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This column is a forum for readers to share responses and insights fo
challenges in dementia care. Readers are invited to contact the editor
at PO Box 39, #2107 Highway #215, Walton, Nova Scotia, Canada
BOR 2R0; e-mail: csifton@ns.sympatico.ca with questions and concerns
that have arisen in their practice with persons with dementia and their
caregivers. Responses from the editor or other expers in the field will
be printed in future columns. Insights and experiences in response to
the questions raised are most welcome.

Individuals With Dementia
Learn New Habits and Are
Empowered Through the
Feldenkrais Method"

Mary stood for & moment and leoked me squarely in the
eves after our session. She smiled. Ah. what a wonderful
feeling this:was, for me 1o sce this apparent moment of
happiness This was the first time | had scen her smile. This
was the first time | had seen her with any expression of
feeling 2t all and certainly the first time 1 telt eve contact
with her However, this was not the first ume T knew that
we were communicating and this was not the first time
that 1 knew she felt good. We had been communicating all
along, but not verbally. Our digloguc ook place through
my hunds and her response to my gentle touch, using the
Feldenkrais Method of Somatic Education,
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Mary is 96 years old, in the advanced stages of
Alzhcimer's, and is totally dependent on others for all as-
pects of her daily life. | started to see Mary because of prob-
lems sitting in her wheelchair. Both the nursing home staff
and Mary's daughter were concerned that she was in pain,
and traditional therapy was unsuccessful in helping allevi-
ate the problem.

When 1 first met Mary, she did not give me any eye con-
tact and she had a blank expression on her face. She did
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not speak to me, nor did she acknowledge that 1 was stand-
ing in front of her | noticed that Mary constuntly rocked
her pelvis torward and hackward while pressing her upper
back hard against the back of her whecelchair and with her
chin ulted upward. She wore @ splint on her contracted
hand, which she held with a bent elbow close to her body.
I knew Mary was uncomfortable and possibly in pain. yet
looking at her facial expression would not have given this
discomfort away: Mary was resistint to movements such as
hip rotations. lengthening her legs or arms. or rotating her
head. When placed in her bed, she remained static in the
position she was placed in.

During Mary's sessions. it was important to choose it po-
sition that reduced stimutation to the nervous system and
atlowed her the best onportunity to refux. I our first ses-
sions together. D worked with Mary while she rested on her
back. therciore reducing the musculiar dematnds of gravity
in an upright position. As she breathed. the rise and fall of
her chest was barely noticeable, and most movement wis
taking place in her abdomen. Mary icaned on her left hip
and left side of her ribs, with the right shoulder ribs, pelvis,
and hip lifted oft the surface. Her head tilted back in ex-
wension causing her to lean toward the top back of the
head. Mary leaned on her heels with both of her knees and
hips bent slightly and tilted toward the left. A soft roller
wias pliced under her knees and support pliced under-
neath her neck. This would allow her tight muscles the op-
portunity to stop contracting because they would be
supported by the surface she rested on. Onee these mus-
cles could rest less-used. forgotten muscles could respond
to my guided movements and shie would have access o
more mevements. These movenients could then be trans-
lated into the more demanding upright position

During cach session it wis pecessary o determine whid
Mary could do casily and to butkd upon this. I would some-
times place my patms underncath her shoulder blades and
gently support them Then. I might check to see whether
could move her shoulder blades in ;.my direction and ex-
plore whether these movements would engage movement
in her ribs or spine. and eventually in her pelvis and hips. 1
might also gently support her ribs with my palms and ex-
plore movements, checking o see whether Ieould engage
movement in her spine and shoulder blades from her ribs.
It [ rolled her head side to side, it was done partially to see
how much of the spine was engaged by this movement.
Through the gende movement process, we would work to-
gether to determine what she wanted to do and where her
movements took her Wikt sets the Feldenkriis Method
apart from other mades of movement, remedittion, or tra-
ditional therpics is that T always look at the relationship
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between one movement and another '

For example, if
Mary was to turn her head and look toward an object, |
would look @ how that movement may cause her to shift
weight in her chair or how her eyes would either enhance
or inhibit optimal movement,

My gentle touch wlowed a nonverbal communication
with Mary | could detect pleasure when her breathing be-
came fuller, her chest rising and falling more, and when |
could feel her muscles letting go as 1 supported them in
my hands.After several sessions, Mary could stand momen-
tarily, ke a step, and sit more comfortably. She was able to
move more casily, such as lengthening her legs, or turning
her head in supine, In sitting, she reduced her rocking mo-
tions and she learned to shift her weight forward, and bend
her spine and head. These improvements resulted in
greater vase in the simple action of opening her mouth
wider for cating, or transferring from sitting o stnding.

