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aby B arrived at my door in the arms
of his soon-to-be foster mother.  B had

been deserted at birth.  His mother had left
him atop a dipsy dumpster, his mouth
covered loosely to muffle his cries.  Fortu-
nately, the police found him after several
hours and were able to resuscitate him.  He
had been in a foster home with several other
children before his foster mother met him.
She was in the process of adopting him.
Baby B was a beautiful little boy with olive
skin and dark brown hair.

Baby B was three months of age that Febru-
ary.  His development was delayed in many
respects.  I am always careful in assessing a
child’s progress because even with “nor-
mal” babies, there is a wide variation in the
amount of time needed to develop certain
skills.  If you observe three different babies
of the same age in a group setting, it quickly
becomes apparent that cultural, genetic and
environmental factors play strong roles in
determining when these skills are acquired.

The most striking characteristic about Baby
B was his extreme muscular tonus.  His
facial expression was one of fear, his hands
clutched in tight little fists.  He would not
maintain eye contact, and would focus only
briefly on objects in the world around him.
Baby B did not like to lie on his back.  Per-
haps he associated it with the desertion;
perhaps it was uncomfortable.  I suspected
that both were true, and attempted to make
the little guy as happy as possible.  For
several of his initial visits, he sat in his
mother’s lap for his lessons.

It is a very special privilege to work with babies.
As I touched him, I found myself simply seek-
ing ways to be agreeable, ways to “go with”,
ways to develop rapport, ways to create trust.
Erikson defines the first year as instrumental in
the development of trust versus mistrust.
Rarely is an infant unable to get his most basic
needs met.  Unfortunately, Baby B was one of
those rare cases, and it was no surprise that he
was quite tentative and unsure.

I began by softly talking to him as I touched first
his feet and then his legs.  His eyes would rest
on mine only briefly before he looked away.  I
let B and his mother know that he was in control
here.  My role was only to provide the possibil-
ity for new ways of interacting with his environ-
ment.  At the end of the first twenty minute
session, which consisted of playing with his legs
and feet and talking to him, I had him smiling.  I
knew that we had made some progress.

During the second session, his mother told me
that every time she put B down he cried. He
didn’t like to be on his back or on his stomach.
He seemed fine on his side, but mostly he just
wanted to be held, which was understandable.  I
again worked with him on her lap.  This time he
was cradled in her arms so that I was able to
contact his head and neck.

I discovered that there was a great deal of com-
pression in the occipital region, which would
explain his dislike for being on his stomach.  I
gently felt along the cervical vertebra hoping to
create lengthening there.  Initially, I created
reasons for him to turn his head and look in
various directions, then I just let my hand sup-
port his head.  Concurrently placing my hand
under the lumbosacral region, I waited.  I felt
him wiggle and grow longer.  He became still.  It
was if he was listening to the changes in his
body.  It was one of those wonderful “wow!”
experiences, and he seemed grateful.

Sure enough, B’s mother reported that he was
able to lie on his stomach after this session.  She
was quite excited about it.  I thought we might

Baby B
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try working in this position.  His whole de-
meanor had changed, and I felt we could
move along more quickly.  As I said before,
Baby B had hypertonicity.  If he didn’t like
something, he would arch his back and tense
every muscle in his body.  Most babies at this
age are soft and cuddly, but he was like a taut,
chubby wire.  I knew that this would change.

We placed him on his stomach, and I gave
him what I refer to as the swim lesson.  He
had one throttle leg, which he liked to sort of
push off with as if he were starting a motor-
cycle.  With this leg raised and pushing off of
my hand, I worked gently down his spine,
softening the extensor muscles.  I then came
back up the spine and lifted under his head,
alternating sides.  Now that the prone posi-
tion was comfortable, this lesson was easy for
him, since extension was his “thing”.  I knew
that when we did a flexion lesson this might
not be the case.

Each week I was seeing a different baby.  He
was obviously enjoying his lessons and his
mother said he expressed excitement on the
trip over.  I must say she was a real gem.  I
gave her Brazleton’s book on three babies to
alleviate any fears she might have regarding
developmental delays.

On Baby B’s fourth and fifth visits, I began to
work with him on his side, trying to induce
rounding in the back.  In the supine position, I
helped him gain visual access to his feet.  We
played with placing objects to his side to
begin to get him to look and then roll to his
side.  In the beginning, I assisted him in this
movement.  His legs softened considerably as
we did this.

At five months he was taken to a child devel-
opment specialist.  There was concern over
his muscular tonus and its effect on rolling.
By six months, many children are rolling first
from back to front, and then from front to
back.  The specialist’s report spurred me on.  I
began the next lesson by inducing flexed
positions with the soft roller, followed by side

bending and encouraging mobility in the rib
cage.  B rolled on his own, delighting in the
new feeling.  After rolling, he was soon able to
sit unattended.

When B first came to me, his body was hyper-
extended, his legs were externally rotated and
his arms were splayed out at his sides.  He
had changed so much in such a short time, yet
I had to continuously remind myself that I
couldn’t hurry him.  I will never forget the
day I looked down at him and saw that he
was staring right at me, looking deep into my
eyes.  He held me fixed like that for quite
awhile, and I was the one who finally looked
away.

I was still concerned about Baby B’s inability
to bring his arms midline.  In order to crawl,
he would also need to find his knees!  I began
offering proprioceptive feedback through his
knees to his pelvis in an attempt to activate
the hip flexors, while providing motivation to
bring his arms midline.  I did this first with
him in a supine position, then in a prone
position which added the component of
weight bearing.  Consideration for head
positioning was maintained through vocal
stimulation or the location of his toys.

The knee lesson must have been perfectly
timed, because his mother said he was push-
ing up to them immediately after the lesson.
This was at his ninth month, and progress
was becoming quite rapid.  B was crawling
before we knew it, first homolaterally, and
then contralaterally.  Some of these tasks
required real effort on his part.  He would
sometimes arrive exhausted after a night of
practicing in his sleep and keeping his mother
awake with his tears of frustration.

Although Baby B continued to be delayed by
about four months, he advanced through each
stage to walking.  At that point, he was off
and running!  He continues to be on target
now and is a delightful little boy.  His mother
calls me often to thank me and to keep me
posted on his progress.  ■
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chose to write about one of my music
students because they make up at least a

third of my practice.  I have found my own
way to combine my experience as a concert
pianist and music coach with my work as a
Feldenkrais practitioner.  For a performing
musician, the musical idea is the intention
that organizes him or her to act.  In turn, the
habitual organization of general, daily actions
affects the organization of the musical idea.  I
go back and forth between these two open-
ings, judging at each moment which will be
more effective for learning.

I think that my work with musicians re-
sembles the work that has to be done with
actors.  The musician, like the actor, has to
acquire the skill of constantly changing  her
habitual organization in order to take on the
emotional make-up of the composer at the
time he wrote the piece.  Three major areas
dominate my thinking when I work with
musicians: balance and breathing, developing
the kinesthetic sense, and developing a musi-
cal imagination.

Heather came to me with pain around both
elbows, in her neck, and in her left shoulder.
She had endured this pain for close to three
years and had gone through extensive physi-
cal therapy.  The pain was diagnosed as play-
ing related, so for two years, the work of the
therapist had been to analyze her stance and
fix her in the right position to play.  The pain
in her elbows was reduced, but the pain in her
neck and shoulders increased.  She was not
able to play for more than half an hour at a

Heather
Aliza Stewart
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time without experiencing pain.  When she
went back to her teacher and her physical
therapist, they told her that she now had
perfect posture for playing and that there was
nothing more they could do for her.

Heather had received her Masters degree
from Indiana University, one of the best music
schools in the country, and was at the time
enrolled in an Artist Diplomas program at the
Peabody Institute.  She studied with the best
viola teachers in the country, and was prepar-
ing herself for a career in one of the major
symphony orchestras.  I expected to hear an
accomplished violist, but to my great aston-
ishment, she played very badly!  She did not
play in the way that a good player plays
when she has a bad day.  Instead, she played
as though she was an extremely untalented
freshman.  The discrepancy between her level
of playing and her aspirations for the near
future seemed considerable and could per-
haps have explained her injury.  I called her
teacher, who assured me that she had played
a wonderful audition, but now, in her lessons
with him, she played poorly.  He did not
understand the inconsistency either and had
no idea what to do.

Pain was not the reason that she had played
so badly for me.  She could play for about half
an hour before the pain set in, and I listened
to her for only 5 minutes.  What was it that
made her performance so terrible?  I had alot
of experience with performing and audition-
ing, and alot of experience with other per-
formers, injured and not injured; but I had
never before encountered a musician who,
when playing for someone of authority for the
first time, would not try to show her best,
regardless of pain.  If the pain was too great
for them to play, they would simply not play
at all.  Heather’s choice to present herself to
the world in such a bad light showed her
desperation and her low self esteem.  Her
clothes were shabby and neglected, she told
me that she was anorexic, and she smoked
and coughed constantly.  From bits and pieces
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of information she volunteered, I understood
that there were issues of neglect and abuse at
home.  Later on, when we had established a
trusting relationship, I suggested that she see
a therapist.  She did, and the improvement
after about 6 months was amazing.

I asked her how she was practicing, and she
went into a long description of how she
analyzed every little movement of the chin,
the hands, the bow and the fingers.  She
would change shoulder rests and chin rests
every day and had tried all the different
models available.  All of them felt good for
the first 15 minutes, and then stopped work-
ing for her.  She looked for detailed instruc-
tions about how to make each sound.  Her
teacher was worried about the injury, and
was easily pulled into this kind of compul-
sive thinking.  They both left out completely
her organizing need for musical expression.
This left the rest of Heather, the artist and the
person, out of the picture.  Her playing be-
came a series of carefully shaped, isolated
moves that produced angular, meaningless
music.

The situation reminded me of one of the
segments in the “Medicine Man” videos.
Moshe describes an old man standing with
“bad” posture and getting directions on how
to better it by moving different parts of
himself to the “correct” place.  The result, of
course, is comical; and Moshe proceeds to
explain what will happen if the man thinks
about having to move in all cardinal direc-
tions when standing or walking.  Observing
Heather, I felt that my role was to let her
understand the musical equivalent of being
able to move in all directions and, simulta-
neously, to teach her about dynamic posture
that would enable her to move freely with the
instrument under her chin.

Heather told me that she used to play almost
standing on her toes.  During her work with
her physical therapist after she was injured,
the main goal was to put her back on her

heels.  There was no thought given to why
she stood on her toes when she played,
which had more to do with trying to control
the sound than with posture.  Music is con-
stantly propelling forward in time.  Heather
did not know how to produce this sense of
movement in the sound because of her ha-
bitual way of producing sound, so she pro-
pelled herself forward to express the excite-
ment she could not express in sound.  Now
she was told to stand back on her feet, which
she did faithfully, almost to the point of
falling backwards if nudged, but still trying
to propel the music forward! The conflict
caused her painful tension.

Our first lesson was on sitting.  She needed to
learn to differentiate her hip joints while
flexing and later on, while extending.  She
was introduced to the idea of shortening one
side of the torso while lengthening the other,
and to the graceful quality with which it
could be done.  I then supported her folded
arms with mine and, with her head resting on
her arms, moved her in flexion, in extention
and then in rotation.  Eventually, I brought
her arms and head to a position where her
eyes could look at the horizon and had her
leave her head there and let her arms come
down and rest on her knees.  This gave her
the feeling that she could be tall with her
arms hanging down freely at the same time.
Then I taught her to come from sitting to
standing so as to bring her back more for-
ward on her feet.  I noticed that when she got
up, she settled into a place from which she
could not sit or walk without preliminary
reorganization.  There was, in her image of
herself, a special standing point that did not
move into walking, and I worked with her to
feel and change it.  Finally, she walked with
the viola while playing, lifting it up, bending
down and turning.  She started getting the
idea of what Dynamic Posture meant.

