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Editorial

Fall is the time of year when we turn our
minds to harvest and the fruit of our labours
or what some call the outward manifestation
of what we have sown. For NAJOM, if this
issueis any indication, it is a cornucopia
filled with delectable morselsthat stimulate,
satiate, and salivate our desire for more—
more knowledge, more experience, and more
wisdom. The diversity and breadth of

knowledge, experience, and wisdom that
our contributors have so kindly and
generously heaped upon us, is nothing short
of miraculous—an organic miracle of shared
ideas.

In the East, there is a saying that when the
student is ready the teacher appears. It has
and does so aptly inform my life now that |

sometimes wonder whether the chaos that
governslifeisthe entropy of random acts of
kindness—ordinary miracles like NAJOM

keep faling into my lap. NAJOM isindeed
an ordinary miracle of the wisdom of the
past informing the present and creating the
future as Mr. Maeda so eloquently traces
through eight generations of acupuncture
makers. The learning that springs from
NAJOM isuniversal and open for al. It's
diversity and expansiveness to me seemsto
be growing exponentially and flowing
geyser-like from our NAJOM teacher-

preceptors who paint story pictures of

techniques and experience that draw from
the past, the present to inform the future.
Hereat NAJOM | fed likel’'min the eye of
a storm, with words, and ideas swirling
around me and yet | feel the quiet meditative
stillness that brings depth and understanding
of an experience and a spiritua practice one
may call ‘Oriental medicine'.

It's il seems odd to me that | find myself

Mission Statement

The purpose of the North American Journal of
Oriental Medicine (NAJOM) isto facilitate net-
working among practitioners of Oriental
medicine so that they may enhance their
knowledge and skills. Asan international
and multi-disciplinary publication, NAJOM
does not uphold a particular approach or
viewpoint, but our aim isto foster the growth
and refinement of Oriental medicine
grounded in skilled touch. With due respect
for dl traditions and perspectives of Orien-
tal medicine, NAJOM pursues this aim by
highlighting the theories and practices of
traditional Japanese medicine. Thisincludes
Japanese acupuncture and moxibustion,
kampo (herbology), shiatsu, anma, and do-
in, which emphasize the vital role of touch
in healing.

wearing the hat of “editor” for NAJOM. Itis
such an uncomfortable fit and even rather
presumptuous on my part to have accepted
it for | carry none of the credentials that
would give me credibility. The only thing
that comes to mind is the same sense of
wide-eyed candy-store glee that Brad
Thompson so buoyantly expressesin his
article on Mr. Mizutani’s moxibustion
workshop. A gleethat | can wholeheartedly
understand from having experienced it
myself but not from the vantage point as a
practitioner. The richness and appreciation
that comesto meisfrom the vantage point of
the patient or ‘ health consumer’ that Drs.
Ellison and Menard discuss.

My concern is no longer an intellectual

pursuit but avery persona one having been
so fortunate as to have ‘discovered’

moxibustion and even more blessed asto be
using direct moxibustion on a home care
basis for my mother who has been medically
diagnosed as ‘predialysis’. | have had the
opportunity of using it and seeing the changes
that are effected first hand on aday to day
basis. Most importantly though, thereisa
sense of joy and wellbeing that arisesin her.
Sadly, | have neither the tools nor credentials
that would allow me to ever experience the
joy and profundity of what you as
professionals would encounte. What | can
do however, is communicate your message
to those in need who would benefit from
your knowledge, experience, and wisdom.

To our contributors, thank you for the feast
that you have laid before us. | look foward
to joining more of our readers at NAJOM’s
roundtable for other culinary ddlights of the
heart and mind.

Shurli Chan
Editor

Having devel oped over a thousand years,
traditional Japanese medicineisan amalga
mation of numerous aspects, developments,
and interpretations of Oriental medicinein
Japan. Oriental medicine is now practiced
around the world and will continue to evolve
and devel op to suit the unique environment
and needs of each region. NAJOM seeksto
contribute to the development of Oriental
medicine in North America by making more
information available about traditional Japa-
nese practices and how they are being ap-
plied today. The primary intention behind
NAJOM isto serve as a forum for the
exchange of ideas which inspire and moti-
vate practitioners of Oriental medicine to
deepen their understanding and refine their
art.
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Introduction to Traditional
Japanese Acupuncture
(Part 2)

Okabe Somei - President of Japan Me-
ridian Therapy Association

lll. Theoretical Foundations of
Meridian Therapy

Just like TCM, Meridian Therapy isfounded
on the principles of Yin-Yang and the Five
Phases. The concepts of Qi, Blood, and
Fluids are therefore utilized to explain dis-
ease along with that of Deficiency-Excess
and Cold-Heat. And because Meridian
Therapy isbased on an understanding of the
pathological condition of the Zangfu, these
organs are considered in terms of their func-
tion, not their structure. The Zangfu, or
organs, and the meridians are interconnected.
It should be clear from the previous article
that the principles of Meridian Therapy are
not merely for categorizing or organizing
clinical data. They are meant for the selec-
tion and decision about everything related
to diagnosis and trestment. With this under-
standing, | would like to discuss the theo-
retical foundations of Meridian Therapy.

1. Principle of “Yin Leads, Yang
Follows”

This principle underlies the classics of Ori-
ental Medicine, and it means as stated that
Yinmust lead and Y ang must follow. Two
points can be made about the practical appli-
cation of this principle.

Thefirst point is related to the function of
the Zangfu. Zang are Yin and Fu are Yang,
and their function as Yin-Yang pairsis
centered on the Zang or Yin aspect. The
primary function of the Fu which are Y ang
(except for organs such as the Gallbladder
which have specific functions of itsown) is
to assist the work of the Zang. For this
reason, in Traditional Japanese Medicine,
the primary significance is placed on the
Zang and the corresponding Yin meridians.
Thus the explanation of pathology and
symptomology as well as the names of the
Patterns are expressed in terms of Yin, which
isprimary. Thereforethereisaliver Defi-
ciency Pattern, but thereis no Gallbladder
Deficiency or Gallbladder Excess Pattern.

The second point isrelated to treatment. No
matter what the pathological conditionis,
thebasic rulein Meridian Therapy isto treat
the Yin meridians first and to treat Y ang
meridians afterward. There are, however, a

few exceptions in which Y ang meridians
aretreated first. These are acute cases of
Y ang Excess Patterns, or cases like acute
low back pain, where severe symptoms
manifest in the Yang meridians.

2. All DiseasesOoriginate from a
Deficiency of Jing

When there is an epidemic of the common
cold, some people catch the cold and others
don't. Why isthis? Further, among those
who catch the cold, some get over the cold
with just a slight cough and a runny nose,
while others run a high fever and get
bronchitis or pneumonia and sometimes even
have alife or death crisis. The questioniis,
how do we explain these individual differ-
ences? The understanding in Traditional
Japanese Medicine is that, as long as the
body does not have a susceptibility, noin-
ternal, external, or miscellaneous factors
can cause disease. In other words, al dis-
eases arise because of a susceptibility ina
Zang which results from a deficiency of
Jing. Thisiswhy al Patterns are expressed
in terms of adeficiency of a Zang.

In terms of symptoms, a deficiency of Jing
manifests aslittle more than fatigue. Itisnot
aproblem that would warrant medical atten-
tion or adiagnosis. Thereis afunctional
problem, however, and this condition if un-
checked can eventually develop into adis-
ease recoghized by Western medicine. In
Oriental medicine treatment is rendered at
the beginning stage, what the classics call
“incipient disease.” To treat incipient dis-
ease is to treat imbalances at the earliest
stage and return the body to its origind state
of vitality. It is of great significance that
acupuncture and moxibustion are powerful
toolsfor health maintenance and can play a
major role in preventive medicine. Asdis-
cussed in the previous article, six position
pulse diagnosis is atechnique which fulfils
this purpose.

The Basic Patterns are expressed in terms of
deficiency inaZang. The Basic Patternsare
Liver Deficiency, Spleen Deficiency, Lung
Deficiency, and Kidney Deficiency. The
reason there is no Heart Deficiency Pattern
is because the Heart houses Shen and, when
the Heart becomes deficient, Shen disperses
and the patient dies. In other words, no
disease begins with Heart Deficiency. It
does happen, however, that Cold or Heat
originating in other organs spreads to the
Heart and causes symptoms.

The Basic Patterns alone are not adequate
for understanding the pathology, and as
explained in the previous article. To be
complete the Pattern must designate Cold or
Heat and include the meridians affected by

the Cold or Heat. Bethat asit may, for
treatments just for health maintenance, it is
sufficient to decide and treat the Basic Pat-
tern. Thisis because disease has not pro-
gressed to a point where Cold or Heat spreads
to other meridians. The treatment for health
maintenance can simply follow the conven-
tiona Meridian Thergpy point sdlection prin-
ciplein the 69th chapter of theNanjing. In
the case of Liver Deficiency, LV8 and K110
are tonified with shallow insertion (no more
than 3mm, or even with the insertion tube),
and the needle can be retained for ten to
fifteen minutes.