What cin we do to communicate with persons who are
no longer verbal? How can we help them connect with
the outside world or how can we relate to their world?
These are some of the difficulties family members and
health profossionals face when caring for the individual
with Alzhcimer's discase and other dementias. We really
nced to listen creatively to what the person nuy want or
nt‘(’dAm il

Many older people, particularly nursing home residents,
are often not exposed to gentle, pleasurible movements,
They are used 10 being lifted and transferred, bathed, o1
leted, changed, and fed. They no longer expericncee the gen-
tle caresses, hugs. and holding that they may hive once
enjoyed. The Feldenkriis Method communicates through
this long lost touch. The individuals embrace it They enjoy
it. They experience warmth and loving attention.

MEMORY AND LEARNING: PROCEDURAL
LEARNING AND HOW LEARNED BEHAVIORS
BECOME OUR HABITS

Alzheimer's is an irreversible disease that slowly destroys
brain cells and canses memory loss and loss of function. In
the carlier stages, the individuals begin to get confused
about familiar places, take longer to accomplish daily tasks,
and begin to have mood and personality changes. Later.as
these symptoms get worse, they begin to have difficulty
with language. problem solving. conscious learning of new
tasks, and recognition of their fricnds and family members,
During the fina stages of Alzheimer's discase, the individu-
als lose all ability to care for themselves, including feeding
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Although individuals in later stages of Alzheimer's discase
appear 1o have litde relationship to the outside world or
comprehension of themselves, there is still @ way they can
learn and maintain the learning, through procedural mem-
ory. There are many different kinds of memory of which 3
will be mentioned here: declrative, nondeclarative, and
emotional memory. Declarative memory is the ability to
consciously remember events and facts. This type of meme
ory becomes impaired carly in individuals with Alzhcimer's
discase. '™ Nondeclarative memory, also called proce-
dural memory. is learning by doing. This includes repetitive
activity, habits, and motor learning. Procedural memory in
an individual with Alzheimer’s discase is preserved long af-
ter declartive: memory s lost. 1YY Botional
memory is the ability to recall emotional stimuli, The im-
pact of this type of memory with individuals with
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Alzheimer's discase will be discussed later.

ABOUT DR FELDENKRAIS

Isracli scientist Moshe Feldenkrais DSC (1904-1984) was a
nuclear physicist and engincer, and the first European o
carn @ black belt in judo. He received his doctorate in
physics at the Sorbonne in Paris, and worked closely with
Nobel Chemistry Laurcate Johiot-Curie. During the 1940s,
Dr Feldenkrais was barcly able to walk due to a serious
knee injury and was given only a 30% chance of improving
his condition with surgery, which he could not accept. He
began exploring movement patterns. and observed how
people form movement habits, a subgroup of procedural
learning. He mastered the sciences of anatomy, Kinesiology.
and physiology, and combined these with his knowledge
of physics. engincering, and judo. Eventually. he restored
his ability to walk and began his life’s work of helping oth-
ers improve their functional abilities and to move through
life with grace and dignity. 2

Any individual interested in becoming a certified
Feldenkrais Practitioner”™ is required to complete 800 1o
1000 hours of intensive training over @ 3- to d-year period.

The focus of the training is to become obscervant in
movement patterns in themselves and others, fearn 1o
weach individuals how 1o move more efticiently, and form
new and more useful habits.