During the next lesson, we worked with the
same idea of coming to standing from sitting,
but this time I used rollers under her feet and
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alika told me about one of her students,
“K”, who was of Arab origin.  She had

been working with her for two months because of
a serious road accident three years before in
which, as K explained, her pelvis was “smashed”.

Since the accident, K had complained of persis-
tent pain which limited her movements.  The
doctors claimed that the fractures had healed well
and that her complaints were unjustified.  Accord-
ingly, she was granted a very low percentage of
disability.  Despite the accident, K became preg-
nant and gave birth a year later.  However, the
traditional roles in the family were disrupted.  K’s
husband, who worked to support the family, had
the added responsibilities of running the house-
hold and taking care of the child, since K was
unable to make such simple movements as bend-
ing down or lifting the child.

Dalika’s Report:

K came to me because she was suffering severe
pain in the right pelvis, which limited her walk-
ing.  The pain was mostly in her right hip joint
and pelvis, and limited her movement in that
area.  Her mobility was further curtailed by the
fact that almost any movement in any part of her
body caused pain in that area.  Attempting to
move any limb resulted in sharp pain.  Taking
into account these factors, I decided to work
initially on her face only. Concentrating on her
face without pushing or pulling her head calmed
her whole system and took away the threat of
pain. K began to trust me, which encouraged me
to continue to work locally, on the periphery of
her body.

In the next lesson, I worked locally on her
left foot, the left side being the side on
which she felt no pain.  Every attempt to
extend the movement upwards was met
with pain and resistance, so I stopped.  I
continued in this way, working on her
shoulder, hand, etc.  Because I was very
concerned about causing her pain and
avoided taking any action which could
be painful for her, I managed to gain her
trust.  This allowed me to proceed by
extending the work to other limbs which
I could move without any connection to
the whole skeleton.  When she was sit-
ting up at the end of the lesson, I raised
her vertebrae one by one in the direction
of her head.  This allowed her to breathe
deeply, which had not been accom-
plished by any other means.

I felt that it was important not to cause
her any pain because pain leads to con-
traction, and learning is impossible in a
state of contraction.  At this stage, when I
felt that I had done everything in my
power to avoid causing pain, but had not
managed to integrate the movement
within the skeleton, I approached Rachel.

Rachel’s Report:

 Before K arrived I looked at her X-Ray.  I
could see the fracture in the right aceta-
bulum and fractures on either side at the
back of the pelvis and in the 4th lumbar
vertebra.  The meeting with K began with
a long talk, during which I let her de-
scribe to me what had happened, how
she was functioning and what was trou-
bling her.  I then asked K to stand up and
walk.  She walked with the aid of a stick
held in her right hand, showing very
little movement of the pelvis.  She
walked slowly, one step at a time, closing
her feet together at the end of each step
instead of the usual alternate leg motion
used in regular walking.

Breakthrough:

Rachel Elazar

D
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Gradually, I increased the movement of the
pelvis a little. K, who was now busy noticing
other places that were moving and paying
attention to her breathing, did not complain.
In this way, K was able to change the cycle
from pain - fear of pain - no movement - pain,
to identifying processes of movement and
breathing in different places.  This enabled her
to reduce her fear of pain by concentrating
less on the pain and the fear.  At the end of the
lesson, I asked K to turn on her other side, and
for the first time in three years, K lay on her
left side.  She gave a wide smile and expressed
her surprise.  When she got up and began to
walk, she took steps using her legs alternately.
This was very different from the beginning of
the lesson, which I perceived but  which she
did not notice.  I asked her, “How are you
walking now?”  She replied, “One leg after the
other.”

At the beginning of the second lesson, I no-
ticed that K was sitting with her back slumped
behind her ischial bones.  She was looking
down.  I took advantage of this position and
asked her to roll her pelvis further back and
then forwards so that she was sitting on her
ischial bones.  After she had done this several
times, I began to talk.  When she rolled her
pelvis forwards and sat up straight I said,
“Now you are taller.”  When she rolled her
pelvis backwards I said, “Now you are
smaller.”  I asked her to pay attention to her
head and eyes, and only when she raised her
eyes so that she was looking straight in front
of her, did I say, “Now you are looking
straight in front of you.”  I then added verbal
suggestions to the motor actions.  When she
was sitting upright on the ischial bones, I said,
“Now you are tall and you can accept respon-
sibility.”  When she was sitting in a slumped
position behind the ischial bones I said, “Now
you are small.”  K smiled and seemed to
understand the point I was making.

After this opening, I asked K to lie on her
back.  I looked at her right hand.  I picked it
up and began to make opening and closing

I realized that there were two cycles of fear
and pain going on.  The first was Dalika’s fear
of K’s pain, especially since the method em-
phasized working without pain.  The second
was K’s cycle which constantly repeated:
pain - fear of pain - no movement - pain - fear
of pain - no movement, etc.  It was clear to me
that, without a mental shift on the part of both
Dalika and K, no learning could take place
and no changes would occur.

I asked K in what position it was most com-
fortable for her to lie, and she said she was
used to lying on the painful side.  In the three
years since the accident occurred, she had
never once lain on the other side.  “Lie how
you feel comfortable,” I suggested to her, and
she lay on the right side, the painful one.  Her
legs were almost straight, and it seemed that
it was an effort for her to lie on her side.  I
asked her what she could do to make it more
comfortable for herself, and suggested that
she bend her knees more to see if that made it
easier for her.

I began to raise her vertebrae from the lower
part of her spine, vertebra after vertebra, from
the direction of her head down, with the
gentlest movements.  All the while, I was
thinking about her being upright.  Her back
lengthened and she began to breathe deeply.
Then I gently put my hand on the top of her
left pelvis.  K complained of pain, but I let my
hand remain there and asked K what would
happen if it hurt. “It’s not comfortable,” she
replied.  I still left my hand there imagining
that I was moving her pelvis backward and
forward.  In fact, it was completely without
any movement at all as Dalika, who was
present, pointed out.

K continued to breathe deeply and to com-
plain of pain. As I felt the tension lessening
beneath my hand, I began to draw her atten-
tion to her breathing, its influence on the
sensation in the painful area and on differ-
ences where movement was beginning, such
as at the front and back of the lower rib cage.
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movements, after which I put her hand on her
right groin.  “I don’t like to touch myself”, she
said. “Why not?, “ I asked.  “It hurts”, was her
reply. I laid my hand over hers and let it stay
on that very place.  Gradually, I began to
sense that the area was beginning to loosen
and widen and to have some movement.  I
drew K’s attention to this.  “Yes”, she said,
“It’s better, but it still hurts”.  “What color
would you paint the pain?” I asked.  “Gray”,
she answered.  All this time our hands stayed
together on her right groin.  I said to her,
“Imagine that our hands are diluting the gray
and allowing it to flow into your thigh and
then down to your leg and out through your
toes”.

I noticed that during this process her leg
lengthened and her foot changed direction.
This phenomena became stronger until, at the
end of the lesson, I pulled her head and
lengthened it as if she was hanging from her
head (though still in a supine position) and
both her feet were taking the weight of her
body equally.  Then I asked K, “If I raised the
head of the bed to a vertical position while
you were in it, can you imagine what would
happen?”  “I would stand”, she replied.”
“How would you stand? Would you put more
weight on one foot?”, I asked.  “No, I would
stand equally on both feet”, she replied.
When K stood up and walked around at the
end of the lesson, she  pointed out that she
was walking more easily.  Dalika’s observa-
tion of these lessons and our subsequent
conversations showed her another way of
working with pain.

On one occasion at Amherst, Moshe men-
tioned that there are two ways of getting rid
of pain.  One is to change the programming of
how a person deals with her pain.  The other
is to improve the function which causes the
pain.  In these two lessons I combined both of
these methods.  From the functional point of
view, the first lesson dealt with improvement
in the ability to lie on both sides, as well as the
improvement in walking ability.  The second

lesson dealt with improvement of sitting and
standing.  From the point of view of changing
the programming, I added verbal suggestions
only when I noticed that K consciously expe-
rienced movement.  Then, I chose my words
very carefully and noticed that asking K to
use her imagination was effective with her.  ■

hil was a wonderfully talented young
artist who came to see me with an

excruciating pain in his testicle. He had been
to the best hospitals and clinics in the U.S.,
and after a few fruitless surgeries to relieve
his pain, he was told there was nothing more
that could be done.  He had kept a positive
outlook about his situation, and felt that
somewhere there must be someone who could
help him.  He had begun trying non-tradi-
tional approaches and his search for relief had
brought him to me.

Phil was tall, good looking, extremely bright
and mature.  He had everything to live for,
but the severe pain he endured had made his
life a miserable burden.  On his first visit to
me, he gave me his rather long and compli-
cated medical history.  Behind it was a lot of
anger and great frustration with people who
had hurt him in their efforts to help him.  I
asked him to lie down, and as I began to look
at him and explore him with my hands, I
asked him when he had broken his ankle.  He
was surprised that I had noticed this, but
without hesitation he gave me the exact date
and situation.  I asked him how long after that

Phil
Martin Weiner

P
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received a call from Lillian’s husband
 stating that they were in south Florida

for the winter season, and he had heard that
there was a local Feldenkrais Practitioner for
them to see while here.  He also said they had
been told by several specialists that there was
a good chance that Lillian might have
Parkinson’s Disease.  He had heard about the
Feldenkrais Method from his daughter and
wanted Lillian to have something to ‘occupy’
her time and her mind while they were in
south Florida.  So an appointment was made.

From my window, I watched them literally
dance, side by side and arm in arm, from
their car to my front door.  They were both in
their 70’s and seemed to have a nice rapport
with each other.  As we greeted one another, I
was immediately awed by Lillian’s presence.
She was a bright and sparkling individual,
with clear blue eyes.  Her smile was open and
genuine, as if in her mind she had already
formed complete trust in me.  She let go of
her husband and reached her hand out,
gesturing for me to assist her in stepping into
my office while he continued to escort her to
my table.

After an interview, I began my first lesson by
having her sit on the edge of my table.  I was
interested in observing how she organized
herself in this position, especially where she
put most of her weight and how this related
to her standing.  My initial observation re-

Fear of
Falling
Angel DiBenedetto

I

his testicle began to hurt.  He hesitated as the
realization occurred to him that there was a
connection, and he replied, “Two weeks
later”.  I explained that the strain of his bro-
ken ankle had caused him to make adjust-
ments to his walking.  The pain was really not
in the testicle itself but in the musculature of
the groin and surrounding area.

I worked with his ankle, improving its flex-
ibility, and did some work with his legs and
pelvis so that his weight was more evenly
distributed.  After two sessions, the pain was
completely gone, and it never reoccurred.
This was only part of our work together. He
had been in pain for seven years, and during
this time, all of his interactions were per-
formed against the background of his pain.
That meant that he would not go to movies
with people because it meant standing in line.
It meant that his interactions with people
were always tinged with the color of pain.
Unless one has suffered in the way that Phil
had, it is hard to realize how pain can domi-
nate one’s entire existence.  I realized that I
needed to work with him on developing new
ways of relating to people that were outside
of the habit of his discomfort.  Otherwise, the
pain that he had once carried would taint and
destroy his life.

Phil was fascinated with the Feldenkrais ap-
proach, and began to bring his friends for me
to work with.  I used these opportunities to
develop a relationship with him and spend
more time with him discussing the nature of
people, life, interpersonal skills, feelings, and
the whole range of those qualities and abili-
ties that make us truly human.  He has
learned to take great delight in his own body
and its movements, and he is actually quite
an athlete.  Perhaps my greatest pleasure,
however, is having helped him to stand with
his own two feet on the ground without pain,
and to view the world as a wonderful and
enjoyable experiment in living.   ■
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vealed that Lillian avoided putting weight on
her ischiums; she placed her arms and hands
as props behind her and used them to stabi-
lize herself.  I also noticed that her feet were
extended away, crossed at the ankles.