3. Patterns
(The Essence of Disease)

The basic assumption in Meridian Therapy
about the origin and devel opment of disease
isasfollows:

(1) Disease begins with a deficiency of Jing
inaZang.(2) Various internal, external, or
miscellaneous factors enter the picture and
the Qi, Blood, and/or Fluids of the Zang
become deficient (a Deficiency Pattern).
(3) These deficiencies generate Cold or Heat.
(4) This Cold or Heat spreads to other or-
gans and meridians.

To describe the above process in another
way, (1) is a susceptibility caused by a
deficiency inaZang, (2) and (3) giveriseto
pathological conditions, and (4) produces
specific symptoms.

1) Basic Patterns

Theseindicate adeficiency of JinginaZang
and there are four types as discussed above.

2) Pathological Condition (Cold or Heat
Pattern)

Patterns of Cold and Heat are categorized
according to the 62nd chapter of the Suwen.
(SeeTablel)

A. Yang Excess - Exterior Heat

The deficiency of Jing in aZang can cause
a Y ang aspect or meridian to become ex-
cess. When this happens, Hest arises on the
exterior or on the body surface. In cases of
Lung Deficiency, for example, Wei Qi on
the body surface become deficient and Cold
can invade from the outside. When this
happens, Normal Qi and Pathogenic Qi bat-
tle it out at the surface (level of hair and
skin). Thisisthe pathological condition
called Excess Heat on the exterior.

This condition occurs most often in acute
cases and is caused by external pathogenic
factors. Usually it begins with sudden and
intense symptoms. Also it generally tends
to progress from the Taiyang stage to

3
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Y angming and Shaoyang, and then to Zangfu
disorders. This condition often occursin
Lung Deficiency or Spleen Deficiency Pat-
terns. Inthese cases, itissimply called a
Lung Deficiency or Spleen Deficiency Heat
Pattern.

B. Yang Deficiency - Exterior Cold

The deficiency in the Yang aspect (Yang Qi
has awarming function) arisesin aZang due
to deficiency of Jing and thislead to chilling
on the body surface. This condition can
occur with any of the Basic Patterns. These
aresimply called Cold Patterns. ColdisYin
in nature and tends to travel inward. Thus
Y ang Deficiency tendsto develop into Yin
Repletion Internal Cold, which will be dis-
cussed shortly. The symptoms of Yang
Deficiency are chilling on the body surface
including places such as the low back and
legs, as well as headaches due to Cold, and
facial paralysis.

C. Yin Excess - Internal Heat

(Liver Excess)
With this pathological condition, either Ex-
cess Heat is generated because Normal Qi
and Pathogenic Qi is battling in the interior,
or Heat in the Yin aspect causes Blood

Stagnation. In contrast to Yang Excess
External Heat being on the body surface,
Yin Excess resultsin Excess Heat in the
interior. In any case, the substance that
stagnates and accumul ates because of the
Heat is always Blood. According to the
functions of the Zang, the Liver isthe organ
involved when Blood stagnates and accu-
mulates. Therefore Yin Excess occurs only
in cases of Liver Excess. Nevertheless, the
Excess Heat generated in the Liver can then
spread to other organs. Thus the Heat from
Yin Excessrarely originates from the Yin
meridians, but instead comes from the af -
fected Zang. Thisimplies that a serious
illness lies hidden, so one needs to be cau-
tious in undertaking acupuncture treatment.
Great attention isrequired in both diagnosis
and treatment. If thereis any doubt, the
patient should be advised to get a medical
examination. Since the Excess Heat is deep
inside, however, the symptoms are not se-
vere. It is easy to make mistakes on cases
like this when only the symptoms are fol -
lowed. Such cases can simply be called a
Heat Pattern.

D. Yin Deficient - Internal Heat
Thisis apathological condition in which
thereisadeficiency in the Yin aspect (pri-

TABLE 1
YANG EXCESS YANG DEFICIENT
Pattern: Heat Pattern Pattern: Cold Pettern
Symptoms.  ExcessHeat ontheexte- | Symptoms:  Chilling of the exterior
rior (body surface) - fe- (body surface) - chilling
ver, chillsand rigors, etc. of legs, pain from Cold
etc.
Pulse: floating, excess, rapid Pulse: submerged, thin, defi-
cient
Treatment:  After tonifying Yinme- | Treatment:  After tonifying Yin me-
ridians, Yang meridians ridians, Yang meridians
are dispersed with shal- are tonified with shallow
low insertion. insertion.
YIN EXCESS YIN DEFICIENT

Pattern: Heat Pattern Pattern: Heat Pattern

Symptoms:  ExcessHeat intheinte- | Symptoms:  Deficient Heat inthein-
rior - Blood Stagnation, terior - Deficient Heat
organic disease, €tc. emergesin the upper half

of the body or the sur-
face to cause gtiffnessin
the neck and shoulders,
flushing, and pain from

Pulse: submerged, excess Heat, etc.

Treatment:  After tonifying Yinme- | Pulse: floating, large, deficient
ridians, excess Yin me- | Treatment:  If thereis still Heat after
ridians are dispersed with tonifying Yin meridians,
deep insertion. Yang meridians are dis-

persed gently.

marily Blood and Fluids) which generates
Deficient Heat in the interior (inside the
body). Heat isYang in nature so the Defi-
cient Heat moves upward and to the surface
of the body. Thisgivesriseto avariety of
symptoms. The most typical symptom is
flushing, and otherwise there is stiffnessin
the neck and shoulders, headaches, and diz-
ziness. Sometimes the Deficient Heat is
transient, and at other times a great amount
of Deficient Heat is generated over along-
time. When the Deficient Heat istransient,
the pathology often shiftsto Cold because of
the deficient condition. Such can simply be
called aHeat Pattern.

E. Yin Repletion - Internal Cold
Thisisapathological condition in which the
Cold on the body surface caused by Yang
Deficiency progresses so that the Cold moves
deeper into the body. The symptoms mani-
fest as Cold on the inside, or in the Zangfu.
Cold can affect the Stomach to cause loss of
appetite, poor digestion, and fluid retention
in the stomach, distension in the abdomen,
and diarrhea. I1n women Cold can cause
menstrual cramping and irregular menses.
Such cases can simply be called a Cold
Pattern.

Using the above concept of pathology, we
can recognize and differentiate pathol ogical
conditions originating in a deficiency of a
Zang. Inthisschemethere are eight Patterns
based on the four Basic Patterns. They are
Liver Deficiency Heat, Liver Deficiency
Cold, Spleen Deficiency Heat, Spleen Defi-
ciency Cold, Lung Deficiency Heat, Lung
Deficiency Cold, Kidney Deficiency Heat,
and Kidney Deficiency Cold. Sometimes
the Pattern is expressed in terms of Yang
Excess Heat or Yin Deficiency Heat, and
this increases the number of possible Pat-
terns.

The most common pathological condition
seen in Japan is Deficient Heat and Cold
Patterns with Cold in both the interior and
exterior. In my experience, these conditions
account for 80 to 90% of all patients.

A Heat Pattern is characterized by Heat, and
there are the three types of Yin Deficient -
Internal Heat, Y ang Excess - External Hedt,
and Yin Excess - Internal Heat. In thefirst
two types, the Heat appears on the body
surface, or in Yang meridians, whilein the
last type (Yin Excess - Internal Heat), the
Heat symptoms appear in the Yin merid-
ians. As stated, the symptoms are not that
severein Yin Excess, but thereisHeat in a
Zang and often there is a serious organic
disease.

A Cold Pattern is characterized by Cold. In
principle, there are two types: Y ang Defi-
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ciency - External Cold and Yin Repletion -
Internal Cold. The only difference clini-
cally, however, isthat shallow needling is
used in the former case and deeper needling
isused in the latter. Thusthereisno strict
need to differentiate these two types. Just
simply, when there are Cold symptomsin
the Zangfu, the needles are inserted deeper.

The above mentioned pathological condi-
tions which include three Heat Patterns and
two Cold Patterns make it possible to under-
stand why certain symptoms are manifest-
ing, and they are useful for grasping the
symptomsin terms of the meridians where
the Heat or Cold has spread. Furthermore,
each of these pathological conditions are
accompanied by a characteristic pulse so it
isasimple matter to differentiate the types
by the pulse quality. Also, in giving treat-
ment, one is able to quickly determine the
point selection, tonification-dispersion,
depth of insertion, and the technique by
identifying the pathological condition. Thus
the classification of Heat and Cold in the
Pattern has a direct bearing on both diagno-
sisand treatment.