The Feldenkrais Method is accomplished in following 2
ways:

Awarcness Through Movement™ (ATM) is generally
taught in a group situation where the individual actively
moves through a series of verbally led movements and vari-
ations in movements. Functional Integration” (FI) is an in-
dividualized, hands-on approach in which the individual is

taken through a series of movements that fit the particular
needs of the person. During FI, most often the individual is
resting in a comfortable position and passively moved by
the Feldenkrais Practitioner. Since the individual with de-
mentia is often unable to follow instructions, passive
movement is a more effective option,>* 572

Our habits, which are automatic behaviors, are formed
through life experiences, and are extremely important.
Without habits, we would spend too much time thinking
about every movement we make, and it would be impossi-
ble to accomplish the daily tasks of life, Habits can cither
245924 \hen habits are formed as a
result of illnesses or injuries, the immediate behaviors we

help us or hinder us.

adopt are helpful to us Gsuch as protecting an injury). but
long after we have recovered, these protective ways of
moving are no longer useful. Let us take the example of
walking and the potential of falling, Let us say that an indi-
vidual is afraid of falling on ice during the wintertime, He
or she may alter movements, such as taking smaller steps,
stiffening up the torso, and/or leaning forward. This new
way of walking can quickly become a new habit for the
person. During the winter months when the potential for
slipping on ice is a valid one, this change of habit may be
usclul. However, long after winter is over, the individual is
likely to maintain this habit. Fewer movement options ¢re-
ate more of a potential for falling.

in the case of individuals with Alzheimer’s, it is these
habits (or procedural memory and learned behaviors) that
help them function longer. Because the motor ability is one
of the last areas to be effected by Alzheimer's disease, indi-
viduals with this disease can often walk around Jong after
reasoning and communication abilities are gone.'” The
longer they can remain ambulatory and physically active,
the better. However, since they are often no longer aware
of safety issues around them, it creates serious coneerns
and greatly increases the risk of falling and injury.

When 1 first started to work with people with
Alzheimer's discase, 1 did not know the extent of the
help | could give to persons who were apparently un-
aware of my presence (in the traditional sense), or if they
were aware, would likely forget within minutes. In my lit-
erature review of procedural memory and learning, 1 dis-
covered that it is not necessary to be conscious, able to
remember, or recount how these skills are learned.'
This information reinforced my anccdotal experiences
working with individuals with dementia. Since the
Feldenkrais Mcthod changes an individual's habits, the
results of this intervention can produce positive and last-
ing results through the individual’s capacity for proce-
dural learning.
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THE FELDENKRAIS METHOD® IS A WAY OF
TEACHING THE INDIVIDUAL HEALTHY HABITS

It can also teach the individual to alter unhealthy and un-
necessary movements and find more comfortable and offi
cient patterns. The results of these more efficient patterns
can help the individual to move more freely dessening the
risk for falling). improve attention spun, alertness and com-
munication skills, breath casier, and sleep better The indi-
vidual. no matter what the diagnoses, begins to enjoy an

22427

. T |
cihanced quality of life.

Eve’

Eve, 920 was in the middle stages of dementia. She was al-
ways steepy when 1approached her, sitting with her eyes
closed and her chin resting almost on her chest.and com-
plained that she was too tired 1o move. My acknowledge-
mentand empathy with Eve's compliints of fatigue set the
foundation for trust between us. Even though she did not
recognize me from session 1o session, she was willing to
work with me. especially if 1 told her she could lay down.
Eve was verbal, and could ask questions, which she would
repeat frequently throughout our time together. A com-
mon one was to ask me why I was there with her, and if 1
told her it was to help her walk better, she would ask,
“Why? Am I having trouble walking?”

For walking, Eve used her walker, hunched over and
leaning on her elbows and forearms. She required moder-
ate assistance in (ninsitioning from sitting to standing,
practically pulling over the walker teving 1o pull herself
up. She was reluctant 1o let go of the walker when she
necded to use her arms and hands for an activity, such as
washing her hands | began to see Eve because the nursing,
home statf was increasingly concerned at her risk for inju-
rious falls.