When she lay down on her back, she began to
brace herself.  Her brightness had vanished,
and her expression reflected extreme appre-
hension.  Her hands and arms were curled
and flexed over her ribcage, and her head
hovered two inches off the table.  I was com-
pelled to touch her stomach, where I discov-
ered that the severe contraction of her
abdominals caused her to lower her sternum
and consequently, to keep her head from
resting on the table.  Her breathing was also
restrained, as if she were about to force herself
to get up.  Her left shoulder blade was not
touching the table, and her feet were turned
in, toes clenched.

Knowing that this position wouldn’t be com-
fortable, I asked her to lie on one side.  She
chose the right side,  and I immediately sup-
ported those places that were lifted off the
table with various pillows.  While exploring
her spine, I noticed unusual rigidity through-
out her cervical vertebrae and torso.  Through
my hands, I felt that even the slightest touch
was somewhat disturbing to her.  With this in
mind, I looked for places that felt comfortable,
then gradually attempted to differentiate her
spine, shoulders and neck in relation to her
pelvis and legs.  The results were amazing!
As she returned to a supine position, she
made more contact with the table, her head
rested easily, her coloring had become rosy,
and her breathing seemed tremendously
improved.  I began to suspect that Lillian
would reveal herself most to me through her
facial expressions and her coloring.

In order to avoid disrupting her new organi-
zation, I decided to assist Lillian by lifting her
up to a sitting position.  While she sat, I stood

before her and cupped her head and neck in
my hands to induce a precise connection to
her pelvis.  Then, I explored where and how
she sat, which ischium made a clearer contact
with the table, and how her neck and head
were prepared for her to stand up.  I noticed
that she placed most of her intent to come up
in her cervical vertebrae, and any deviation
from where she placed her head and neck in
space caused her arms to flail out, even while
sitting.  I then asked her to stand up on her
own, and within moments she expressed
great pleasure.  She reported better awareness
of her feet on the ground, and therefore had
an improved sense of balance in standing.

The spell was broken as she called out her
husband’s name, and said, “I’m finished
honey!”  He promptly appeared to reestablish
their familiar dance ritual.  They stood side by
side, arms around each another, and glided
out of my office to the waiting room as if they
were ice skating to their own music.  I de-
cided to not address this pattern for a while.
Once payment and a new appointment were
made, they proceeded to walk out the door,
arm and arm, as if this were the ending scene
in a romantic movie.  An unequivocal bell
went off in my head:  Lillian never walks
without  her husband!

Our next lesson began as a discussion with
both of them, delving into further under-
standing of how they had developed this
‘dance walk’.  Her husband said that over the
last few years, Lillian had started loosing her
ability to keep her balance while standing or
walking, which had become more and more
frightening.  He therefore helped her to get
out of bed in the morning and in the middle
of the night, and ushered her to the bathroom.
During the day, he would bring her clothes,
serve her meals, etc.  He stated frankly that he
felt exhausted by this whole process.  He was
an active man who loved playing golf, visit-
ing friends, going to bookstores and playing
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bridge.  He now felt much too concerned to
leave her on her own for fear that she would
fall and break her hip.

As part of our lesson, I had them walk side
by side once more, noticing that Lillian’s gait
was quite rhythmical.  Although there was
hardly any mobility in her pelvis, she
stepped rather lively with him.  I then no-
ticed that her husband’s gait was signifi-
cantly limber, extremely coordinated and
kind of dancey in demeanor and style.  I
interceded, as if I were someone asking a
gentlemen if I could  dance with his lady.
With savoir-faire, he stepped aside, and I
proceeded without any interruption of their
rhythm to continue the dance walk with
Lillian.  Although initially she was rigid and
unsure, eventually she seemed to feel confi-
dent that I would not drop or abandon her,
and began to dance walk with me just as she
did with her husband!

As we moved arm in arm, I observed that she
had the ability to maintain a fair amount of
balance, but verbally expressed a constant
concern that she might fall.  Gradually, I
moved myself away from our initial style of
side-to-side walking and, still keeping with
the tempo, placed myself so that I was walk-
ing behind her with my hands on her hips.  I
kept constant physical contact with Lillian,
because I found that if I disengaged for one
moment, she would stop in her tracks and
freeze.  Walking behind her with my hands
barely on her ribs, I moved so that I was on
her opposite side.

It was a fun game and we laughed alot.
Eventually, we ended up standing face to
face, holding hands, with our arms width
apart - a bit of a stretch for Lillian.  I honestly
had no precise idea of where I was going
with this continuing dance.  I had initiated
this process only as an experience to further
understand her.  She seemed confident and

coordinated until I made eye contact with
her; then she seemed to loose her timing and
balance.  I grabbed a stool and asked her to
sit down and take a rest. We followed this
with a short table FI, and I proceeded to
gather further information from her husband,
investigating her dependence on him for her
mobility.

I came away from this lesson feeling that
Lillian’s mind was as clear as her eyes.  She
lacked some sort of confidence in herself
because of family and academic experiences.
She told me that she had been continually
ridiculed and accused of being a klutz since
early childhood.  Consequently, she had lost
a great deal of self esteem and confidence.
Her attraction to her husband was partly
because he appeared so agile and proficient
in dancing, ice skating or any physical task
that required spontaneous grace.  It appeared
to me that as she developed this so called
‘Parkinson’s’,  she lost further physical capa-
bilities.  She then allowed her husband to
become her source of tempo, a link to that
world she had always longed to be a part of.
When they walked, he verbally counted out
loud, as if he were giving her a dance lesson,
“OK honey, let’s go.   And-a-one, and-a-two,
that’s right, and here we go, that’s a good
girl.”

Our following FI’s were focused on optimiz-
ing Lillian’s use of her pelvis and helping her
to feel more confident in her balance while
walking.  I gave her lessons that helped her
to initiate early developmental foot and leg
movements: crawling, rolling from side to
side and coming up to sitting.  What contin-
ued during these lessons was her constant
notion that she might fall.  Her fear organized
her movements in a way that created weak-
ness in her knees.  If you had seen a side
view of her standing, you would have ob-
served that her knees were indeed bent, her
coccyx tucked in, and her hands and arms
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out to the sides with her fingers clawing
stiffly as if she was instinctively searching for
some form of support.  Her lumbar and
thoracic spine were flexed, yet her cervical
spine was in hyperextension.  This forced her
head and eyes to look above the horizon
when she stood.

Since she was constantly concerned with
falling, she had a tendency to look down.
Instead of simply lowering her head, how-
ever, she rigidly maintained that configura-
tion which lowered her center of gravity
away in front of her, giving her the feeling of
being about to fall on her head.  Head injury
was her greatest fear.  She habitually stood
with her C-spine extended and her head
jutted back.  If she attempted to walk on her
own in this posture and happened to look
down, she would fall backwards in a startle
reflex, bringing her head even further away
from her trunk.  With arms flailing, she
would grab at anything within reach to
regain her balance.  What astonished me was
that the second she had her husband on her
arm, her tremors, spasicity, gray coloring and
expression of anguish would immediately
dissipate.  She glowed, she smiled, and with
him by her side, went cheerily on her way.

This behavior all seemed so obvious to me,
but how could I address it in FI?  If her ner-
vous system exhibited self confidence only
when she was linked to a secure and stable
person, how could I extend the competence
that she possessed then to being on her own?
How in the world could she appear to pos-
sess rhythm, tempo, pizzazz and self confi-
dence with her spouse, but loose that power
and stall the moment he attempted to disen-
gage?  The same phenomena had occurred
when this dance walking was transferred
over to me as a substitute for her husband.
Once she established that I was a reliable
source for her mobility, she continued to
perform quite elegantly.  When disconnected,

the anxiety paralyzed her to the point that
she relied on this external service for almost
24 hours a day!  I was beginning to wonder if
this really fell within the domain of the
Feldenkrais Method, and whether or not I
should recommend a therapist instead.

As Feldenkrais stated in  Body and Mature
Behavior,  there are 14 different inborn in-
stincts.  Fear or escape was the only one out
of the 14 he recognized that inhibits motion.
He remarked that when an animal is fright-
ened, its first reaction is to freeze or run
away.  A violent contraction of the flexor
muscles occurs, especially in the abdominal
region, which inhibits the antagonistic exten-
sors, or antigravity muscles.  This reaction
also brings into operation the stretch reflex
extensors which are capable of greater effort
because more adrenaline is released into the
blood stream.  (I thought to myself: this is the
reason that a mother can lift part of a heavy
car off the ground to save her trapped child.)
He went on to mention that, according to
Charles Darwin, the attitude of fear, i.e.
sinking of the head, crouching, bending of
the knees etc., are details of general contrac-
tion of all flexor muscles compatible with the
act of standing.  Interestingly, such fear in a
newborn baby can only be elicited by sharply
altering his position in space.

In Lillian’s case, the moment that her feet
supported her in standing,  she braced herself
and tensed up.  I felt that if she could learn to
flex in her cervical spine, she might be less
threatened in standing.  I would need to
eliminate the act of standing and bring her to
her most secure position.

Placing her on her comfortable side, with
pillows supporting her head and legs, I
began to exaggerate her posture, rounding
her more, shortening her front, especially in
the areas of her anterior abdominal wall and
intercostal musculature.  Then, with her in
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supine position, I gently held her head and
exaggerated her neck extensors, guiding her
chin away from her sternum, increasing the
curve in her cervical spine.  Eventually, I was
free to take the tips of my thumbs beneath
her collar bone and make contact with her
first rib.  She took a giant breath. It became
easier to move her chin closer to her chest,
her vertebrae extended in the back of her
neck, and gradually the idea of rounding
generated throughout her whole skeleton.
She experienced more length through her
spine, and commented that the contact of the
back of her skull to the table was significantly
different.

In other lessons, I extrapolated this function
to different planes of action, i.e. on her back
with her knees over her chest, lying over the
table, crawling, and rounding like a ball with
her hands interlaced around the outside of
her knees.  Once again, these lessons reiter-
ated to me that I was on a positive path, since
her experience in standing became less and
less frightening.

I remember a lesson that helped her equilib-
rium.  I had her lie on her back with a large,
firm foam roller along the vertical line of her
spine, knees bent and feet standing on the
ground.  I gently rolled her head with my
palm while she kept busy maintaining herself
from ‘falling off’ and seeking balance on the
roller.  Lillian began to comprehend that she
could maintain control while her head moved
right and left, and her eyes traveled along a
horizonal plane.  If she stiffened in the slight-
est, she would loose control and fall off the
roller.  I continued with this idea, moving her
sternum both left and right, as she discovered
that her head would need to turn opposite to
keep herself from falling off.  I was then able
to hold each knee and sway each leg indi-
vidually until she felt confident in rolling her
pelvis right and left.  Eventually, we were
able to cross one leg over the other, with the

leg she was standing on supporting both legs.
Finally, with all three sections (head, chest
and pelvis) feeling quite mobile and differen-
tiated, we experimented first with one foot
off the ground, and then the other.

Once the roller was removed and she lay su-
pine on the table, she admitted that she could
still feel the affects of the movements she
experienced on the roller, and could clearly
identify that she no longer felt like a ‘stick’.
Her self image was transformed immensely.
Once sitting she felt freer, and while standing
without my support, she could shift from one
foot to the other with confidence.  Lillian then
felt free to rotate to look around herself, to
the right and left, with her arms swinging.
She was inspired, and frankly so was I.  The
roller became the game that was less threat-
ening than standing up and feeling so far
from the floor.  Falling off the roller unto a
table 8 inches below was somehow reachable,
and through this experience, she began to
recognize that there was a distinct integration
between her head, chest and pelvis, in lying,
sitting and finally, standing.