3. Constitutional Differences

Since | have discussed Heat and Cold Pat-
terns, | would like to address the issue of
individual differencesor constitution here.
The constitution isimportant in Traditional
Japanese Acupuncture. By taking a per-
son’s constitution into account, the under-
standing of pathology based on the Pattern
is degpened, and the aim of treatment can be
raised to restoring the person’s constitu-
tional pulse. Intheory thereisanormal
pulsein Meridian Therapy, but actualy itis
thought that no one is completely balanced
and healthy. Itisassumed that everyone has
some constitutional tendency and survives
by their body working to maintain balance
and health. Thus apersonisin ahealthy
state when the pulse is the constitutional
pulse. When the pulseisonly dlightly dif-
ferent from the constitutional pulse, the dis-
easeismild. The more the pulse deviates
from the constitutional pulse, the more pro-
nounced the symptoms and the more ad-
vanced the disease.

For example, a person with a Liver Defi-
ciency Heat Pattern constitution has a per-
sonality which isfastidious. Such aperson
is always restless and takes care of things
one after another. This creates atendency
toward depletion of Liver Blood, and this
leadsto Yin Deficiency and Deficient Heat.
This Deficient Heat, being Yang in nature,
tendsto rise to the Upper Burner, and causes
symptoms such as neck and shoulder ten-
sion, eye strain, flushing, heavinessin the

head, and insomnia. Therefore, when a
person with this constitution becomes upset
or overworks and consumes Liver Blood,
this causes extra Deficient Heat which gives
rise to the above symptoms. Considering
the person’s constitution, however, these
symptoms are not so serious. In contrast,
when such a person has the symptom of
chilling or cold, the disease is more ad-
vanced. They are clearly out of balance, and
it is necessary to quickly return them to their
original constitutional tendency.

In thisway, by considering a person’s con-
stitution, the pathology is seen not only in
terms of Cold or Heat, or the severity of
symptoms, but with a sense of relativity in
relation to their congtitution. Therefore, the
skill of a practitioner liesin how quickly he
can identify the patient’s constitution. And
it follows that the aim of treatment is to
restore the patient to their constitution. This
means that, if the patient is treated for a
Liver Deficiency Hesat Pattern and the symp-
toms improve, even if subsequently their
Pattern seemsto change to Kidney or Spleen
Deficiency Heat, the treatment for the origi-
nal Pattern is continued while the symptoms
are present.

4. Theory of Symptomology

Thistheory is applied to explain cases and
symptoms caused by Cold or Heat spread-
ing through the meridians, which cannot be
fully understood or explained by the theory
of pathological conditions. Disease begins
with adeficiency in Jing Qi of aZang, and
the various factors cause Cold or Heet. Some-
times this Cold or Heat remainsin that Zang
or associated meridian, but often it spreads
to other meridians, and produces various
symptoms wherever it spreads. Thereisno
specific rule or order in the way Cold or
Heat spreads through the meridians. Cold
or Heat can spread to any meridian; not only
those that are next to it or related by Three
Yin Three Yang (e.g. Yangming).

Thusit is necessary to know which organs or
meridians the Cold or Heat has spread to,
and how to detect this. In other words, a
diagnostic method is needed. Itisasimple
matter when the Zangfu or the associated
meridians can be identified from the symp-
toms present. When there is a headache
along the Gallbladder meridian, for exam-
ple. Inthisstuation, since the Basic Pattern
and the differentiation between a Cold and
Heat Pattern is made from six position pulse
diagnosis and pulse quality diagnosis, the
following analysis can be made when the
Pattern is Liver Deficiency Heat: If apulse
quality indicating Heat (which means Defi-
cient Heat has spread to the Gallbladder

meridian) is not felt, then it can be assumed
that the symptoms are aresult of Cold inthe
Stomach meridian. Another shortcut is pos-
sibleif one doesn’t know how to do pulse
quality diagnosis for individual positions.
Palpating the superficial and deep level at
each position will give aperson arough idea
of the presence of Cold or Heat.

Once the Zangfu or meridian affected by the
Cold or Heat is determined by the above
methods, since the pathological conditionis
understood from the Basic Pattern and the
differentiation of Cold and Heat, all one has
to do isto clarify the relationship between
the pathological condition and the present-
ing symptoms. Thus, in the above example,
the pathological condition and symptoms
are understood as a case of Deficient Heat
from Liver Deficiency, which has spread
into the Lung and Large Intestine meridians
to produce pain in the right shoulder. This
isasimple analysis of the Pattern.

To analyze this Pattern in greater detail, if
the pulse quality at the middle and proximal
positions on the left is sunken, wiry, and
hard, thisindicates Yin Deficiency and In-
ternal Heat primarily from a depletion of
Fluids. Further, when the pulse quality of
the distal position on the right is sunken,
wiry, and strong, the Deficient Heat has
stagnated in the Lung and Large Intestine
meridians as Excess Heat, which has pro-
duced pain in the right shoulder along the
course of these meridians. In thisway, the
theory of pathology and the symptoms pro-
duced by Cold or Heat in the Zangfu and
meridians are linked up with the pathol ogi-
cal condition suggested by the pulse quali-
ties at various positions (this will be pre-
sented later) to finally determine how the
Pattern is manifesting.

So Patterns can be analyzed in detail as done
above, but the Patterns are simply expressed
as Liver Deficiency Heat Pattern or Kidney
Deficiency Cold Pattern, for example. In
other words, the name of these Patterns are
categories of pathological conditions for the
sake of proceeding with the treatment. The
name of a Pattern does not mean that the
pathological condition or the symptomatic
manifestationsisidentical in every case.

5. Pathogenic Factors

There may be those who wonder why patho-
genic factors have not been discussed in
more detail in this paper. Pathological fac-
torsare literally causative agents of disease
and they are categorized into internal, exter-
nal, and miscellaneous factors. While patho-
genic factors can be used to explain the
inception of disease, it does not explain the
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resultant pathological condition. In other
words, it does not have that much valuein
terms of understanding how a Pattern is
manifesting. It istruethat classics such as
the Shanghanlun use terms such as Injury
by Cold and Penetration by Wind to de-
scribe disease in terms of the pathogenic
factor, but this aspect of the pathology is
fully covered by the theories of pathology
and symptomology discussed above. And
more importantly, even if the pathogenic
factor is known, this does not necessarily
lead to aviable treatment. Even if the
diseaseisidentified as Penetration by Wind,
how does one formulate a treatment?

Of course, thisdoesn’t mean it is pointlessto
determine the pathogenic factor. As| will
mention later in the section on treatment,
there is a point selection method based on
the five pathogenic factors. For example, if
Liver Deficiency is caused by the pathogen
of Cold, the metal point LV4isused. In
cases where the pathogenic factor can be
clearly identified, treatment applying this
point selection method is possible. Thus,
while the pathogenic factor is taken into
consideration in the treatment phase, it is
not really necessary for deciding the Pat-
tern.

Be that as it may, knowing the pathogenic
factor is very important for the purpose of
prevention and health maintenance for the
patient. It isuseful to know which patho-
genic factor is responsible for throwing a
person out balance. Thisisrelated to the
issue of congtitution discussed earlier. Peo-
ple with the Lung Deficient or Cold Consti-
tution, for example, tend to be susceptible to
thefactors of Cold and Dryness. Those with
aHeat Constitution, on the other hand, tend
to deplete their Blood and Fluids by subject-
ing themselves to excessive stress. Advise
can be given to patients about the factors
which tend to affect them adversely, so
knowing the pathogenic factor isimportant
for the sake of patient education.

To be continued
Trandated by Stephen Brown

Somel Okabe, MD, graduated from Showa Medi-
cal Collegein 1963 and received his Doctorate
in Radiology in 1963. He became a professor at
Showa Medical Collegein 1971. Then became
Head of the Acupuncture Department of the
Oriental Medical Research Unit of Kitasato
University in 1973. He left his position in 1984
to devote himself to Meridian Therapy and the
operation of his own clinic. He became the
President of the JapanMeridian Therapy Asso-
ciation in July of the same year. And he also
established and became the Director of the
Acupuncture and Meridian Therapy Institute in
1986.

Getting Fired Up About

Moxa!
by Brad Thompson

On October 10, 1998, Sesttle was the site of
Junji Mizutani’s ‘Practical Moxibustion
Therapy Workshop.” Junji isthe director of
the North American Journal of Oriental
Medicine and the foremost authority on
moxibustion in the West. The opportunity
to learn his techniques directly in a group
setting of 15 people was arare and inspira-
tional experience. Given his authenticity
and sincerity, he held nothing back. We
walked away with a quiver full of toolsto
immediately put it into practice, without
hesitation.