Our first session, we worked together while she rested
on her back in her bed. with onc leg straight and the other
bent at the knee with the sole of her foot on the bed.
(Feldenkrais Practitioners commonly referred to this as the
“suanding foot.”) [ tiught her how to push into her stand-
ing foot and fteel the movement transmitted through her
spine. Each time she pushed her foot down onto the bed, |
positioned my hund under her spine in a specific arca so
that she could feel the movement there. We worked also on
twisting in her torso and casier hip movements. Afier the
session. Eve stood up from sitting with less eftort and little

*Pledase note that all names fase been changedain ths arcle to protecat
confidentiahin

help from me. She stood upright and walked without rest-
ing her elbows on the walker.

Eve’s ankle was slightly swollen at our second session. 1
continued to work with her lying on her back, and teach-
ing her 1o push through the bottom of her feet in order to
lengthen her spine, as in last session. After the session, Eve
again walked more easily, and stood without holding onto
her walker to use the toilet and wash her hands. Her ankle
swelling was noticeably less.

During subscquent sessions, we explored  shoulder
blade movements and their relationship to her ribs under-
neath them. We also revisited the same themes from the
first two sossions, incorporating how she used her ankles
when her feet made full comtact with the floor. Eve was
learning (o sit more casily on her sitting bones, therefore
making it casier for her 1o support her upper body weight
in both sitting and standing.

I began 1o sce a pattern with Eve. Prior to sessions, she
was always sleepy and required some assistance to stand
up or sit down. After cach session, she could always stand
up or sit down with little or no assistance, and her alert-
ness and energy level always improved. For one particular
session, Eve was in a group activity where they were play-
ing music and singing. Our session together that day was
about being aware of the group while simultancously do-
ing a gentle hands-on lesson, helping Eve to sense and fecl
herself in the context of a social situation. As the session
progressed. she became more alert, opened her cyes, sat
more upright, and began tapping her foot 1o the music be-
ing played around her. According to the staff, that was a
first time.

lee

An example of how procedural memory works can be il-
lustrated by my experiences with Lee, a 92-year-old man
with advanced demena. Although | worked with Lee
while he was sleeping, his waking actions and behavior
changed. Because of Lee's constant need to-walk.” coupled
with his aggressive behavior, it was a challenge to initiate
our work together. When | tried to get him to sit down or
lay down, he complained and sometimes loudly told me to
get away, Therefore, I decided to work with him during his
frequent map times.

Lee had g habit of walking constantly. He walked bent
over with his feet and hips turned outward, and had a wide
stance. He held both arms close to his sides, with his ¢l
bows bent and with no arm swing. He was unablce to move
isolated arcas of his torso; therefore he did not turn his
head to look at something next to him, but turned his
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whole body. Lee no longer had awarencess of his personal
safety or the ability 1o reason. Therefore. he would get up
from his bed immediately after waking up and start to
walk. He sat long cnough o cat.and then stood up to walk.
He would decide 1o sit down without looking to see
whether there was a chair o sit on, partially because he
did not have this safety awareness, and partially because he
did not have the capability to rotate his body. As may be ex-
pected, Lee fell alor,

Learning to differentiate movement patterns

103 healthy person wanted to look at an object next to him,
he would have a choice to move in numerous ways. He may
choose to turn only his head, maybe. move part of his shoul
ders as he twisted. or possibly he would pivot and turn on
one foot tis these choices that make movement “differenti-
ated ™ The choice made would depend on the situation.
For eximple, if an individual is walking and sces someone
he knows across the street, he can simply turn his head 1o
look and greet the person, or also turn his shoulders toward
the person. He cin continue to walk on his path, or pivot to
wilk toward the person. Either way, a person capable of
more difterentiated movements will have the option to
nuke the choice Lee did not have these options avaikible 1o
hint His movement patterns were “undifferentiated ”
Through gentle movements while Lee was laying on his
back or side. the first several sessions we explored move-
ment ot his pebvis and spine. | focused on Lees” ability o
move in diagonal patterns, to create a relationship between
his right shoulder and feft hip and vice versa, lengthening
his spine and fearning to twist his torso better. During our
sossions, 1 could see that his breathing started to expand in
his chest. | continued to explore upper torso rotations, in-
cluding head turning, shoulder blade differentiation (im-
proviag the ability to move his shoulder blades independent
of his ribsy. and connecting movements of the ribs and chest
o movements of upper spine.all while Lee was asleep.
After the third session. Lee stopped Galling while walking,
Although he sull exhibited rigid movements and difficulty
moving his arms away trom his body. he shifted weight a i
tle more casily and twisted betier in both directions. Lee re-
mained tdl free for several months, until he stopped

watking owing to a sore on the ball of one of his feet.