While standing, she still bent herself at the
knees and her back was round.  I thought it
might be helpful at this point to establish
better use of her extensors.  Initially, I gave
her lots of foot lessons, providing her feet
with a sense of life, use and articulation;
allowing them the freedom to bend, to fold
and to pick up articles;  and finally the dis-
covery of her ankles and the artificial floor
lesson.  These helped her rely more on the
heels while standing, and ultimately through
her legs to her pelvis.  I chose these lessons so
that she could make better contact with the
ground through her feet and begin to differ-
entiate the movement in her hips.

These lessons helped Lillian to feel more
confident that her pelvis could carry her
away from what she believed to be her center.
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She learned how to transfer the force of her
feet by pushing them off the ground,
through her legs (when the femur is sitting
in a neutral position in the hip joint it can
bring the back into extension), to the big
muscles of her pelvis that do the bulk of the
work, into the smaller muscles that are
sensitive enough to direct that force through
even smaller muscles and bones that are
designed for sensing.

Her rather flat and weak belly and pelvis
began to strengthen as she learned to thrust
her pelvis forward and bear weight onto her
feet.  In standing, she was better prepared to
bring her arms above her head, feeling
secure that she could look up at the sky and
feel the support of her back without falling.
She could then reach away from herself in
all 6 cardinal directions without fear.  In the
weeks that followed, we had many lessons
where she rolled off a table and chair onto
the floor, falling off forward, left and right.
Eventually, she felt quite ready to drop her
arms and head heavily in standing and
come down to the ground with ease and
delight.

At some point toward the end of their stay
in Florida, she began to express her desire to
walk on her own.  There were a few lessons
where I had Lillian step onto a platform box
while facing a windowsill that she would
use as a ledge.  Before she stepped onto that
platform, she began to understand the need
of transferring her weight from one foot to
the other.  When she began to take a step up
she saw how difficult it was to lift herself off
the ground.  She would need the support of
the windowsill to push her arms up.  There-
fore, our lessons focused on how, with the
use of her extensors, she could come up in
one easy sweep by carrying her force
through her legs into her pelvis, up through
her spine, and up to her head, which inevi-
tably gave her a sense of length.

She gloried in our time together, and had an
enormous thirst for learning.  More and
more, I was convinced that her disability
stemmed from a lack of motor learning, for
she had never been given the chance to
explore herself in such a non-judgmental,
playful and practical manner.

Several times, I dedicated part of the lesson
to a consultation with her husband.  I asked
him to slowly cut down in answering to her
calls for assistance.  I felt sure that Lillian
would feel stimulated to walk on her own
within the next few lessons.  My sense was
that if she had the desire to satisfy her basic
needs for water, food, toilet and daily hy-
giene; she might, without his assistance, find
the motivation to transpose the learning of
our lessons into her daily routine.  If he
continued to serve her every demand, how-
ever, the pattern and opportunity for trans-
formation might never occur.

Walking on her own gradually came about,
although she would skid her feet along the
ground which still gave her the feeling that
she might fall.  Lifting her feet to take a step
was a long process for Lillian to comprehend.
One day, I noticed  that in the ‘dance walk’
she shared with her husband, he would place
his foot in front of hers at times to give her
the signal of stepping over an area on the
ground that had a slight elevation.  I made
note of his action and set it aside for a while.

Consequent FI Lessons were about standing
and balancing on one foot and then the other,
whereby she felt stable in each individual leg.
Learning to balance herself over each stand-
ing leg became easier.  Allowing herself to
drop her arms and feel her weight down
through her feet comfortably was a revela-
tion.  Stepping safely from one foot to the
other, shifting from the act of marching to a
more graceful promenade was paramount in
her process, and once we both felt confident
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in her initiative to go from a modality of
‘walking in place’ to one of ‘going some-
where’, she began to feel quite hopeful. We
walked forward, backward, sideways and in
circles.

Recalling how her husband placed his foot
over hers to enable her to lift her feet, I
eventually created an obstacle course with
sticks and small rollers that lined the floor
along the path of Lillian’s promenade, until
she found a way to step over them with ease.
The carpet in my Feldenkrais room had never
experienced such wear.  We had the most
profound time together.  Through her gener-
osity and trust, I felt great permission to
experiment with some rather bizarre ideas.
Each lesson was a small miracle in itself.  I
felt inspired, she felt like a new person.  I
also sensed that I was helping this individual
to gain freedom in her world of preconceived
ideas, and from the childhood conditioning
that she was a klutz.  She began to believe
that she wasn’t.

Up to this point, our lessons had been in the
isolation of my office, between Lillian and I.
She could only take a few steps here and
there.  She would then freeze when it was
time to see her husband and be taken to the
car.  Even though we attempted to have her
walk on her own once leaving my office,  she
would be too hesitant to do so without him
supporting her.  Alarms continued to go off
in my head around the issue of her feeling
incapable around her husband, so we began
to extend our lessons to the waiting room
area where her husband sat.  Gradually, she
felt more confident in walking on her own
with him observing.  We even combined
lessons where he would ‘dance walk’ with
her, slowly disengage, and leave her to
follow on her own.  She eventually ventured
down the hall to the restroom, where before
she had required her husband’s help in
getting there.

Our lessons eventually resulted in Lillian
feeling secure enough to walk on her own to
the car, down her apartment hallway, and
finally to walk on her own in a shopping
mall, a most rewarding experience for a lady
like Lillian.  The winter season came to an
end, and it was time for these “snowbirds” to
return to Canada.  Lillian and her husband
left, feeling much appreciation at having
experienced a great deal of growth.

Did Lillian have Parkinson’s Disease, lack of
self confidence or a fear of falling?  She was
medically diagnosed as having Parkinson’s.
In my opinion, had she not discovered the
Feldenkrais Method, she would definitely have
deteriorated.  She might have gradually
descended into her shell of insecurities, she
might have grown weak and eventually
required a walker, a wheelchair, or perhaps
finally, a nursing home where she would
have faded away.  Her friends and family
would have said, “Poor Lillian, she died from
Parkinson’s Disease”.

I haven’t seen them in a while.  While writing
this case study, I felt the urge to call their
northern home to get an update on their
lives.  Lillian is active in her day to day life.
Although she doesn’t get around a lot, she is
able to go to a movie, go shopping, play
cards with her friends, get in and out of her
car, spend the day with her grandchildren
and move around in her home and garden.
Her husband has stepped away from over-
protecting her; he has dropped the need to
provide her with his constant care, and is
thrilled to feel the freedom of leaving Lillian
on her own while he plays golf.  I am happy
to know that they are doing really well.  They
are still very much in love and are currently
going on small daily walks, sometimes hand
in hand, sometimes not.   ■
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Joan
Susan Pinto

oan was a middle aged woman with
scoliosis.  When she was a child, this

condition had been extremely limiting.  Her
parents made her feel not only that she was
different, but that she had to take care when
engaging in any physical activities.  She was
in a car accident as a young teenager and
received injuries which required reconstruc-
tive surgery in and around her mouth and
jaw.  Joan also complained of pain in her right
hip joint.  She said that she came for lessons
because she felt crooked.  She described
shopping sprees where she had to, as she put
it, “dress around my curves”.  I found it
interesting that it was in the area of fashion
that she became most aware of herself.  I used
this as a reference point as we worked.

When she stood and shifted her weight from
side to side, I could see that she favored her
right leg quite dramatically.  When I pointed
this out, she said that the condition worsened
under stress.  I noticed that she favored that
same side while sitting.  In looking at her
spine, I could see an S curve with the top
curve in the thoracic area and the bottom
curve in the lower lumbar region.  On the left
side of her upper curve (the convex side), the
muscular tonus was much greater than on the
right.  In order to compensate for this, there
appeared to be a slight thoracic rotation to the
right.  I assumed this was a result of the
muscular tightness.

Because Joan was a university professor and
spent a great deal of time writing, I was
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tempted to begin working with her immedi-
ately in the sitting position.  I had the sense,
however, that she needed to have a fairly
dramatic experience before she would be able
to trust that Functional Integration could make
a difference.  I thought it best to remove any
sensation of gravitational pull.

Before I could say a thing, Joan had jumped
eagerly on the table.  She lay down on her
right side in a fetal position, with her arm
under her head.  I substituted a soft roller and
began by gently feeling the direction of her
spine.  It was like going down a road with
twists and turns.  Touch tells us so much more
than sight! It was certainly not a conscious
decision on my part, but the lesson evolved
into one which further accentuated the differ-
ences between her left and right sides.

When she rolled onto her back, she insisted
that I “do her other side”.  She had scheduled
a lesson two days following, so she reluc-
tantly accepted the idea that things would
balance out.  That first lesson had consisted of
working along the spine and compressing
from C7 towards the feet in various directions
and really not much else.  She got up, said she
felt like she could breathe really well, and
then left.

When Joan came the second time, her attitude
had changed markedly.  She had already
become intrigued with the process.  How
could working on just one side make her feel
more even? I suppose she wanted to find out
what was going to happen next.  She seemed
to be eager to lie down, this time on her
stomach.

When I have a new student, I find that mak-
ing her really aware of how she is before the
lesson starts seems to make her brain happier,
particularly if she has had several other types
of body work.  In this way, she has a concrete
awareness of what has changed.  Just to make
her feel better isn’t always enough, and it
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Reason for choosing this case:

In this case, my personal background in crafts
contributed to the clarity of the lessons and
allowed me to keep a sharply defined func-
tional image throughout the process.  Having
sat for long hours sewing, I understood the
necessity of being able to have proper skeletal
support for the arms and shoulders as one
does finely graded repetitive finger move-
ments.

Background and appearance:

The weaving of pine needle baskets is a craft
indigenous to the Native American tribes of
Louisiana (Houma, Choctaw, and Koasati).
That tradition is kept alive and modernized
by a forty-three year old woman with a wry
sense of humor who lives in a small town

Mary Jane
Ellen Solloway

doesn’t distinguish the Feldenkrais Method
from other forms of body oriented techniques.

After having her sit down on the table and
become aware of her sitting posture, I placed
a foam pad on the floor and asked her to
kneel on it and place her torso across the
table.  She placed her left cheek on the table
and raised her left arm.  Just as I suspected!
In this position, we played with accentuating
her spinal curve.  After a great deal of prepa-
ration and softening of the rib cage, I began
sliding her torso along the table in a lateral
bend.  She enjoyed the sensation of lightness.

I continued touching here and there, and then
compressing from the ischial tuberosity up-
wards toward the head.  I prepared for turn-
ing the head, did so and then repeated the
same on the other side.  She loved this lesson.
First, she became aware of how much easier it
was on one side than on the other.  Then, the
difficult side became easy.  The pelvis, par-
ticularly the left hip joint, played a large part
in improving the difficult side.  Frequently,
Joan would report an improved sense of
balance after our sessions together.  Now, as
she sat on the table, she commented about the
increased contact of the ischium, and a won-
derful sense of balance in sitting.

Joan had been very aware of her curve (which
direction it went in, etc.) when we first began
our work together, and I continued to work
with accentuating her curve.  Working alter-
nately with compression and pulling, with
Joan lying in various positions (prone, supine
and on her side),  I took it in the opposite
direction.  In sitting and standing, we focused
on weight bearing and the importance of an
awareness of how she used herself when she
was working.  She had started to notice using
her stronger eye, and we created exercises for
her to do while working on her book.  It
became fun for her to see what we would do
next.