We covered just about every aspect of Japa-
nese moxibustion. It's history, how to pre-
pare moxa, storeit, all about it’s effects,
contraindications, and the many techniques
to choose from. Thiswas one of the most
hel pful workshops | have beento. We were
given acomplete ‘starter kit' full of differ-
ent tools and high grad moxato practice
each technique on ourselves and each other.
Assomeone said, ‘It'slike our first day in
kindergarten, getting our scissors, colors,
and paper.” We had all these toys and as yet
no one knew what to do with them. The kit
contained moxa, wooden rolling blocks,
bamboo tubes, incense, shiunko cream, salt,
paper, and moxa sticks. Also provided was
Junji’ s book on moxibustion, acompilation
of al his articles on moxibustion, including
point selection and case histories.

After some preliminaries, we quickly dove
into the techniques, and it wasfun to do all
the practices knowing that Junji had thought
out each step really well. The techniques
seemed to fall together. Direct moxibustion
was the main technique taught because of
the powerful effects of concentrated heat
penetrating into the body. In addition to
obvious warming qualities, it also offers
certain chemical benefits. It strengthensthe
immune system, reduces inflammation and
pain, and improves blood quality and circu-
lation.

NAJOM Website
www2.portal.ca/~najom/

We also practiced Hachibu-kyu (in between
direct and indirect moxibustion), and many
indirect techniques including the following:
- Oshi-kyu: atype of moxa massage

- Indirect moxibustion on miso

- Salt moxibustion using a paper frame

- many types of needle moxa

Junji did demonstrations, exhibiting his pal-
pation skills and efficiency in performing
direct moxibugtion. It isreadly not that time
consuming. We were taught ways to help
make the patient feel at ease when applying
direct moxibustion. Also we learned to en-
courage patients to apply moxaregularly at
home to increase and extend the effect of the
treatment, thus highlighting the importance
of patient involvement for their healing.

Thefirst day back intheclinic, | used three
techniquesthat | had never used before on
three different patients, and each had posi-
tive results. Junji made it simple and fun to
learn his techniques, and it was an honor to
be around him. Heisvery gracious, and his
caring and integrity isundeniable. | learned
that moxibustion is not something extra that
you add to your needle treatmentslike aside
dish. Thisworkshop opened my eyesto the
power of moxibustion and that my treat-
ments can consist of mostly moxibustion or
even all moxibustion.

Acupuncture

Society of New York

1858 Pleasantville Road
Suite 112
Briarcliff Manor
NY 10510-1038

publishes
The Meridian Times Newsletter
and the
Journal of the Acupuncture
Society of New York

and sponsors
Toyo Hari classes and seminars
with Koei Kuahara
for the New York branch of the
Japan Hari Medical Association

Please contact us for an
information packet.
Voice or Fax: (914) 923-0632
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The Current Situation and
Future Direction of

Japanese Acupuncture
by Takayoshi Ogawa

Introduction

My article titled “ Comparison of TCM and
Meridian Therapy” appeared in the March
1996 issue of thisjournal. In April of the
same year | travelled to Seattle and Boston
to give seminars on the same topic. | am
grateful for the opportunity | had to express
my views in this way, but the theme was
very broad and it is hard to draw simple
conclusions. Inthisarticle | would liketo
focus on Japanese acupuncture and discuss
what | have learned through my involve-
ment in the Japan Acupuncture Society and
the Traditional Japanese Acupuncture As-
sociation, as well as teaching at the Tokyo
Eisei Gakuin.

When it comes to the legitimacy and ben-
efits of acupuncture, there should be no
differencein thetime or place. Thetrue path
should be one. Theredlity, however, isthat
countless true paths have been proposed and
today many approaches or schools of thought
contend with each other. Thisisvery con-
fusing for those who seek the true path. This
iswhy | fed it isvery important to study the
big picture. That is, to consider thetime and
place and to understand the role of acupunc-
ture and moxibustion in this context as well
as the demand for such therapy. In this
paper | will analyze the historical context of
Japanese acupuncture, its relationship to
that in China, the trend of Traditional Japa-
nese Acupuncture in the modern era, the
current situation of the acupuncture profes-
sion and its prospects, and acupuncture edu-
cationin Japan. (note: Hereunder theterm
acupuncture and moxibustion will be short-
ened to just acupuncture. Moxibustion will
be mentioned only when it is specifically
indicated.)

2. Historical Assessment of
Japanese Acupuncture
A. The Social Role of Acupuncture
in Japan through History
Classical Period (before 1875)
Table 1 showsthe socia role of acupuncture
in Japan through its history in asimplified
way. Inthe so-caled classical period, the
biggest problem for the majority of people
was nutrition, due to a shortage of food and
the poor quality of the food available. In

addition, almost everyone had parasites. The
health issuesin this period was food poison-

ing, infections, and communicable diseases.
The primary emphasisin medicine in this
period was herbal medicine (internal medi-
cine). Acupuncture had the role of supple-
menting herbal medicine. Reviewing the
historical literature, except for times when
there were renowned physicians like Huato
or Bienque, when a person becameiill and
took to bed, very frequently herbs and nee-
dles proved usdless and the person got worse
and died. Thiswould seem obviousif we
bear in mind that life in those days was
underscored by malnutrition and parasites.

Although acupuncture was not totally inef-
fective against the diseases of that period, it
isunlikely that it worked nearly aswell as
the antibiotics of today. The treatment of
incipient diseasesis often mentioned in the
classics such asthe Suwen and Lingshu, but
it is easy to imagine how in those daysthis
was the primary role of medicine. Theaim
was to nurture health, prevent disease, and
to stay one step ahead of disease and treat it
promptly.

After Reformation of the Medical System
(1875)

Even after the reformation of the medical
system in Japan (when Western medicine
became the official medicine), in the begin-
ning there were few physicians and health
insurance wasn't available. Therefore acu-
puncturists continued in their role of provid-
ing affordable and accessible health care.
That isto say, primary care. First people
would go to aloca acupuncturist, and if this
didn’t help, they would seek help from a
doctor in afar away town and pay the high
cost of treatment.

After National Medical Insurance (1954)
Once the number of doctors increased and
insurance coverage became universal, low
cost and accessibility became the merit of
Western medicine. Having to pay out of
pocket, acupuncture became expensive by
comparison and harder to receive. Inthis
scenario, Western medicine became thefirst
choice and patients that can’t get help from
Western medicine (those who fall through
the cracks) go for acupuncture treatments.
Conditions treated by acupuncture are those
which are not easy to treat with Western
medicine, such as pain (no objective assess-
ment) and muscul o-skeletal problems and
soft tissue injuries which do not show up on
X rays. Alsoincreasingly acupunctureis
sought in cases where there are complaints
but no clear diagnosis, so-called autonomic
dysfunction and chronic fatigue.

After News about Acupuncture
Anesthesia (1971)

The efficacy of acupuncture started to be-
come widely recognized once news of acu-

puncture anesthesia reached Japan in 1971.
Peopl e started to go for acupuncture treat-
ment before getting adiagnosis or treatment
from amedical doctor, especialy for pain
and muscul o-skeletal problems. Also the
perception of acupuncture as a safe form of
therapy free of side-effects became wide-
spread. Thus, in order to avoid the medical
system with the tendency towards too many
tests and over-prescription, people began
going for acupuncture first and went in for
medical tests only if thisdidn’t work. So
acupuncture took on the role of screening or
separating the serious diseases from minor
problems.

Future Society of Aging Population

In the society of the future with an aging
population, health insurance and pensions
may not be adequate. A person may not be
ableto get by if he becomesill (satisfactory
medical care cannot be obtained). So, ina
way, this situation is similar to classical
times. In other words, just asin the classical
period, the main issue for people today isto
stay healthy and live along life. People are
seeking treatment for incipient diseases. This
isexactly why acupuncturists are being asked
to get away from the repair shop mentality
of medicine. The key word hereis“health
promation”. Acupuncture clinics must pro-
mote health rather than be arepair shop.

Lessons from this Historical Assessment
Examining the role of acupuncture in Japan
through its history, it isclear that itsrole has
changed with thetimes. It isunclear whether
this was because acupuncture has the inher-
ent capacity to meet al the different needs of
each period, or if acupuncturists modified
their trestments to meet the demandsin each
period. If the former istrue, acupuncture
will survive no matter how the demands on
it changein thefuture. If thelatter istrue, we
need to keep an eye on up coming develop-
ments a decade or two from now. Asan
acupuncturist, | would like to believe it has
the capacity to meet al needs. Asan educa
tor and instructor of future acupuncturists,
however, | need to act asif the latter case
weretrue. And even if acupuncture hasthe
capacity to meet all needs, it isinescapable
that there will be some fluctuation in the
market due to changes in the balance of
supply and demand as well as a shift in the
type of demand. Thusit is necessary to
make efforts to reduce the loss of business
due to such fluctuations.