Connection between procedural memory
and emotional memory

Individuals with Alzheimer's disease recall positive emo-
tional stimuli 7 It would stand to reason that the positive

_Alzheimer’s Care Quarterly  October/December 20006

cmotions encountered through the gentle touch of the
Feldenkrais Method would create 2 positive emotional
memory and help establish trust, even if the emotional
stimuli could not be consciously recalled in the advanced
stages of the discase. Although most of the clients | see
with Alzheimer's disease seem to retiin new movement
patterns from session to session, some of the movements
that scem to be lost are quickly regained in the next ses-
sion. | believe this is possible, in part because of the link
bertween mind and body, aided by the individual's emo-
tional memory. Any time we work with our body it affects
our mind, and when we effect changes in the mind, it af
fects the body. ¥ #22% 247 £4e this reason, although proce-
dural memory and emotional memory are different skills,
they cannot be separated. T believe thar the procedural
learning capabilities and the emotional memory work
together 1o allow these individuals to build upon past
SCSSIONS.

Initially, when Lee would wake up and 1 was with him,
he told me o get away from him and only his private care
specilist could convince him o let me continue. This
would happen several times during a session, and then he
would go to sleep again. After several sessions, if he woke
up while I was working with him.after he was reminded of
what | was doing. he would go back 1o sleep instead of get-
ting angry. He clearly did not remember who | was or why
I was there, however after a while, I could ask him to lic
down for our session. and be would do this with minimal
cncouragement. As soon as Dbegan to touch him, he would
settle down and remain quict for most of the session. | be-
licve that he liked these new movements,

Lee's ability to feel increasing comfort with my presence
and touch is an example of learning through his emotional
memory, | believe that this emotional memory accounts
for this consistency of the feelings and behaviors the touch
brings up. As with Lee, T am often able to see a person who
is combative initially and through repetition will gradually
aceept my gentle presence because of the trust that can be
established.

How is the Feldenkrais Method different
from traditional therapy?

Studies have shown that individuals who participate in the
Feldenkrais Method are more likely to obtain better bal-
ance, relief of negative symptoms such as pain, and gain a
better sense of well-being and confidence than groups re-
ceiving traditional therapeutic interventions, 0592027
There are many arcas that distinguish the Feldenkrais
Method from other interventions. It is not an exercise



program. stretching, mussage. or considered therapy (re-
mediation of a health problem). The individuals we work
with are our“students” because of the learning that occurs
during sessions. The body's movement stimulates the indi-
vidual's brain, whether the person is moving actively or
passively. The Jearning occurs when new patterns of
movement are formed, keeping in mind that learning is not
always conscious, > ¢ 74

Learning happens instantancously under the right cir-
cumstances. For example, have you ever struggled with
learning something new, only to put it aside and when you
return o it vou are successful? Ah hat That is how it is
donc. vou may say to vourscelf, and after that you wonder
how vou had not understood before. The awareness of the
learning has happened at that moment and once this hap-
pens, the individuad can stop thinking about it. From now
on. the learned intormation can become habitual,

Another distinction is that a traditional therapist meis-
ures and treats joint range of motion and muscle strength
deficits by isolating particular joints and muscle groups.
Many individuais who experience pain or range of motion
deficits are actually expericneing movement limitations in
arcas other than that of the deficit. Range of mation.
which is pedformed by therapists, is often stretching the in-
dividual and can cause discomtort. Although we work with
the individual's range of motion, we do not stretch mus-
clesTo the contrary, using gentle movements we move the
person in the direction and within the range that he or she
is able 1o move, keeping it pleasant, so that muscles can al-
fow him or her to release unnecessary and chronic wn-
sions. The increased ringe of motion occurs because the
cntire body is sensing and acting as a more integrated
whole selr. ' 47