At one point she forgot which direction her
spine went.  She expressed confusion, and
was concerned about this portion of her
identity (scoliosis of the brain!).  When this
happened, I knew we had reached a turning
point.  I let her know that she had come to a
new place within herself and reminded her of
learning new skills and how strange it feels
when we are assimilating new information.
This made sense to her and she went away
happy.  Now Joan comes when she feels like
“getting her wheels aligned”, as she prefers to
call Functional Integration.    ■
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outside of Jackson, Mississippi.  Her name is
Mary Jane.  She teaches art at a local school,
practices calligraphy, and has been designated
a master by the Louisiana and Mississippi
craftsman guilds.  Upon first meeting her, I
noted that her chest and ribs were stiff and
undifferentiated.  Her gait showed a minimal
shifting of her pelvis from leg to leg as she
walked.  Her ability to organize the extensors
of her lower back as she walked forward was
slight.  However, any impression of stiffness
retreated to the background when the anima-
tion in her face and eyes focused on me.

Prior History:

In October 1987, Mary Jane was hit from
behind by a bicyclist.  At the time of her
accident she was walking as exercise to
strengthen three degenerative lumbar verte-
brae (L-5, L-6, and L-7).  She fell on her head
and right arm.  While her right arm wasn’t
broken, it sustained massive bruises.  Com-
plaints that the little fingers of her right hand
were going to sleep led to a nerve conduction
test.  According to Mary Jane the medical
report stated that she had developed “suffi-
cient scar tissue around her elbow that if she
did not have surgery soon, her arm would
wither.  Without surgery she would lose the
use of her arm as she now knew it.”  In short,
she faced the threat of losing her ability to
weave.  In April/May 1988, Mary Jane under-
went surgery to have the scar tissue around
her elbow removed and her ulnar nerve
moved.

The case history:

 started working with her in the fall of
1990.  At that time, her presenting com-
plaint was lower back pain.  Prior to

seeing me, Mary Jane had undergone six
months of biweekly physical therapy for
lower back pain.  Her pain persisted and she
was concerned “because she was going to
Europe and she didn’t think she could sit on a
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bus for six hours without agony.  Could I give
her lessons to help her sit?”

I began our work together with her in the
kneeling position for two reasons.  The first
was that it resembled sitting, but with another
orientation in space.  The second was that I
wanted the easy access to her spine, extensor
muscles, ribs, and shoulder girdle.  The first
lesson involved reducing the tonus of the
extensor muscles of her lower back.  The
second lesson taught her how to extend her
lower back and release her lower abdomen.
Once this happened, the lower ribs in her
back began to move backward as she
breathed.  When she returned for her next
visit, Mary Jane reported spontaneously that
she felt less anxious emotionally and was
sleeping better, but she still could not sit
without pain.

For her third lesson, she was again kneeling
over the table.  I worked to give her a sense
that her ribs and chest could move forward
against the table, as her shoulders and arms
lifted, moving backward.  By the end of that
lesson, Mary Jane could extend her lower
back and move her upper chest with only
minimal assistance from me.  I don’t know
why, but instinct prevented me from teaching
her to lift her head as she moved her torso.
That became the subject of her fourth lesson.
By the end of her fourth lesson, Mary Jane
could lift her head by mobilizing the muscles
of her back more uniformly along the length
of her spine.  She began to sense the relation-
ship between movement in the front of her
torso and movement in her back.  When she
stood up she felt “taller and light”.  I loaned
her a Swedish backboard in the form of a
perfect spine, telling her to use it as support if
she was going to sit weaving. (Gaby has used
a similar backboard.)

When she returned for her fifth lesson, Mary
Jane reported that she could “now sit and
weave for three hours without feeling pain.  If
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necessary, could she take the backboard to
Europe with her?” I promised to teach her a
few ATM lessons that she could use instead
of adding to her luggage.  For her fifth lesson,
I placed Mary Jane on her stomach and
worked again with the ability to organize the
spine and the extensor muscles for lifting the
head.  We ended the lesson with Mary Jane
standing, looking around the room, and
learning how to rotate around the central axis
of the spine.  During this lesson it became
obvious that Mary Jane had very little differ-
entiation between her legs, pelvis, knees,
ankles, and feet.

This fact set the stage for the next several
lessons.  Those lessons led to Mary Jane
talking about growing up in Mississippi and
being told never to wiggle her butt.  Her joy
at feeling her pelvis shift from side to side
was delightful as she regaled me with stories
of her teenage years in Mississippi.  Some of
these lessons took place with Mary Jane
resting on her hands and knees, others with
her kneeling over the table, and still others
had her bending over a high table.  These
lessons came directly from information I
learned at Anat’s New Jersey training or
while transcribing tapes.  They depended on
a clear functional understanding of the ‘sit-
ting on the heels’ series that Anat taught her
students.

By the end of the series, Mary Jane’s overall
posture had changed.  The change in the
functioning of her hip joints was mirrored in
the carriage of her head because her horizon
had lifted.  Her head no longer seemed as if it
was constantly looking at the basket in her
lap.  Most importantly, she was reporting less
fatigue after weaving.  We stopped working
together after she reported being able to start
and finish a basket all in the same day.  This
was something she had not been able to do
since her accident.  After her trip to Europe,
Mary Jane left a message on my answering
machine that said, “Sitting on the bus was a

piece of cake.  At night I’d roll a towel and do
those things you showed me.” (Ruthy Alon’s
blanket lessons.)

Mary Jane returned in the spring of 1991
because “a calcium deposit in her left shoul-
der had solidified.  Now she had a frozen
shoulder with intense pain when she raised
her arm.  Not even a cortisone shot would
allow her to make baskets.  Could I help
her?” While I listened to her doctor’s diagno-
sis, I thought her pain had a different source.
I thought that the immobility of her left
shoulder was connected to her accident and
the subsequent surgery on her right elbow
and arm.  When I saw her, I learned that she
could not bring her left arm out to the side or
raise her left elbow above bust level.

Initially, the work I did with her was a the-
matic continuation of our earlier lessons.  She
learned how to lift her hip joint and organize
the extensors of her lower back while supine.
Gradually, the excess contractions in her
diaphragm decreased, allowing her to move
her ribs easily.  After this happened, my
lessons focused on the ability of her shoulder
blades to rotate freely and separately from
her ribs while she was lying on her side.  In
each lesson, after the function of her right
side was improved, I verbally led her
through a visualization of the movement on
her left side.  Once she could safely extend
her arm while lying on her side, we worked
to achieve the same function while she was
lying on her back.  After she could bring her
right hand to her mouth easily (by passing
through the midline), I began working to
connect the movement of her right elbow and
clavicle to her ribs and sternum.

Her improvement was remarkable after she
felt the sensation of her right humerus mov-
ing inside her shoulder joint.  According to
Mary Jane, she spent the next week moving
her right elbow, feeling the reaction inside
her right shoulder joint, sensing how it trav-
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eled across her clavicle, and imagining
the same thing happening in reverse on
her left side.

Upon hearing this report, I felt it was safe
to work directly with her left arm and
shoulder.  I began her next lesson by
having her lie on her back while I brought
her left hand to her mouth.  After her left
hand was in contact with the right side of
her face, I held her left elbow tightly
against her chest, compressing her shoul-
der joint and taking over the work of her
overly contracted pectoral muscles.  That
lesson also involved first treating the
head, arm, shoulder and trunk as an
undifferentiated unit, and then teaching
the unit to bend to the side.  It marked a
second turning point.  By the next lesson,
Mary Jane reported being able to set her
hair in rollers using her left hand to put in
the bobby pins.

At this point the focus of our lessons
changed.  Before we stopped working
together, I wanted to give Mary Jane a
sense of overall movement throughout
her whole body, something she could use
to break the tedium of concentrating on a
basket.  I began audio taping a series of
guided ATM lessons with Mary Jane
standing on a roller.  My goal was to give
this highly motivated client tools that she
could use independently.  We finished
working together after two lessons that
involved Mary Jane standing on a roller
and gradually raising her arms over head
to reach something.  In those two lessons,
she learned how to keep her head for-
ward as she raised her arm toward the
ceiling.  Before those two lessons, Mary
Jane’s habit was to throw her head back-
ward as she reached for something above
her head.    ■

r. H was a 64 year old professional man,
   president of a major corporation in New

York City with an international business.  He had
been diagnosed two and a half years earlier with
oat-cell carcinoma in the lungs, a serious, rapidly
growing cancer.  He was given chemotherapy and
radiation, both of which took a great toll on his
immune system.  He was a workaholic; if he could
not work, there was no reason for him to live.  He
worked as much as he could during the time he
was receiving chemotherapy and radiation treat-
ments, going to the office and working, even if it
was only a few hours a day.  I’m sure that this
attitude and his motivation to keep working and
being productive kept him going.

The physicians believed that the treatments had
brought about some recovery.  Then they discov-
ered a new tumor, an adenocarsinoma, a more
serious and deadly form of cancer from which
recovery is rare.  This meant more chemotherapy
with a new drug.  In reaction to this drug, Mr. H.
started to lose his balance and it became hard for
him to walk.  This decline occurred very rapidly;
he went from being able to walk to work every
day to having to use canes, and then a walker.  He
was using his shoulders and arms to carry himself
around with the walker, but he refused as long as
he could to go into a wheelchair.  When his shoul-
ders became so painful that he could not hold
them up any more, he finally resorted to the
wheelchair.  He then discontinued the chemo-
therapy because of what it was doing to him
neurologically.  My impression was that he was
experiencing a regression of the nervous system.
He had every test he could possibly get, from the
best physicians in New York City, and everything
was ‘normal’.  No one could tell him why he was

M

Mr. H
Bonnie Humiston
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losing his ability to walk, only that it might be
a side-effect of the drugs.  The drugs were
stopped, but he continued to get worse.  The
doctors were confused and could offer no
explanation.

His legs became very twisted and spastic and
he could not use them in any way.  When he
came to me, he could hardly do anything for
himself.  He could not put his hands down to
help himself move, he could not roll in bed,
he could not get in and out of a chair - people
had to do everything for him.  He would say,
“I am not going to let this get me down.  I’m
going to find a way.”  He had a country home
near Pamona, NY, and someone suggested he
see Bob Masters, who worked with him a lit-
tle, told him he thought the Feldenkrais Meth-
od would help him, and referred him to me.

As he lay on the table in my office for the first
time, I looked at the history and I looked at
him.  I knew the physicians were telling him
he was going to die.  He was coughing, his
skin was gray, he was quite regressed, folded
and flexed.  What could I do for this man?
There was no way I could get this man walk-
ing again, which is what he requested.  He
looked like he was dying.  He felt like he was
dying.  He smelled like he was dying.  Per-
haps I could help him die with dignity, have a
little more independence, I thought, feeling
more comfortable.  He also had an aortic
aneurysm which made working with him
very tricky.  Since it could break at any time,
his wife would constantly remind me not to
disturb anything.  It was with trepidation that
I began working with him.

Mr. H. was always wanting explanations of
what I was doing.  Instead of responding
directly to the questions, I gave him instruc-
tion and guidance in sensing, helping to focus
his awareness on feelings and movement in
his body.  He had no awareness of his body.
He was aware of the pain in his shoulders and
the spasms in the legs, but in terms of sensa-
tions and feelings, he was able to describe

very little.  I saw him a few times in my office,
but when his attendant hurt his back, Mr. H
had no way of coming in.  He called and
asked if I would come to his home.  He said,
“I really want this work; it intrigues me that
there is a way to trick the brain.”  He seemed
ready for the work, so I proceeded to see him
twice a week at his home.

The first goal was to assist him to roll over in
bed.  I based the FI lessons on an ATM leading
to rolling over, as an infant rolls.  I kept the
focus on baby development: what are the first
things that have to happen?  It was difficult to
proceed since I could not touch his legs, as
they would spasm at the slightest touch.
Because of this, I began working with his
shoulders and spine, gradually helping him
turn his head.  Then, little by little, I worked
to direct the movements down through his
spine into his pelvis, until it started to turn as
well.  I could work on him for no more than
twenty-five to thirty minutes at a time or he
started to regress - tighten up, spasm, fold his
body more into flexion.