B. Relationship between Japanese
and Chinese medicine

When considering the current situation and
the future of acupuncture in Japan, one
cannot ignore China, where acupuncture
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originated, and Chinese medicine which
historically exerted a great influence on
Japanese medicine. Inthis paper | will focus
on the relationship between Japanese and
Chinese medicine after the 15th century.

Importation of Li-Zhu Medicine
(Beginning of the Gosei School)

Chinese medicine arrived in Japan in the
seventh century along with Buddhism.
Medicine from the continent was blended
with the indigenous medicine of Japan to
form an orthodox school. Contact with
China continued for many centuries with
emissaries to the Sui and Tang Dynasties,
but such official contact decreased in the
Kamakura Period (13th century). Inthe
latter part of the Muromachi Period (15th
century) Tashiro Sanki went to Chinato
study medicine and returned with the new-
est medicine and founded the Gosei School.
This school drew from theideas of Li Dong-
yuan and Zhu Dan-xi among the four emi-
nent physicians of the Jin and Y uan Dynas-
ties. The fact that the ideas of Zhang Zi-he
and Liu Wan-su, the eminent physicians
from an earlier period, were mostly by-
passed by the Gosei School indicates that
there was not much influence from China
just prior to that time.

Features of the Gosei School

The medicine of the Gosel School empha-
sized theories or ideology, and thiswas in
contrast to the earlier Japanese schools,
which were based on the Shang Han Lun
(Treatise of Cold Induced Disorders) and

were more pragmatic than ideological. The
medical principles of the Gosai School were
based on the Neijing (Y ellow Emperor’s
Inner Classic: consisting of the Suwen and
Lingshu) and the concepts of Yin-Yang,
Five Phases, Zangfu, and meridians were
applied. Thus, even though the medical
ideas of the Gosei School were newer, they
were based on theNeijing which was ol der
than the Shang Han Lun. Thefeature of the
Gosei School was that herbal formulas were
linked to the Zangfu and meridians. This
was done primarily by applying the five
tastes and five colors of the Five Phases. For
example, formulas for kidney diseases were
made salty and the ingredients were burned
to make them black. The Gosei School was
the dominant school of herbology in the late
15th and the 16th century. Itisdtill practiced
in Japan by avery small minority of herbal-
ists.

The Rise of the Koho School

For al of its classical theories, the Gosel
School was not very practical, and it does
not seem to have been very effective. Peo-
ple must have decided that it was better to
get good results than to be theoretically
correct. Sothe old style of herbal medicine
based on the Shang Han Lun was revived,
and this school was called the Koho, or the
old school. Although the Koho School was
based on theShang Han Lun, the ideology
of thistext congists of little more than Three
Yin - Three Yang, or the six stages of
disease. Compared to the Gosei Schoal,
medical theorizing was practically nil in the

Historial Assessment of Acupuncture and Moxibustion

i i i Role of Acupuncture
Time Main Object & Moxibustion

Classical Period Infectious Disease Supplementary Position in Chinese

Before 1875 Food Poisoning, Parasites , Medicine ,

Malnutrition. etc. Preventive Operation Against Disease
' Health Promation
Medical System Same as above Economical and Accessible Medicine
Reformation (1875) or Slight IlIness of Any Kind Primary Care
Medical Care General Pain Supplementary Position

Insurance Covering

Entire Nation (1954) Wesk Point of

Orthopedic Disease
Western Medicine

in Western Medicine
Last Alternative Medicine
Secondary and Tertiary

Profession for Pain and Orthopedic
Disease

Acupuncture Pain ar(‘idn%g}‘;,p&da'gce?'m but Primarily in the Fields of
; ifi ; Genera Physician-like Medicine,
Reported (1971) Unidentified Complaints Safety Medicine
Unidentified Complaints Primary Care
Aging Society Fr?]ugrllélg\lsgase Safety Medicine

Health Maintenance
Healthful Aging

Health Maintenance and Promotion

Koho School. Nevertheless, practitioners
of the the Koho School were very system-
atic. Instead of identifying the pathogen or
pathologica condition using the Eight Prin-
ciples or other concepts, they prescribed the
same formulas for similar conditions. In-
stead of using theoretical constructs, they
used inductive reasoning to decide which
formulato use.

The Rise of Dutch Medicine

The Koho School came to dominate herbal
medicine in Japan, but Dutch medicine be-
gan to make itsway into Japan in the middle
of the Edo Period (17th century). When
Japan modernized its medical system in
1875, Western medicine based on Dutch
medical texts became the official medicine.
Traditional medicines which had been
practiced up until that time including Kampo
herbology, acupuncture, and moxibustion
becameillegal. The demand for herbology
and acupuncture, however, continued to be
high. Acupuncture continued as a profes-
sion for the blind, and it was officially
sanctioned in 1903. Nevertheless, it contin-
ued to be a second class citizen within the
medical system. Western medicinein Japan
shifted from Dutch to German medicine,
and since the end of the Second World War
American medicine has become predomi-
nant. In Kampo herbology, the Koho School
continues to be the dominant school.

Why Dutch Medicine Took Hold in Japan
One might wonder why Dutch medicine
started growing in influence in Japan during
the Edo Period, even while Japan was under
the policy of seclusion. Even though there
was a policy of seclusion, Japan was not
completely cut off from contact with the
outside world. Japan had comparatively
good relations with Holland, and trade was
conducted with Holland on a special island
in the port of Nagasaki. Bethat asit may,
Nagasaki was in the western extremity of
Japan, far from the capitol Edo. Thus con-
tact with the Dutch was quite limited and
Japanese society as awhole remained iso-
lated from Western ideas.

Asjust mentioned, the Koho School became
dominant from the middle of the Edo Pe-
riod. The feature of this school was a
pragmatism that emphasized practice over
theorizing. The prevailing attitude was to
adopt any method that worked. A method
that seemed useful was actually tested clini-
caly to verify the results. So, for example,
Hanaoka Seishu created agenera anesthetic
and performed the first mastectomiesin the
world. Also Yamawaki Toyo was the first
person in Japan to dissect cadavers of con-
victs to investigate human anatomy. Both
these men belonged to the Koho Schoal.
Since they were pragmatic, when it came to
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their practice, these physicians didn’t care
where the ideas came from. Theories were
unimportant, and whether the idea came
from China or Holland, they were satisfied if
it worked. Itisnowonder that the physicians
who adopted Dutch methods, or switched
over to Dutch (surgical) medicine came from
the Koho School. In this way, the Koho
School, which claimed to be the old school

was open to new methods and served to
spread Dutch medicine in Japan while it was
still under a policy of seclusion.

Why Western Medicine Did Not Take Hold

in China

In China, on the other hand, there was no
seclusion policy (athough it was attempted),
but Western medicine did not take hold. This
was because there were not many physicians
who were pragmatic and outcome oriented
like those of the Koho School in Japan.
Chinese medicine emphasized theory. The
Gosel School in Japan which emphasized
theory was soon replaced by the Koho Schoal.
Nothing like the Koho School emerged in
China, however. The medical ideas of the
Jin and Y uan Dynasties carried over into the
Ming and Qing Dynasties which followed
without much change and became the basis
for the Traditional Chinese Medicine of this
day. This approach emphasizes classical
theories, and the most esteemed classics are
the Suwen and Lingshu. Therefore, there
was little grounds in China for accepting the
foreign ideas of Western medicine.

Acupuncture in China after the Jin and
Yuan Dynasties

After the four eminent physicians of the Jin
and Y uan Dynasties, the use of herbal for-
mulas to balance the meridians became the
common practice, and the need for acupunc-
ture was thus reduced. Furthermore, with
the influence of Confucianism, it was not
considered desirable to injure the body. Also,
there was another more practical reason for
the decline in acupuncture. The custom of
bathing was not common in Chinain this
period and the majority of people were poor
and unclean. Accordingly, people avoided
practices which involved direct skin contact.
Acupuncture was sidelined from mainstream
medical practice and continued modestly as
afolk remedy. Also, moxibustion treat-
ments involving the direct burning of the
skin was seldom applied for the above
reasons. To thisday practices which involve
direct skin contact are seldom seen in China
(e.g. palpatory diagnosis, meridian pal pation,
point palpation, and oshide or holding the
body of the needle).

Traditional Medicine and Communist
China

The Communist Revolution led by Mao Zi-

tong also brought a revolution in the medi-
cal system. | said that Western medicine did
not take hold in China, but | was referring to
the 19th century. By the 20th century,
occupation by various foreign countries
brought Western medicine to China. The
people who were able to benefit from West-
ern medicine, however, were limited to those
inthe ruling class. The common people of
Chinadid not have access to Western medi-
cine.

