist, and examination showed
wrists that were so surgically altered
thatI coul} turn them inside out! The
carpal arch (which makes the tunnel)
protects the nerves in the wrist, and

A i

{7(?

~ LOOK RIGHT

{

LOOK LEFT

TILT-RIGHT TILT LEFT
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Neck Stretch B
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PURE

TILT RIGHT.

TILT RIGHT TURN Rf’;_T,T
ARMS: A4R .

; AN
TILT RIGHT, TILT RIGHT,

FLEX FORWARD

EXTEND BACK

PURETILT TILT LEFT,
LEFT TURN LEFT
ARMS: A4L

TILT LEFT,
FLEX FORWARD

TILT LEFT,
EXTEND BACK

the integrity of her arch was so com-
promised that there was no protec-
tion of her nerves. The slightest
pressure or tap on her wrist caused
intense nerve pain. This severely
limited her ability to write, an activ-
ity critical for her profession.

I examined her neck and shoul-
ders and found them to be very tight
and limited in range. Pressing on
these areas also caused intense pain.
My treatment approach first involved

‘making her splints to protect the

nerves that passed through her wrists,
She unfortunately will need to use

* these for the rest of her life, as the
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PURE TILT;
RIGHT

TILT RIGHT,
TURN LEFT

PURE TILT
RIGHT

PURE TILT

TILT LEFT,
LEFT

TURN RIGHT

PURE TILT
LEFT

carpal arch cannot be repaired at this

point. I then gave her Yoga poses as
part of a practice that worked her
entire upper body. Poses included

gentle neck stretches (a series of sca-

lene stretches I have designed specif-
ically for carpal tunnel/thoracic
outlet patients; see illustrations of
Neck Stretches A and B), gentle sun

salutations (adapting table pose with'

a wedge and extra padding), gentle
bhujéngdsana and dhanurdsana,

prayer pose, and shavdsana. Even

though she had undergone three sur-
geries, she improved significantly in
a matter of months. '

This case illustrates one of the

 limitations of the linear approach that
- is often the strength of Western med-
©dcine. I was taught in medical

school—and believed—that carpal

" tunnel syndrome occurred at the

wrist. When I developed the syn-
drome myself, however, rather than
cutting the ligament I tried stretching
my wrists, which only exacerbated
the condition. Then one day, while I

'was stretching my shoulders, I

noticed my hands got better for a few

“minutes. I paid attention to my body,

and to make a long story short I dis-
covered that my carpal tunnel symp-

toms were originating in my neck

and shoulders. I modified my Yoga
practice to focus on these areas, and I
healed easily. At the time I made this
discovery, the only treatment for
carpal tunnel syndrome Wwas surgery,
and I was reluctant to tell people to
“do Yoga instead of surgery.” Since
this patient had already had surgery,
however, I felt safe offering her this

" approach. I have subsequently

offered it to hundreds of people,
achieving over 95% success.

. This case also demonstrates the
importance of paying attention to the
body and to one’s intuition. If I had
not had that brief experience of
symptom improvement, which I was
not really looking for, I never would
have healed myself or others.

In some ways, I enjoy the chal-
lenge in myself and others of a
chronic problem. Once Western
medicine has failed, then it is safe for
us to “play.” As discussed above, a
Yoga practice is “a playground for
adults.” Where else do we have the
opportunity to learn about how we
work? Using this approach, at my
clinic we have belped with. many

seemingly intractable problems,

including knee pain, elbow pain,

- chest pain, and fibromyalgia.

'To further develop this ap-
proach, I have drafted a Mission and
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Vision statement and am currently
developing a set of Principles based
upon which practices can be devel-
oped. (See the sidebar “Mission,
Vision, and Principles.”)

I also am developing a training
curriculum for teachers. I envision
the training to be 300 bours, and
it will be open to teachers who have

already undergone a basic 200-

hour training as defined by the
Yoga Alliance.?

I would like to thank the Yoga
‘Research and Education Center and
the International Association of
Yoga Therapists for the opportunity
- to share my experience with a com-
munity of Yoga therapists and
researchers. I would be honored to
receive feedback from any reader

. who has comments on this work-

in-progress.

I also would like to thank my

colleagues  Eileen . O’Connell,
Michelle Carlino, and Ken Bruscia
Jor their ongoing help in numerous
ways in developing this method.
Trisha Lamb Feuerstein’s editorial
assistance was invaluable in the
preparation of this article.

Endnotes .

1. Ignaz Semmelweis, a physician, dis-
covered the main source of “child bed
fever” in the mid-1800s, before Pasteur
and Lister discovered bacteria. Back then,
medical students would go directly from
the cadaver labs to the obstetrics wards to
deliver babies. Often the mothers would
die of massive infection, called “child bed
fever.” Semmelweis noted that mothers
handled by midwives rather than medical

Houndations of Yoga Course

This sixteen-hour course explores the vast Yoga
tradition, focusing on the birth, development, and
teachings of Hatha-Yoga. The course instructor
Liisa O’Maley shares the fruits of her many years
of study and practice in a comprehensive and ex-
citing format, based on The Yoga Tradition by
Georg Feuerstein.

For information contact Liisa at 415-456-9944 or
by email at Jiisa@yogafoundations.com. '

students had a much lower incidence of
this illness. He proposed that medical stu-
dents wash their hands before delivering
babies, and was ridiculed by his peers into
insanity, He was vindicated over the fol-
lowing 15 years when Pasteur and Lister
pioneered the concepts of bacterial infec-
tion and antiseptic technigue. :
2. See Swami Satchidananda, The Yoga
Sutras of Patanjali. Yogaville, Va:: Inte-
gral Yoga Publications, 1990, p. 50.

3. Please email the author to be placed on
a mailing list for this and future publica-
tions.

© Michael Cheikin 2003

Email: yogamedica@yahoo.com )
Tel.: 215-233-3353 .
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