Dr Feldenkriais emphasized that our skeleton was meant
1o support us and our muscles and connective tissues were
meint to move us from phice to place and not intended to
be in a continual state of contraction. ™' The Feldenkriis
Method provides kinesthetic experiences that teach the in
dividual 1o distribute movemems of the skeleton more
evenly, resulting in better range of motion. For example, if
a person is hunched forward in his walking, he would be
unable to let go of certain muscle groups because he
would have the constant need to use these muscles to hold
himsclf crect. Howeverif the same person were w learn to
allow his skeleton to support his weight, less muscular
contractions would be necessary. This would allow the
person to move more pow erfully with fess muscular effort
and less wear and tear on all connective tissues.” 7%

Keeping it pleasant and in the present moment are
aso unique to the Feldenkrais Method. The person at
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the advanced stages of Alzheimer's disease hias no mem-
ory or retrieval of past events or people. They also have
no future in their awareness. All they have is the present
and their present needs to make sense to them! There
are times when traditional therapies may be too painful
or demanding, leaving the person feeling afraid, frus-
trated. or defeated. The individual with Alzheimer's dis-
case cannot comprehend these goal-oriented sessions.

Dina

The principles of keeping the present pleasant and work-
ing within the comfort level for range of motion deficits
can be demonstrated with Dina, an 83-year-old woman
with advanced Alzheimer’s discase, Parkinson's discase, de-
pression, and cataracts. | started to see her due to her
swollen knees, which she was unable to straighten past
90° for the past 2 years.

Dina had been receiving traditional therapy in which
the intervention included straightening the knees and
placing weight on top of them. Dina would cry from the
pain of these treatmients. She could not make any sense of
it Only that she was in pain! It should be no great surprise
that Dina made little progress and the nursing staff be-
lieved 1 could be of benetit to her.

Dina sat in 2 wheelchair pushed by others. She required
2 staff members to transfer her to and from her wheel
chair. When statf members would transfer her, they held
under her arms and Dina would immediately Bift her legs
and hand over her total body weight. She did not rest her
feet on the tloor, even in sitting. Dina had difficulty lying in
all positions. When she fay on her back, her lower body
wwisted to the side. When she lay on her side, her upper
body twisted behind her, and with her legs bent, only her
heels touched the bed, the rest of the foot pointing toward
the cetling. She stayed where she was placed and in the po-
sition she was placed in. Dina was unable w0 point o
body part and say it hurt her.

When I began 1o work with Dina, I had to wonder what
would be the best course of action for her? 1 did not know
whether | could get her o straighten her legs after so
much time had clapsed. It was possible that she could
wialk, but her dementia was so severe that she would walk
without regard for her safety. It became evident within the
first session that this woman needed to be able to rest
more comtfortably in all positions. This would allow mus-
cles that were habitually contracted to release and allow
tor new movement possibilitics during subsequent ses-
sions.*” | began to focus on exploring possibitities for
more mobility in her ribs and spine.




After the first session, she was able to lic more fully on
one side. After another session, Dina was able 1o rest her
shoulder blades and pelvis more evenly when she was on
her back. With her knees resting on 2 roller, she bent them
atsabout 1307 of extension.

After subsequent sessions, Dina could rest more fully
and easily on her back with her knees bent and her feet
standing (feet weight bearing more fully underneath hee).
Depending on the day, she began to follow simple direc-
tions to change positions while in bed. Dina began reach-
ing with her arms more casily, and whecling heeself in her
wheelchair using her feet, After the dth session, later that
same day, staff at the nursing home told me that she stood
up by herself and stayed standing for about 4 minute. Five
months after our sessions were completed. Dina still as-
sisted in transters by stunding with verbal and physical
cues and some assistance.

It was several sessions before Teven attempted to move
her legs around. T knew she would be too goarded and
afmiid. However, the progress she made in her ability o
strtighten out and weight bear on her legs when 1 did not
cven touch them is an example of how the area of per-
ceived involvement is not always the root of our problem.

Dina sometimes thought 1 was her daughter or her
daughter's fricnd. and et her believe this. She would talk
about things with me that only made sense to her. but |
happily responded to her questions, which did not neces-
sarily make sense o me. | kept her engaged. in any way
that 1 could This was her reality. T would not be able to con-
vince her that it was not reality,so 1did not try 1f she asked
me how the party was, old her it was great I she asked
me how long people were there, T told her what 1 thought
would make her happy. Often. making up answers scemed
to calm her down, For me, the purpose was to keep heren
gaged and comfortable and present so that 1 could work
with her Regardless of the content or the logic of our
conversation, it was her way of reaching out and offering
her trust.