The Red Army, after its defeat to the
Goumintang Army in 1934, took an arduous
retreat route known as the Long March.
Acupuncturists accompanied the Red Army
on the Long March. Eventually, Mao’'s Red
Army joined together with the communist
forces in North China to defeat the
Goumintang Army. It would betoo idedlis-
tic to say that, since Mao's Red Army expe-
rienced the benefits of acupuncture, tradi-
tional medicine was given special emphasis
in the medical system of Red China. The
reality was that China after the revolution
wastoo poor to provide for the health care of
its 650 million people. There weren't suffi-
cient resources to build all the hospitals and
pharmaceutical factories necessary. There
was little choice but to make use of acupunc-
ture, which just required afew needles, and
herbal medicine, which used natural materi-
alsreadily available.

After Relations Between Japan and

China were Restored

Once relations between Japan and Red China
were normalized in the early seventies, Ja-
pan began to extend foreign aid to Red
China. The construction of the China-
Japan Friendship Hospital began during the
administration of Prime Minister Ohhira.
The chief representative for the Japanese
government for this project was Ryutaro
Hashimoto (the last Prime Minister). He
was a patient of mine during that period and
| heard many inside stories about the con-
struction of the China-Japan Friendship
Hospital. Japanese representatives were
enthusiastic about incorporating traditional
medicine such as herbs, but the Chinese
wanted to get as much modern Japanese
medical equipment asthey could. The cost
of supplying these devices caused the project
to far exceed the original budget. Itis
evident from this that, while China has a
policy of promoting TCM abroad, at home
the intention is to expand Western medi-
cine.

Japanese and Chinese Medicine After
Acupuncture Anesthesia

After news of acupuncture anesthesia, which
followed on the heels of Nixon's visit to
China, an active exchange began between
Japan and Chinain the field of medicine,

with many Japanese doctors of both West-
ern and Oriental medicine visiting China. |
visited Chinamyself in 1972. Chinese acu-
puncture at that time just played a supple-
mental role to herbal therapy. The differen-
tial diagnosis of TCM was done to choose
the herbal formula, and acupuncture was
performed on afew points with a special
effect in relation to the Western diagnosis.
Most of the prominent acupuncturists of
Japan visited Chinain those first few years,
and they returned as | did with the impres-
sion that they had nothing to learn from
China. While Chinese acupuncture was
being forgotten in Japan, Chinese acupunc-
ture changed radically, especially over the
last decade. Thisis because acupuncture
was made independent of herbs, and a sys-
tem of differential diagnosis just for acu-
puncture was created. This new versionis
the TCM and Chinese acupuncture of today.
The foundation of this system, however,
remains unchanged. Itisbased on JinYuan
medicine, which emphasizes theoretical
speculation. This new version of Chinese
acupuncture is beginning to pour into Japan.

C. Developments in Japanese
Acupuncture in the Modern Era
The Revival of Kampo
After the reformation of the medical system
in 1875, although they did not disappear
completely, Kampo herbology and acupunc-
ture declined and lost academic standing.
Asfor the practice of acupuncture, the influ-
ence of Oriental medicine weakened to a
point where needles were merely inserted in
painful areas or tender points. Acupunc-
ture, in many cases, became just a supple-
ment to massage treatments. Moxibustion
also was performed without reference to the
principles of Oriental medicine, and the
practice of herbology was similarly com-
promised. Gradually, from around 1910,
there was a growing interest in reviving
Kampo (traditional medicine). This move-
ment suddenly gained momentum in the
mid 1920's. The leaders of this movement
were hebologists of the Koho School such
as Kyushin Y umoto.

Doctoral Dissertations

Asif on cue with the movement to revive
Kampo, interest in acupuncture and
moxibustion increased among medical doc-
tors. Various studies were conducted and
over 26 doctoral dissertations were submit-
ted in the late 1920's and in the 1930's.
Moxibustion was the most common research
theme, and studies confirmed changesin
blood constituents and increases in white
blood cells. Thisled to greater acceptance
of acupuncture and moxibustion by the
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medical establishment.

Shimetaro Hara M. D. was the leader in
moxibustion research, and he received his
doctorate by moxibustion research. In addi-
tion he promoted the idea that regular direct
moxibustion on ST36 had health benefits,
and practiced this on himself. Even though
he was amedical doctor, he l€eft his hospital
in his son’s hands to devote himself to a
moxibustion practice, which he continued
until the age of 104. He was famous as the
“moxibustion doctor,” and at the age of 108
he became the oldest living Japanese man to
prove that regular moxibustion on ST36
was indeed beneficial to one's health.

The Beginning of Meridian Therapy

The movement to revive Kampo herbology
of course affected the acupuncture profes-
sion, and practitionerslike Y anagiya, Okabe,
Inoue, and Takeyama began to look for
ways of shaking off the image of acupunc-
ture as tender point treatment and supple-
mental needling with massage. Their ap-
proach, in line with the revival of Kampo,
was naturally to return to the classics and
reevaluate the classical approach to acu-
puncture. Among the many classics, the
founders of Meridian Therapy focused on
the Nanjing, which dealt only with acu-
puncture. They created atreatment system
based on theNanjing, and coined it ‘Merid-
ian Therapy’ in 1939.

Meridian Therapy is a system constructed
from six position pulse diagnosis and the
treatment principles from the 69th chapter
of theNanjing. It wasavery smple system
where the deficiency and excess of merid-
ians are determined by six position pulse
diagnosis and the treatment points are de-
cided by principlesin the 69th chapter of the
Nanjing. Assimpleasit was, it took agreat
deal of practiceto learn pulse diagnosis and
to needle the points correctly. And, even
though Meridian Therapy was simple, it
was refreshing and validating to acupunc-
turists who had been working without any
theoretical framework at al. Of course, in
order to understand six position pulse diag-
nosis and the treatment principles in the
69th chapter of the Nanjing, one had to
study the other classics such as the Suwen
and the Lingshu.

In formulating a diagnosis, practitioners of
Meridian Therapy must use a methodology
similar to discrimination analysis, atopic |
discussed in my last articlein March 1996.
A practitioner’s experience, intuition, and
pal patory sensitivity come into play in
putting together all the findings from the
four examinations and making an overall
determination (compilation of four exami-
nations). The compilation of four examina
tions may sound simple, but thisis quite

difficult in practice, and it is even harder to
teachinaclassor inaclinica setting. This
iswhy, among the four examinations, the
founders of Meridian Therapy choseto give
special weight to six position pulse diagno-
sis. By making the findings from six posi-
tion pulse diagnosis the deciding factor in
the diagnosis, the complex process of com-
pilation of four examinations could be by-
passed. Also there are many approachesin
theNanjingfor deciding the treatment points
for agiven diagnosis. One could run into
difficulties trying to decide which approach
touse. It wastherefore decided to primarily
use the mother-son point selection method in
the 69th chapter.

Thus the diagnostic approach and point se-
lection method in Meridian Therapy was
decided somewhat arbitrarily, “just to get the
ball rolling,” so to speak. The matter was not
thoroughly discussed. The intention was
just to get a start clinically with something
that would represent the “revival of tradi-
tional medicine,” and to continue discussion
and reinforce the system as they went along.
Asit happened, just the combination of the
point selection method of the 69th chapter
(root treatment) and symptomatic treatment
was so revolutionary and more effective
than other approaches that fifty years went
by without much modification in Meridian
Therapy. Questions started being raised
about a decade ago and discussion began
among practitioners of Meridian Therapy.
Thus various other diagnostic approaches
and point selection methods have been pro-
posed. Today awhole variety of approaches
are vying for a place within the Meridian
Therapy arena.

To be continued.
Trandated by Stephen Brown

Takayoshi Ogawa, B.S, L. Ac. graduated from
the Tokyo Acupuncture and Bonesetting College
in 1975. After finishing a graduate programin
administration engineering at Keio University,
he completed an acupuncture teacher’ straining
program. He has been involved in many re-
search programs on Oriental medicine and has
had numerous papers published. Heisa perma-
nent board member of the Japan Society of
Acupuncture as well asthe Traditional Japanese
Acupuncture Association. He has also taught
for many years at the Tokyo Eisei Gakuin (Acu-
puncture College). Heisthe director of the
Kyorindo Acupuncture Clinic in Tokyo.

Special Moxibustion
Issue

Previous articles on Moxibustion have
been compiled and are available as a
single issue.

Practical Moxibustion Therapy

For the past four years, | have been
writing articles on moxibustion for
NAJOM. The original aim in writing
this series was to improve my knowl-
edge of moxibustion and to correct any
misunderstandings that | might have
about it by sharing this material with our
readers.