During the second month he began to roll
over.  In the middle of the night, he uncon-
sciously rolled over.  I continued to do FI
based on one ATM lesson toward the direc-
tion of sitting.  About the middle of the third
month, I came in one morning and he told me
he had sat up and he did not know how he
did it.  The problem was that after each of
these experiences, he did not remember how
to do it.  We kept repeating the lessons to re-
inforce for him how to do it.  When he really
finally got the idea of rolling, the sitting just
followed; likewise the standing followed the
sitting.

I was gone part of the fourth month and he
was sick some days, so there were fewer
lessons, but he continued to change.  His
energy had gone up a great deal, his color had
improved, his outlook on everything had
changed.  I simply continued to help him
make the movements for the next step in
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development.  Skiing was his love.  He
dreamed of being able to ski again.  One of
the themes through the months of our work,
was imagining skiing.  I coached both him
and his wife to go through the process of
‘skiing’ as they drove in the car every week-
end to their country place.  They also liked to
dance, so they would ‘dance’ in the car.  She
would play their favorite dance music and
coach him in imagining the movements.

During the fifth month, Mr. H. went to his
oncologist, who could not believe the turn-
around.  He could sit up, get out of bed, get
into the walker, stand up and walk the length
of his apartment, about 50 feet.  He was also
going to the office 4 to 6 hours a day, even
though he was still using the wheelchair.  The
physician strongly urged him to continue his
rehabilitation.  His legs would get spastic
after 10 to 15 minutes of walking.  We contin-
ued working for another month, following the
same pattern.  Mr. H. began feeling so much
better that he decided to drive a car again.  He
wanted to be able to transfer himself from the
car to the wheelchair and back into the car
again, and to be able to drive the car with
hand adapters.  He signed up for a rehabilita-
tion program to teach him to use the transfer
board and hand controls.  He was now on a
path of recovery, determining where he
wanted to go.

The rehabilitation program’s schedule de-
manded that he be there each morning, and
his business demanded his presence every
afternoon.  We agreed to terminate our ses-
sions.  Part of me wanted to keep working
with him, refining his movements and in-
creasing his walking ability.   However,  he
was clearly in charge of himself and feeling
strong in his decisions.  I was grateful for the
experiences we had, still awed at what had
happened, and pleased that he was determin-
ing the next direction for his life.  And he was
still living........ with dignity.   ■

Contessa
Terrence Berns

 am tempted to call her the Contessa.  She
prattled on endlessly about how illustri-

ous her family had been in Hungary.  In her
version, the New World, where she and her
brother had fled after the 1956 uprising in
Budapest, had several shortcomings.  The
lower orders did not know their place, and
people in general did not understand just
how entitled to rank and privilege she was.
Her many variations on this theme grated on
my American prejudices, which were as
rooted as hers.

This may seem a strange note on which to
begin a case study, but my reactions to this
woman were a strange note I had to listen to
in order to work with her.  At one point, for
example, we were talking about Moshe when
she began voicing an anti-Semitic line that
could have been written by Dr. Goebbels
himself.  I really debated with myself about
continuing to work with her.  It was confusing
because, despite the irritating things she
believed, she was very charming in a ‘Merry
Widow - Mittel Europa’ manner.

When I met her, the Contessa had been in a
wheelchair for six years.  Her illness was
multiple sclerosis.  She could no longer walk
or stand up, and had lost almost all control of
her right arm and hand.  Her right arm was
bent at the elbow and clamped rigidly against
her side and across her abdomen.  Her head
and eyes moved fairly freely.  She was in
financial difficulties because, even though she
lived on very substantial alimony, she needed

I
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When she was arranged on the floor, my
initial exploration uncovered a host of confus-
ing features.  At one moment her legs would
appear lifeless, at another responsive.  Certain
movements, particularly of her right leg,
would cause a wave of isometric contractions
to move slowly up her body to the right hand
which she would clasp tightly with the left.  If
I asked her to lift her head, her neck muscles
would bulge and her chest would move up
towards the chin.  Moments later she might
lift her head spontaneously to talk to me.  It
took a while to realize that the directional
orienting involved in looking at and talking
to me was what made the difference.  If her
knees were bent to place her feet standing on
the floor, they would immediately flop over
to one side or the other.  At first I thought she
had no control of her legs at all, but then from
time to time, she would shift one or the other
leg to a more comfortable position.  She could
use her left hand to force her right arm into
different positions, and when it was placed as
she wished, she could grip very slowly and
weakly with the right hand.  She told me that
the physiotherapy sessions always involved
stretching this arm overhead.  If steady force
was applied, it would slowly yield.  It was
amazing to me that doing this twice a week
hadn’t caused any overt injury.  She said it
was painful and she yelled a lot when they
did it, but she felt it was necessary.

When it was time to wrestle her back up into
her chair, I discovered that the first movement
that signaled a change in her attitude in space
would set off the slow rigidifying contraction
I have already described.  Simply starting to
roll her to the side was enough to do it.
When the spasm was complete, that is, when
her whole body was rigid, it would continue
for perhaps twenty seconds and then gradu-
ally relax.  Then it was possible to lift her up
and into the chair. She was heavy, and the
whole procedure was difficult and awkward.
The Countess and I worked for a year, weekly

full-time help during the day and evening.
She had a modest studio apartment in a
modern complex that included a health center
with a pool which she used daily.  As a result,
she seemed remarkably fit and strong, given
her situation.

Her brother was present at our first meeting.
He had contacted me, and would be paying
the fees.  When the three of us met, I ex-
plained a bit of what Feldenkrais work is about
and pointed out that it would not be a treat-
ment for multiple sclerosis.  Neither of them
asked any questions and I had the uneasy
feeling that they were very politely not listen-
ing.  The brother then left, but before doing so
he took me aside and told me his sister had
always been the baby of the family, spoiled in
every way.  His subtext was that in under-
writing her Feldenkrais lessons, he was merely
indulging another of her whims.  Our finan-
cial arrangement was that she would pay me
on her own account, and I would then give
him a receipt so he could reimburse her.  In
explaining this, the brother called my atten-
tion to how expensively furnished her little
apartment was.  The last time she had taken
up some sort of special therapy, he had also
subsidized it, but he had given her the money
up front.  She had then immediately used it to
buy living room furniture stuffed with goose
down, and other items in keeping with her
notions of her status in life.  Hearing all of
this did not make me feel less uneasy.

The first problem we faced was where to
work.  I did not have a portable table, and her
bed was too soft and too awkwardly placed
to be useful.  She had an assistant physio-
therapist who came in twice a week, however,
and was used to working an the floor.  Thus,
the first part of her lesson consisted of her
instructing me on how to get her out of the
chair and down to the floor.  She could assist
by holding on amazingly strongly with her
left arm, but otherwise she was dead weight.
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at first, and then twice a week.  The rest of
these notes will cover only the highlights.

            The first achievement was moving her
legs in a variety of configurations without
setting off the contractions.  I found that I
could anticipate the beginning of one and
defuse it, as it were, by firmly pressing the
muscles of her hip before they began to con-
tract.  After about three sessions, she could
keep her knees bent with the feet standing.
She could also occasionally extend her legs
downward with control rather than just
letting them fall.  She also reported that she
was sleeping better.

Working on the floor continued to be awk-
ward because of the difficulty of getting her
up and down.  It worried me as well because
invariably, the first move to get her up to
sitting would cause the whole body contrac-
tion.  I felt she was doing something in antici-
pation which was setting it off, but I couldn’t
tell what it was.  I was afraid that the process
of getting up was undoing a lot of the lesson.
At the end of one session, in which we had
worked with her on her side, I gave her no
indication that I was ready to finish.  Instead,
I began moving the upper hip up toward her
head and then downward, developing a
rhythmic rocking with gradually added
emphasis on the downward phase.  When
this was a nice big movement that she clearly
enjoyed, I was able, with one hand support-
ing her under the neck, to bring her up to
sitting in a sideways movement led by the
pelvis.  She hadn’t expected this and was
quite amazed to find herself sitting upright
without having to wrestle through the con-
tractions.  After that we were able to come up
to sitting in other ways with increasingly less
difficulty.

Her wheelchair was electric.  Its seat could be
swiveled or locked, as could its handlebars.
One day, instead of using the floor, I put a

pillow over the handlebars so she could lean
forward and rest her upper chest on them.  By
moving the handlebars and the seat sepa-
rately or in combination, we were able to go
through a variety of configurations of her
trunk.  These she could also explore on her
own, with the easy swiveling of the chair’s
parts giving her some of the same sense of
control she had when swimming.  She en-
joyed this.  She also reported that she was not
only sleeping through the night now, but was
also having considerably less difficulty with
incontinence.  She also told me that her
friends were commenting on how changed
she was.

Eventually, I built a table with collapsible legs
to be kept at her apartment.  She squawked
about her decor, but accepted it.  Unfortu-
nately, the only legs I had been able to find
were too flimsy.  After a few sessions, I gave
up on the table for fear it would collapse
during a lesson.  She was glad to be rid of it,
and we returned to the floor.  This was just as
well because it led to a surprising new devel-
opment which we might have missed had we
kept the table.

One day she told me her physiotherapist
always stretched her back.  She liked this very
much and asked if I would do it.  What she
meant was that she would sit on the floor and
her therapist would pull up on her arms and
stretch her.  By this time, I could get her right
arm up overhead without straining, (I’ll
discuss this development later), so I agreed.
As she sat with her legs extended, I pulled
her arms and stretched her.  She said it felt
wonderful, so I then placed her legs with the
feet standing and braced her feet with mine
so they couldn’t slip.  Then I gradually added
movement to the stretching until I was lifting
her enough to shift her bottom to different
places on the floor.  She was strong, as I have
mentioned, and she insisted it felt wonderful,
so I continued until the lifting of her pelvis
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was such that it brought some weight onto
her feet.  As soon as this happened, she
shouted, “I can feel it! I can do it! I can stand
up!” And so she could! She came up to stand-
ing in one go. Once she was standing, I had to
hold her up.  She was so extended she was
looking at the ceiling.  But she was able to
reorient her head, and together we managed
to stagger to the chair with her actually keep-
ing weight on her feet.  You can imagine our
feelings!

A number of peripheral elements were
present in all this work, some of which I’ve
already mentioned. When I returned for our
second meeting, the Contessa had put up a
picture of Mikhail Baryshnikov.  She told me
he was going to be her inspiration.  She also
talked constantly during the lessons, and if I
responded irritably to what she said, she
would slap my hand flirtatiously as if to say I
was being naughty, outrageous, and icono-
clastic.  Here are some examples of her com-
ments. She told me her neurologist wanted to
contact me because he was so impressed by
the changes in her; unfortunately, the neu-
rologist had a heart attack and died the day
after she told me this!  She said gloomily that
she would die within the year, basing this on
the color under her fingernails. When I made
some disparaging remarks about European
old wives’ tales, she playfully slapped my
wrist.  Her brother also figured largely in her
talk.  He was very successful and even more
Old World than she; he wore French cuffs
which he ironed himself because nobody in
Canada could do it correctly.  During the
Queen’s visit to the Montreal area, the royal
yacht had passed his cabin cruiser on Lake
Champlain.  He had saluted with his flag and
received a dipped royal ensign in reply,
causing him great joy at this encounter with
the lost world of his aristocratic past.  The
Contessa also mentioned that, aside from
paying the fees, her brother was needling her
about how soon she would be walking.