Expectation and exploration: Geals and quality
of life. Who decides on quality of life?

In traditionu! therapy, based on a specific evaluation, the
therapist geacrally determines the goals and makes recom-
mendations as to the goals or outcomes they would like to
see oceur. In the case of an individual with Alzheimer's dis-
case, since the person often cannot communicate these
goals, the therapist and team decide them. In the
Feldenkrais Method, we think about improving function
and the quality of lite, but the persons determine what is
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important to them, nonverbally, maybe not even in their
conscious awareness. 2

I was made aware of this carly on in working with the
people with Alzheimer's disease. My first thought about
what { could do to help these individuals was to help them
move better, improve their balance, and decrease the risk
of falling. T quickly learned that even without goal setting.
cach individual received a personal experience and got
out of it what he or she needed.

Gail

When 1 first saw Gail, 1 worried about her possibilities, but
Gail is a good example of a person’s ability to determine
the outcome that was important to her. She was 76 years
old. had suffered astroke 2 years prior, and had a diagnosis
of anxicty, depression, Parkinsondike symptoms (became
worse with anxiety), and dementia. Gail had severe con-
tractures (deformity in the joints causing inability to move
them) in both ankles and wrists and severe tremors in her
left leg and left arm. Gail had no visible independent func-
tioning. She was wheelchair bound, unable to bring her
hand to her mouth, unable 1o swallow or speak, and she re-
licd on a feeding tube. Gail required head support in sit-
ting, and her head remained rotated slightly toward her
left. She did not tuen her head, and responded very little to
the outside world. Gail's daughter had been given little
hope about the possibilitics for her mother, but remained
optimistic and became enthusiastic when she learned
about the Feldenkrais Method.

Gail's response to me varied depending on the day. On
one day, she might like when 1 gently moved her shoulder
blades and upper spine because when 1 did this, | could
sce that her breathing changed and her ribs started to ex-
pand more. At other times, she clearly preferred that | ex-
plore movements in other arcas.

It became evident that she welcomed my visits although
what she responded to changed from session to session.
Guail's contractures did not change much, however, she was
able to control her tremors with a verbal cue and gentle
hand on the leg or arm that was trembling. She gained the
ability to turn her head slightly past midline to the right.
She answered questions with a nod and eve contact. Gail
lcarned 1o communicate in a way that staff and family
could understand and they could communicate with her.

1 could never have planned that outcome with Gail. She
was able to accomplish a goal that was her priority and im-
portant to her.

There is not always a pattern or traceable way to predict
the outcomes of a session, Generally, when a person’s

Qct ()hg r/ D ee cqm“hcr 20006




strengths are recognized and buailt upon. then positive
changes happen. However.what if the person we are work-
ing with docs not want to nrtke chianges? What it our good
intentions to help someone are really causing that person
more distress? 1 really began exploring this question after
working with Alan.

Alan

Alan, 92, with Parkinson’s discase needed total care. Te
hardly moved. had litde apparent energy. and when he
spoke. he was difficult o understand beciause he was
barch able to move his lips.{ worked with him 3 times lor
very short periods, twice while he sat reclined in his
wheelchair and once when he rested on his back, i his
boed. The nursing home staff was excited about his
progress. He was his old ornery self again and able to speak
more clearty, However, st was disappointed when he re
fused turther sessions. He said that T had hurt him. (Alan
did not have dementia and was able to make all of his own
decisions regarding his cire) Mayhe. Alan had accepted his
condition and limititions and he did not want change.
Maybe. the change happenced too fast. Maybe he learned 1o
feel things again and that was 1o painful T began to gues-
tion what i person wants and needs in the ater stage of his
lite and at a later stage of o discase. This made me raedly
think about how we must be circful not t put our own
vilues onto another person. even it we are intending 1o
help them. Our goals for them may not be their goals. Alan
taught me a ot
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