Four years of practical experience has
indeed strengthened my conviction that
moxibustion is effective and valuable.
These days | am more certain than ever
that moxibustion is a powerful therapy
which can make up for some of the
deficiencies in modern medicine.

So | thought it would be agood ideato
compile all the previous articlesinto a
single volume (as some past NAJOM
issues are now out of print) and make
them available to our readers. In reading
through all the articles, some seem sim-
ple, others unrefined, but each providing
a “stepping stone” in the use of
moxibustion in my practice.

Y ou can order it as follows:

Practical Moxibustion Therapy
by Junji Mizutani

Canada:$10.00 Cdn (includes shipping)
USA:  $8.00 US (includes shipping)
Other:  $11.00 US (includes shipping)

Write, phone, fax, or email:
NAJOM
896 West King Edward Avenue
Vancouver, B.C.
CANADA
V5Z 2E1
Tel: (604) 874-8537
Fax: (604) 874-8635
Email: najom@portal.ca

GOTO College of Medical Arts &Science

http://www.lifence.ac.jp
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Acupuncture in

Gynecological Disorders
by Misaki Endo

Acupuncture in the field of Gynecology
may be applied in the following cases:

1 Menstrual disorders and menopausal
symptoms in the absence of structural
abnormality;

2 Patient’s desire to avoid drugs during
gestation;

3 Disorders which cannot be treated by
surgical methods or simply aform of
prevention from undergoing surgery.

This article will focus upon Menorrhalgia
and Menopausal symptoms cases which are
very common in clinical settings.

Menorrhalgia

Menorrhalgia may be subdivided into 2
forms: Structural and Functional. Struc-
tural menorrhalgiaincludes disorders such
as Uterine Fibroids, Endometriosis,
Adenomyosis, Uterine displacement, and
Salpingitis (ie. Pelvic Inflammatory Dis-
ease). The problem arising when treating
menorrhalgia with acupuncture is that the
practitioner is unable to distinguish the two
forms of causes. In Japan, many young
women choose acupuncture over seeing a
Gynecologist. Moreover, itisindeed diffi-
cult to recommend a patient to undergo the
usual Hormone Therapy when certain dis-
orders have a strong likelihood of being
effectively treated by acupuncture; unless,
however, the disorder is of structural origin.
Menorrhalgia which had begun before or
after menstruation or one which had aggra-
vated due to changesin life style (eg. living
away from home, starting a new job) is
generally due to afunctional abnormality
that can be treated by acupuncture. How-
ever, when menorrhalgia aggravates a
woman whose menstrual cycle has stabi-
lized and there are no signs of any mgjor life
style changes, it is considered a structural
disorder. Insuch acase, it is advisable see
agynecologist. Clinically, it appears as
though women with structura disorders have
persistent and greater tenson in their inguinal
region. Thereisalso agreater degree of
pain. If work can be doneviasimply taking
analgesics, the practitioner may give acu-
puncture treatment and treat it as a func-
tional disorder; however, regardless of age,
if pain becomes intolerable to the point
where the individual can no longer go to
work, thereis strong likelihood that she may
be suffering from Endometriosis or other
structural disorders. Again, in such acase,

it is strongly recommended one see a
gynecologist.

There are cases where acupuncture treat-
ment have been successful with patientsin
their 20's suffering from Hypoplasia Uteri

or Menorrhalgia occurring after having un-
dergone ovarian excision. Excision was
done to remove the “ chocol ate-colored cyst”
resulting from Endometriosis. Although
Endometriosis is a disorder currently in-
creasing in Japan, it is difficult to treat it
ultimately by acupuncture. Successful re-
sults are likely to be obtained when a com-
bination of hormones, analgesics, Chinese
herbs and acupunctureisused. Asfar as
Uterine Fibroids are concerned, acupunc-
ture treatment focuses on peacefully await-
ing the arrival of menopause while aleviat-
ing menorrhagia and menorrhalgia, rather
than attempting to reduce the actual size of

thefibroids. Nevertheless, surgery isinevi-
table in many cases.

The main goal of acupuncture in
menorrhalgiais” Prevention”. A study which
had been done 10 years ago involved nee-
dling SP6 once a week on 20 people and
assessing its effectiveness in reducing the
severity of menorrhalgia during their 3rd.
cycle. Asaresult, there was an average of
3 people (15%) who experienced a range
between no effect and aggravation; 6 people
(30%) who experienced dight improvement;
9 people (45%) who experienced improve-
ment and 2 people (10%) who found great
improvement. The responses were obtained
on a question-answer sheet which asked to
compare the percentage effectiveness on
menorrhalgia before and after treatment. 4
ranks were set up: 76% found no change-
aggravation; 75-51% slight improvement;

Fig. 1 Average Improvement in Menorralgia in Three Cycles

0 20 40 60

80 100%

[ no change - aggravation

[ slight improvement
2 ] improvement
[ great improvement

Fig. 2 Improvement in Menorralgia in Each Cycle
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Fig. 3 Changes in the Amount of Menstrual Flow
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Fig. 4 The Amount of Menstrual Flow and Improvement in Menorrhalgia
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50-25% improvement and 25-0%, great
improvement. On average, the results
showed that needling SP6 had been effec-
tive by 55%; in other words, reducing symp-
toms of mennorrhalgia by a half.
Furthermore, effectiveness increased with
each additional cycle. In the first cycle,
effectiveness/great effectiveness was shown
to be 40%; 2nd cycle showed 60%; 3rd cycle
showed 70% effectiveness and 25% great
effectiveness. In addition, the healthier the
individuals, and the less severe their
menorrhal gia symptoms prior to treatment,
the more effectiveness. Menorrhalgia may
be controlled solely by acupuncture in 50%
of all women; yet, stronger acupuncture
treatments and a general rebalancing of the
body are necessary for those who are consti-
tutionally weak and who suffer agreat deal
of pain (despite using analgesics) to the
point where they must miss work or school.
Interesting results were obtained when a
subsequent study was done to assess the
amount of menstrual flow. Generally,
women suffering from menorrhalgia have a
tendency towards profuse menstrual flow.
Hence, the study involved whether [treating
SP6] increased flow, had no change, or
decreased flow. 20 women were observed
from their 3rd cycle up to their 60th cycle.
Consequently, 10% mentioned increased
flow; however, an outstanding 3 fold in-
crease of 31% found a decrease in flow.
Moreover, there was a 16% improvement in
menorrhalgia among those who responded
an increase in flow; while there was a 68%
improvement in menorrhalgia among those
who responded a decrease in flow. There-
fore, it is assumed that needling SP6 has a
tendency to decrease menstrual flow, and
the lesser the flow, the more effectivenessin
aleviating menorrhalgia.

SP6 may be a good point for preventing
menorrhalgia. Aswe have previously men-
tioned, needling the point once aweek, if not
within aweek before the start of menses and
retaining it intradermally until the period.
One can also use round head subcutaneous
needles or apply direct moxa 1 week prior to
the menses.

Wheat can be doneif tregting SP6 alone hasno
effect? In such cases, it is necessary to treat
points on the lumbosacral area, or the lower
abdominal regions. This also applies to
structural menorrhalgia. The basic pointsto
be used are BL 18, BL23, BL32, CV4, Uterus
point (3 cun on either side of CV3), SP6 and
LV3. Effect isincreased when the patient
does moxatreatment a home. If thereismore
lumbar pain than lower abdominal pain,
intraderma needles may be used in the points
in the upper sacrd region. Needleinsertion
may range from 1-4 cun; however, shallow

insertions may be enough for some patients.
Blood stasis is often seen in structural

menorrhalgia, in which case the needleis
retained or even warmed. There are times
when effectivenessisnot as high as predicted.
Y et, with time and patience, we see good
results. It isnecessary to advise patientsto
keep the lower half of their body warm at dl

times, especidly during their menses.

For patients who cometo clinic in the midst
of menorrhalgia, the practitioner focuses
upon the 7 basic points mentioned above,
and applies warm needles (moxa wrapped
around the head of the needle, or moxa poles
were previously used, but due to inconven-
ience, IR lights are now used instead.)on the
lower abdominal region. Electrical pulses
may be applied to SP6 and Lanwei Ex.

point. Lanwei islocated 2 cun below ST36
and is considered to be the miracle point for
acute chronic appendicitis. Using this point
on both legs seem to be very effective for
relieving lower abdominal pain.

Menopausal Symptoms

Menopause is defined asthe trandgition from a
reproductive to a non reproductive state
ranging between the ages of 40-60. Itis
caused by the decline of ovarian function
leading to low levels of Estrogen output;
henceincreasein FSH, LH released from the
anterior pituitary. The Hypothalamuswhich
isresponsible in secreting these hormones
overreact to this condition, causes an
imbalancein the ANS thus triggering various
symptoms. Menopausal symptoms tend to
concentrate epecialy inthefirst few years of
pen and post menopausa years. It isthought
that the autonomic imbalance is largely
influenced by sociocultural and psychologi-
cal factors, thus triggering the onset of
menopausa symptoms. Sociocultura factors
greatly affect people’s perception of
menopause: For instance, North American
women are more concerned about meno-
pause, than women in China, where, appar-
ently menopausal symptoms are still uncom-
mon.