When we finished a lesson, I would make out
a check for the fee which she would then sign
with an illegible left-handed scrawl.  About
three months into our work, the Contessa
stopped me one day as I took the checkbook,
and told me she wanted to show me some-
thing.  Using her left hand, she wrote out and
signed the check herself in a perfectly legible
script.  She said she didn’t know how it could
be, but she had no doubt that this was a result
of what we were doing.  She then asked me to
open the desk drawer and take out an enve-
lope.  In it was a readable two page letter she
had written the day before.  She said it had
been at least five years since she had been
able to write.  By this time, she was familiar
with working on one side at a time, and she
wanted to know if somehow her writing
ability had crossed over to the left side.  I said
that as I understood it, it was not important
on which side writing might be located.  She
already knew how to write.  It was a question
of controlling her left hand well enough to do
it.  I said that all the stiffness and cramping of
her right arm and hand actually involved a
great deal of inner activity that was like a
very loud noise going on all the time.  As we
eased the right arm and increased it’s mobil-
ity, we were quieting that noise and thus she
was able to feel and control the left hand
better.

When working on her right arm, which was
clamped to her side and across her stomach, I
began by having her lie on the right side so
that her own weight would press her arm
against her.  In this way, as the overworked
muscles were relieved, it was possible to
gradually roll her forward and back over the
arm which remained in place on the floor.  We
developed the movement of her arm over
several lessons.  She tended to bring it back to
its original position between lessons, but each
time it was progressively easier to move from
that position.  Eventually, it was possible for
her to lie on her back with the elbow out to
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the side at shoulder level, with the palm
toward the ceiling.  In this position, I could
hold her wrist with one hand and gently rock
her pelvis with the other, so that her body was
moving relative to the shoulder.  This devel-
oped so effectively that it was possible to get
her arm on the floor above her head in a few
minutes without any strain.  (As previously
mentioned, she and her therapist engaged in a
twice weekly wrestling match to achieve this
very thing.)  The Contessa was so excited by
this accomplishment that she insisted her
therapist come to the next session to see a
repeat performance.

Later we worked in the chair.  Among other
things, she could grip a broom handle laid
across her left thigh and use it as a lever.  The
end which she held with her right hand could
be made to move up and down, in and out,
and in circular movements which she could
follow with her right arm.  All of this activity
was spread over many lessons, during which
we worked on several fronts.  By the time our
work came to an end, the Contessa could
move her arm through almost the whole
range of motion simply by keeping the palm
of her hand in contact with my hand and
following my movements.  She had also stood
up two more times, and I was feeling very
encouraged.  Then our work came to an
abrupt halt.

I arrived at what was to be the last meeting to
find her still in bed, with nothing on but a
sheet.  Her daytime helper was present as the
Contessa told me she had to cancel the lesson.
She had undergone minor gynecological
surgery the day before and the stitches pulled
too painfully when she tried to sit up in bed.
She became very agitated and upset as she
told me this.  She didn’t know why she had
not had her helper call me to cancel, but she
didn’t want to pay for time if she wasn’t
going to have a lesson.  She was weeping by
this time, so I told her to forget about it.  We

could settle things later, when she felt better.
I held her hand and talked to her awhile, and
when she was calm I left.  She said she would
call me for another lesson as soon as she felt
able.  That was the last time I saw her.  I
guessed her brother had stopped supporting
her lessons, but I never really knew.

At times in the course of our work ,I felt the
Contessa was casting me for a role in an
operetta, in the Grafin Maritza, perhaps, or
something else by Karlmann or Lehar.  At
other times, I was to be the healing miracle
worker.  It was important to prevent this
penchant for game playing from interfering
with the lessons.  Yet despite this and the
other irritating background I have mentioned
in this description of the case, most of our
sessions were very enjoyable.  Except for the
last episode, she had never indulged in any
self pity about her illness, and I liked her
spirit.  It was quite frustrating to stop the
lessons in midstream, but I certainly learned a
lot from working with her.  Along the way,
she told me something which I think is the
best thing any client ever said to me.  She
said, “I don’t know why it is, but this work
we are doing has given me the greatest seren-
ity I have ever known.”  Compared to that,
her idealistic picture of Mikhail Baryshnikov
on the wall did not matter all that much.    ■
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Reason for choosing this case:

Rachel marked a turning point in my
willingness to work with infants and
babies.  When I agreed to work with her, I
had never worked with a baby as young
as Rachel.

Background and appearance:

Rachel was born with a cataract in her
right eye and faced having surgery within
months after birth.  The stalk to the front
of her eye that provides the eye with
nourishment during early development
was still present.  It was very dense and
grown into her optic nerve, totally occlud-
ing her pupil.  Doctors believed that she
lacked vision in that eye.  Soon after
giving birth, her mother approached me
about working with Rachel.  Both the
mother and Rachel’s brother were clients
and I knew the high quality of care and
love that existed in the family structure.  I
gulped four times, realizing I was the only
person within miles who was trained in
Feldenkrais, and that referring the baby to a
more experienced practitioner was not
currently feasible.  I agreed, explaining
that I had never worked with an infant as
young as Rachel before.  I further stipu-
lated that the mother wait until Rachel
underwent her surgery for cataracts and
was discharged from her surgeon’s care.  I
was afraid that in my inexperience, I
might do something that would interfere
with the natural process of healing.  Her
mother, Elizabeth, agreed.

The case history:

achel underwent surgery for cataract of her
  right eye at 2.5 months and her initial visit

with me was at 9 months.  She started walking at
eight months, and her mother contacted me
because Rachel was walking on her tiptoes.
When I saw Rachel for the first time, one fact
impressed me more than any other.  She seemed
not to have a right side.  All her arm, trunk, or leg
movements occurred on her left (non-cataract)
side.  The left side of her face was animated and
mobile and the right side of her face seemed
frozen and flaccid.  The shape of her limbs also
displayed the same one-sided development.  It
was as if her brain, lacking sensory input from
her right eye, did not know that side existed.  I
worked, using the lightest touch I knew, from
side to side.  I would wiggle one toe on her left
side and then the corresponding toe on the right
side.

Gradually and slowly, I covered all of her body,
trying to non-verbally tell her brain that both
sides existed.  Rachel became agitated when I
began to touch near her head and neck.  Through
this soft exploratory touch, I discovered a hard
lump of contracted muscle in the back of her neck
on her right side, near her occipital ridge.  I knew
Gaby was scheduled to be in Atlanta in Septem-
ber.  Knowing my own hesitation about working
with an infant this young, let alone one with this
anomaly in her neck, I quickly arranged for Gaby
to see Rachel in September.  Two days after the
first session, Rachel’s mother called to report that
Rachel had started looking at the fingers of her
right hand, reaching for doorknobs with her right
arm, and was walking on the soles of her feet.

By September, Rachel was a cheerful, active baby
who refused to remain quiet or still for Gaby’s
lesson.  Because we knew that Rachel did not like
to be held by anyone other than her mother, her
mother and I scheduled our lessons during
Rachel’s nap time.  Those lessons were a delight.
I could feel the way the bones and muscles of her
pelvis, foot and calf were being formed and use

RRachel
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them to promote changes in Rachel’s neck,
head, and eyes.  There wasn’t any mistaking
Rachel’s agitation whenever I worked near
her head or neck.  She did not want to be
touched there by anyone except her mother or
father.  The slightest stimulation would be
enough to awaken her.

As Rachel grew older, it became more difficult
to give her lessons.  She would no longer
sleep through the beginning of a lesson, but
would crawl away.  As this behavior repeated
itself session after session, I had the impres-
sion that she expected something bad to
happen to her.  I queried her mother who
replied that Rachel behaved the same way at
the doctor’s office.  I did not understand
Rachel’s reaction and became careful never to
force unwanted touch upon her.  Lessons
always included a fair amount of play in
addition to Functional Integration.  Gradually,
her initial apprehension disappeared.  Upon
entering my office, she would point to my
Raggedy Ann and Andy dolls, then she
would point to my three bean bag cats and
ask for them.  After she was surrounded by
her “friends and dollies”, she would take a
deep breath, relax, and continue to avoid any
situation where she was restrained or touched
on her head.

Her mother and I made a fortuitous mistake.
We scheduled a lesson the day after Rachel’s
eye exam for a new contact lens.  There was
no mistaking the return of Rachel’s anxiety.  It
was in this session that I learned that all the
preparation and initial examinations for
surgery were done without any anesthesia.
Rachel’s case was monitored since birth, and
she frequently was held down by nurses
while being subjected to painful exploratory
examinations.  It wasn’t until her final prepa-
ration for cataract surgery at the age of 2.5
months that Rachel was given any general
anesthesia.  Even with the general anesthesia,
her head and torso were held by nurses while

the surgeon operated.  I never dreamed that
anyone would repeatedly subject a young
infant to painful examinations without using
anesthesia, yet this is a common practice.  I
was appalled, both that my ignorance had
prevented me from asking the appropriate
questions and at the inhuman procedure.  No
wonder it was impossible to constrain Rachel
or work near her face.

Her mother, who had never made the connec-
tion before, was quick to grasp the implica-
tions.  Both of us felt it was important that
Rachel spend time in my office, reestablishing
her sense of safety.  Knowing that it was im-
possible to work with Rachel that day, I of-
fered to give her mother a lesson while Rachel
played with “my dollies”.  Rachel went
through the roof when her mother laid on the
table.  Her level of fear and concern for her
mother was impressive; she was obviously
convinced that I was going to harm her
mother.  The rapport between her mother and
me was intense, and without discussing it, we
both knew I must continue the lesson.  The
session became a three party Functional Inte-
gration lesson shared by Rachel, Elizabeth and
myself.  Elizabeth talked to calm her daughter,
or held her if necessary, as I continued work-
ing with the mother. Mindful of Rachel’s fear
for her face and head, I stayed near her
mother’s feet during the entire lesson.

When they returned for the next lesson, I
placed another stool next to me.  When her
mother lay down on the table, Rachel again
exhibited extreme concern, but without her
prior agitation.  This time, we asked Rachel if
she wanted her dollies to keep her mother
company on the table.  After thoughtful con-
sideration, Rachel very carefully put Raggedy
Ann and Andy on either side of Elizabeth.  I
asked Rachel to sit on the extra stool.  She sat,
watching me like a hawk.  As her mother
relaxed, so did Rachel.  After fifteen minutes, I
moved my stool to her mother’s head and
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asked Rachel if she wanted to move also.
When she was sitting next to me, I gently took
her hand and placed it on her mother’s fore-
head.  Then I covered it lightly with my own
and began rolling her mother’s head.  Eliza-
beth, always quick thinking, began a running
discourse on how good it felt to have a hand
on her head.  I carefully lifted my hand,
quietly moved my stool, and left Rachel
sitting with her hand on her mother’s head.
Her mother continued talking about the
wonder of feeling Rachel’s hand on her head.
Rachel continued to move her mother’s head
right and left for a few moments.  Then she
moved over and began rolling Raggedy Ann’s
head.  This continued for a long time.  Then
she carefully climbed off the stool, dragged it
to the other side, and began rolling Raggedy
Andy’s head.  Her mother and I quietly
watched, both of us afraid to break the spell.

When Rachel returned for her next lesson
there was a sunny quality to her personality.
She marched into the office and proceeded to
gather ‘the toys of the Feldenkrais trade’ (roll-
ers and foam pads).  Solemnly she dragged
Raggedy Ann and Andy off the shelf and laid
them on the table.  Her mother and I watched
as Rachel placed foam supports under their
heads, laid them over rollers, or touched their
feet.  When Rachel was finished she agitated
to leave, and her mother gathered her up.
Neither of us said a word the entire time and
later made our next appointment by phone.
Both of us were content to watch Rachel play
act her concerns.

The next few lessons were variations of this
approach.  Sometimes I would ‘give the
mother a lesson’, always being careful to
invite Rachel’s help.  Other times, I would
work directly with Rachel herself.  During
these lessons Rachel often used the rollers and
felt pads for props in games of her own inven-
tion.  Her mother and I willingly entered into
this spirit of play, believing that mitigating
Rachel’s inner apprehensions was more

important than body-focused touch.  By
watching carefully, I noticed that the play
sessions began to form themselves into les-
sons with a functional base.  This initial series
of lessons stopped when her mother reported
that “Rachel was no longer waking up at
night, crying, and crawling into their bed”.

I began the next series of lessons with Rachel
seven months later.  Her mother returned for
two reasons.  Rachel was waking up at night
in tears, holding her lower legs.  Her mother
also noticed that Rachel’s eye and face were
beginning to look lopsided again.  By this
time, Rachel, at 2.5 years of age, was a self-
assured young lady with a definite mind of
her own.  Upon entering the office, Rachel’s
eyes immediately looked at Raggedy Ann,
Raggedy Andy and the bean bag cats.  With-
out hesitation she climbed on the couch and
grasped all three in her arms.  She was saying
“Hello” to remembered friends.

According to her mother, Rachel’s favorite
activity was jumping either from the couch to
the floor or on the family’s trampoline.  My
ultimate goal was to improve the ability of the
tibia and fibula to rotate.  Both felt ‘jammed’
under my hands.  My guess was that Rachel
had jumped, landed incorrectly, and twisted
her ankle slightly.  The functioning of her foot,
ankle, knee, and hip joint needed improving.
Rachel still detested any form of restraint, but
would tolerate occasional light touch on head
or face.  Since Rachel thought of the rollers as
toys I decided to use them as integral parts of
her lessons.  This series of lessons involved
teaching Rachel to balance on rollers, walk on
them, and sit on them.  Her giggles were a
pleasant change from the last time.  This
series ended when I felt the movement of her
pelvis travel up her spinal column and
watched the corresponding change in the
position of her head.  This coincided with
Elizabeth reporting that Rachel had returned
to her normal sleeping pattern.   ■
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tephanie, now almost 4 years old, was
brought to me  by her mother two years

ago.  She came through the recommendation
of her occupational therapist, since she had
refused for some time to cooperate with her
physiotherapist.  Stephanie was born with a
brain hemorrhage and enlarged brain ven-
tricles.  In the first year of her life she had
developed quite a severe hemiplegia of her
right side.

When I first met her, her leg was much more
involved than her arm, but in both the handi-
cap was quite obvious.  The arm raised in
flexion in all joints as soon as she wanted to
make faster movements, and the leg was
shorter with the foot smaller.  Her spinal
column started to develop a scoliosis because
of the spastic condition of the whole right side
and the shortness of the leg.  This caused her
head to be tilted slightly to the right.

Stephanie was very intelligent.  This had
allowed her, with the help of physiotherapy
since she was 4 months old, to overcome the
difficulties she had in rolling, crawling and
sitting up.  When she was about 1 1/2 years
old she started walking on her own, but her
gait was very much influenced by the
hemiplegia.  The leg went into hyperexten-
sion, letting her walk on her toes, with the
arm in flexion.  It was impossible for her to
use the arm at all to support herself when she
fell.  The orthopedist had given her a hard,
heavy orthopedic shoe and a brace for the
night; both aids where loathed by her and by
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her mother.  For Stephanie’s mother, it was
very important that the handicap of her child
was not obvious.  This made it even more
difficult for her to accept the situation and to
be happy about her daughter’s intellectual
development and ability to walk.  She could
not give her child the feeling of  being ac-
cepted.

When Stephanie first came, I mostly played
with her.  At the end of the first lessons, I
started to give her some ideas about her body
by working on the ‘healthy side’, which was
something completely new for her and for her
mother.  We then worked for a short time on
the other side, to give her the feeling of both
sides.  Very soon, she began to enjoy the way
she could feel her body and to realize the
movements she was able to perform.  She
became very cooperative and it was obvious
that she liked to come.  Feldenkrais’ idea of
combining the process of learning with pleas-
ant sensations and fun made a great change in
her and gave her an opportunity for normal
development.

My idea was that in giving her more inner
knowledge of her two sides and making it
possible for her to enjoy and accept her right
side, I might enable her to use it better and
more efficiently.  The brace and the orthope-
dic shoe where put aside right away, and soon
she was allowed to wear the shoes she liked,
even hard patent-leather ones.  The feeling of
being handicapped and different, which she
had already developed and which her mother
both feared and unconsciously supported,
vanished.

During the lessons, I worked a lot with push-
ing and the stabilization of the legs, arms and
trunk.  My plan was:

-to give the shorter leg the necessary infor-
mation for growing as fast as the other
one while lying, sitting, standing, with
rollers, with artificial floor, etc. (Pressure
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oger’s case is an important one in my
    development.  He came to me early on

in my practice and I learned from him to see
the bigger picture instead of being seduced by
the person’s own presentation of his problem.
Roger was a successful psychologist, about 35
years old and very tall; yet he slumped for-
ward so much that he was not standing at his
full height.  As he came into my office and sat
down to tell me how I could help him, I was
struck by the intensity in his face.  He leaned
forward in his chair and said, “My body goes
on binges about once every three months.  I
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is the adequate impulse for the epiphyses
of the bones to grow.  Now, two years
later, that leg is only half a centimeter
shorter than the other one.)

-coordination of both arms in all situations,
for instance: pushing with both hands in
lying, sitting etc., supporting the trunk in
various positions with her arms etc.

-to integrate the extremities to the trunk by
diagonal movements, by rolling, transi-
tion of positions, crawling etc., and to
center the head position.

-experience of the changing of the center of
gravity, length and dimension of the
trunk, legs and arms in all kinds of small
ATM’s.

-stabilization of the whole trunk muscula-
ture, for example: in the sitting position
shifting weight from side to side and in
all directions focusing on the sitting
bones.

For a more intensive sensory stimulation and
simultaneous use of both hands, I let her play
with shaving foam, dried peas, lentils and
beans, plastiline, hot and cold water, hard and
soft balls with and without nipples, etc.  To-
day she is capable of eating with knife and
fork without noticing that she uses the right
hand as well as the left one.

After some time, the heel started to touch the
floor while Stephanie was standing , walking
slowly and climbing stairs.  The scoliosis
disappeared and her stability and equilibrium
improved.  When she runs, her heel still raises
and her right arm gets tighter and is in some
flexion.  I worked with her gait, letting her
walk backwards, forwards, sideways, on
staircases (which she climbs completely
normally now), balancing, etc.  For stabiliza-
tion and for her great pleasure,  I let her jump
on a trampoline every time she comes, using
all kinds of arm movements to improve coor-
dination while jumping.  All this has enabled
her to start balancing on small walls and
riding a normal bike.  The control of her body

improved so much that when she does some-
thing that is new to her or increases the speed
of her action, she can compensate for the
difficulties her right side is still causing.

Stephanie is quite a self-confident and inde-
pendent little girl.  She entered a regular
nursery school this year and her mother is
very happy that nobody noticed the slight
handicap Stephanie still has.  She no longer
feels that she has a handicapped child and
treats her with great acceptance and love, and
even with respect for what she has accom-
plished.  In the beginning, Stephanie came
once a week, then we cut it down to every
two weeks.  Now I have her come once every
month or two just to watch her development,
answer the questions that arise and give her
some more internal information about herself,
by letting her observe what happens in her
body while we work.    ■
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am trying to stay healthy and watch what I
eat, but it just binges periodically and I
would like you to get it to stop.”  As he said
this, his head was quite far forward of his
spine, and he sat in the chair as if someone
were sitting behind him pushing him off.
Each word he spoke seemed to bring him
closer to me, with a peering look in his eye
and an intensely knit and concerned brow.

His look was so peculiar and what he said so
bizarre to me that, without thinking, I re-
sponded, “Sure.  That won’t be any problem.
Do you want to wait here or do you want to
pick your body up outside?”  He looked at
me, confused for a moment, not understand-
ing what I had said.  Then he asked me to
explain.  I began by pointing out to him that
he was speaking about himself and his body
as if they were separate entities.  This very
way of relating to himself was symptomatic
of the kind of disconnection to his body that
he was talking about when he said that his
body was “bingeing”.

I spent the first few sessions with him work-
ing with his head and neck and introducing
him to the experience of having his head
perched over, and supported by, his spine.
He was surprised at how comfortable and
“collected” he felt.  The pinched look on his
face began to disappear, and he was smiling
more frequently and openly.  He began to
speak about his eating problem differently,
and saw more clearly the difference between
his body ‘bingeing’ and himself ‘eating’.

I then began working with him sitting, since
that was how he spent most of his day.  I
spent 2 or 3 sessions teaching him to sit in
the chair and feel his back touching the back
of the chair.  With my hands, I helped him to
feel the muscles in his chest and stomach
relax and stop pulling him forward and
down.  Next, I asked him to pretend that as I
sat looking at him, I could see right through

his chest to the back of the chair he was
sitting on.  When he became comfortable
“disappearing”,  as he called it, I asked him
to engage with me in conversation as if it
were the back of the chair speaking through
him.  In order for the words to make it from
the chair through him to me, he had to
remain peaceful, collected, and “disap-
peared”.

After our fifth session together, he reported
that his psychotherapy work had improved
immensely.  People with whom he had been
working some time began to open up and
reveal themselves in ways he had not antici-
pated.  Their progress was improving in
ways he could not account for.  I imitated his
posture when he had originally come and
asked him how it would affect him if he
were his own patient.  He saw that he had
been so intense on understanding and being
there for his patients that he had closed
himself off from them, somewhat like a hand
trying to grab a ball, but clenching prema-
turely into a fist so that the ball can’t get in.
He was so tight that there was no room for
his patients to open up in.  He saw that just
sitting comfortably and openly and knowing
what to ask and how to listen were the best
therapeutic techniques he had available.

I saw Roger one more time.  The original
problem that brought him to me was no
longer an issue, and in our very short period
of working together, his life and his practice
had been transformed.    ■
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appearing in his cartoons.  This opened the
door to our communication, and he gave me a
little ‘before and after’ cartoon he had drawn.
Lessons with Warren included table work,
teaching him sitting and standing, and use of
the head in these functions.  Due to his poor
body awareness, it was necessary to progress
slowly: defining bone structure, refining
balance, building strength from his pelvis and
developing a better sense of his skeleton.  I
might add that his clay characters also gained
skeletons. Step by step, I observed Warren
becoming self confident and opening to the
world.

I used many artificial floor lessons to provide
Warren with a sense of standing solidly on his
own two feet.  Within a few weeks, he lost
weight and came back standing taller than
ever before.  I then focused on his shallow
breathing behavior by differentiating his ribs,
and coordinating the sternum with the neck.
The biggest resistance was in the C7 area, the
part of his spine on which he put the most
stress while constantly leaning forward.  He
found himself having pain all around this
region and was sensitive even to my most
delicate approach.  To relax Warren, I put my
right hand lightly and slowly on his head
while the left hand softened the cervical
spine.  I focused mainly on C5 and C6, and

then moved below to Tl and T2.  The tension
finally released, and his breathing changed
dramatically.

As our lessons progressed, he talked less and
less about the struggle with his father, and
more and more about his interest in girls.
When summer arrived, I stopped our lessons,
allowing him time to ‘sprout’.  He kept in
touch by telephone, reporting his interest in
drama school and in furthering his
claymation projects.  His father began to give
up pushing him to become a “jock”.  His
grades were still low and he still despised
school, but he made alot of new friends.  I
attended his Bar Mitzvah, and witnessed his
readiness to enter manhood with enthusiasm.

Postscript 1996

Warren is currently 20 years old.  He gradu-
ated from high school and has received a
merit based scholarship from Syracuse
University, where he has a double major in
film and illustration.  He also has his own
cartoon strip in the university’s newspaper.
I am pleased to announce that he has grown
into a confident young man, doing exception-
ally well academically, artistically, and so-
cially.    ■