In Japan, 70-80% of women have menopau-
sal symptoms of which 10-20% require
gynecological treatment. The concept of
menopausal symptoms had always existed
in Japan, however it is currently expanding
due to mass media. With the current out-
burst of post-war baby boomers entering
their menopausal years, and the desire for
longevity, people areincreasingly concerned
that their quality of life during their meno-
pausal yearswill largely determine the kind
of lifethey will eventually lead after retire-
ment. HRT (Hormone Replacement
Therapy) which had already begun 10 years

ago, has become a big issue in preventing
Osteoporosis. Although Osteoporosisis
getting much attention for the link between
fractures and bedridden elderlies, there are
increasingly more gynecologists than
orthopedists, who are focusing on HRT asa
mode of prevention. HRT has existed in
North Americafor avery long time; never-
theless, in today’ s Japan, we see aflood of
information on HRT appearing before the
eyes of menopausa women.

Menopausal symptoms include:

1 Vasomotor instability (hot flashes, pal-
pitations, sweating, cold limbs);

2 Psychoneurological symptoms (irritabil-
ity, depression, headache, dizziness, in-
somnia);

3 Muskulo-skeletal neural dysfunction
(stiff shoulder, back pain, joint pain);

4 Urinary and reproductive organ dysfunc-
tion (uredema, pruritis vulvae,
leukorrhea);

5 Digestive disorder (reduced appetite or
anorexia, constipation, diarrhea);

6 Sensory disorder (numbness,
hypersensitivity)

7 Others (fatigue etc.)

One may not experience all these symp-

toms; yet, oneislikely to have many of these

symptoms which may aggravate or change
from day to day. One of the most character-
istic menopausal symptomsis “hot flash”.

Hot flash does exist among Japanese women;

yet it is not a main symptom more so than

stiff shoulders and back pain. Thisiswhy

“Coupperman’s Menopausal Index” involv-

ing the different ranks of vasomotor symp-

toms is unsuitable for Japanese women: the
score distributions are much too high.

Although HRT is presently considered the
ultimate “cure-all” for menopausa symp-
toms, a growing number of gynecologists
prefer using Chinese herbs as their mode of
trestment. According to asurvey which asked
gynecol ogists which method of treatment (ie.
HRT or Chinese herbs) was more effective
and for what type of symptoms, it was found
that hot flashes and feverishness and swesting
were symptoms more likely to be effectively
trested by HRT; while, stiff shoulders, head-
ache irritability, back pain and vertigo and
other unidentified complaints were more
effectively treated by Chinese medicine.
Unfortunately, there are no data comparing
the effectiveness of acupuncture with that of
Chinese herbs; nevertheless, it islikely that
they both have similar effects.

Menopausa symptoms are due to ahormonal
imbalance caused by a disrupted ANS, Qi-
stagnation and adeclinein kidney-Qi. Since
hormond imbaanceisaphysiologica event,
acupunctureams more a habituating the body to
the low estrogen environment, rather than
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influencing the hormone leve itsdf.

Menopausal problems often include 5 types:
Qi stagnation?, hyperactive yang?, qi defi-
ciency?, blood stasis* and phlegm accumu-
lation®. These are not definite patterns, but
dispositions. Most of the symptoms are
disposed to Qi-stagnation and hyperactive
yang. Qi-stagnation and hyperactive yang
are associated with the liver meridian; Qi
deficiency, to the spleen and kidney merid-
ian; blood stasis, to the liver, spleen and
kidney meridian; finally, phlegm accumu-
lation is closely related to the kidney and
spleen meridians.

The basic points to be used are: GV 20,
BL10O or GB20, GB21 or TW15, BL18,
BL20O, BL23, SP6 and LV3. BL10O and
GB21 are used because most often, stiff
shoulder is the main complaint; further-
more, controlling the stiff shoulders also
leadsto relief of other symptoms. Although
specific acupoints and their proper loca-
tions are important to know, in most cases,
hard nodules or ashi-points are identified
and stimulated. SP6 is very effective for
relieving hot flashes. It may be of great
benefit to do daily home moxibustion be-
cause acupuncture treatments done once a
week may not be adequate. GV20 andLV3
function to descend hyperactive Qi and
blood. The needleisshalowly inserted and
retained or one may use direct moxibustion
in order to induce tranquility. Moxibustion

done on the head is generally very relaxing
for the rest of the body.

Notes

1. Qi stagnation: main symptomsinclude
irritability, stiff shoulders neck, insom-
nia, abdominal fullness. Tenderness may
manifest in the space between the spinous
process of the upper back; muscle ten-
sion or hard nodules along the bilateral
sides of the spine on the lines of Huatou
Jigi points. It may also manifest itself in
points CVI7, HT3, LV3. If there are
anxiety and palpitations, CVI7 and HT3
are needled. Enpishin (press-tack nee-
dles) may also be used on CVI17. For
depression, indirect moxais used on
GVI2/11/10 and GV9. For insomnia,
moxa can be done at home on either
LV3, LV4 or Shimian Extra point (both
sides). Acupuncture may aso be worth
combining with tranquilizers or antide-
pressant drugs.

2. Hyperactiveyang: Headache, hot flashes,
stiff neck/shoulders, insomnia, flushed
face, erythema of the occipital region and
cold limbs may manifest. Needling the
erythemarelieves blood stasis therefore
easing the stiff neck/shoulders.

3. Qi deficiency: Easily fatigued, lack of
energy, sleepiness, low appetite, pale
tongue with flaccidity(when yang defi-
ciency prevails). Often the abdominal
region isweak and soft. Moxibustionis

applied on CVI2 and ST 36.

4. Blood stasis: Dull grayish skin, bags
under the eyes, pain/tenderness around
the umbilicus, and abdominal masses
may manifest, along with a purple tongue
with red spots and prominent vessels
underneath the tongue. Pointsin the
lower abdominal and sacra regions such
asBL32, ST27, CV4 and GB28 are used
to improve the condition inside the pel-
vis. For Menorrhagia, it is advised to get
the patients to moxa LV5 themselves.

5. Phlegm retention: For edemaof the face/
limbs, and scanty urination, moxais gpplied
on CV9, KI7 and Shimian. For symptoms
dueto spleen-Qi deficiency such asgastric
fluid reterttion, big fat tonguewith testh marks;
and heavinessin the body, CVI2, ST36 and
SP4 areusad. Retaining the needlein SP4
(minimum 30 minutesin acute conditions)
activates the gomach and promotes diuresis.

These are combined to treat Menopausal

symptoms.

Trandated by Mika Ozeki

Misaki Endo graduated from the Japan
Central Acupuncture and Moxibustion
College in 1979, where she later taught
acupuncture as a lecturer. she worked for
the Oriental Medicine Reseach Center at
Tamagawa Hospital (Nissan Kousei
Group). She has had her own acupuncture
practice since 1988.

The Traditional Japanese Acupuncture Foundation presents

Meridian Therapy Seminar with Denmei Shudo and Masakazu lkeda
February 20, 21, 22 & 23 in Kailua Kona Hawaii

An unprecedented opportunity for hands-on training with Japan’s foremost experts. The
seminar will be held at the King Kamehameha K ona Beach Hotel situated on the bay with
luxurious accommodations.

Two three day trackswith third day devoted to clinical %gplication and treatment.
Track 1 (Feb. 20-22) Ikeda - Shudo - Ikeda Track 2 (Feb.

DAY ONE (Feb. 20 & 21) Fundamentals of Meridian Therapy (Dr. |keda)
basic Meridian Therapy theory
practical pulse and abdominal diagnosis
point selection for root treatment

DAY TWO (Feb. 21 & 22) Palpation and needling living points (Dr. Shudo)
palpation for symptomatic treatment
balancing root and symptomatic treatment
treatment of head, neck, shoulders, and back

DAY THREE (Feb. 22/ 23) Treatment and supervised practice (Dr. |keda/Dr. Shudo)
treatment demonstrations
practice of needling techniques
supervised treatment by students

Special rates for early registration before December 31, 1998.
Phone (808)969-6855 or Fax (808)935-2121 for information about registration.

21 - 23) Ikeda - Shudo - Shudo
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Eastern and Western
Medicine: Complementary

Approaches
(Historical Perspective and
Future Commentary)

By Erin Ellison & Michael Menard

Introduction

Increasingly, the health care system in North
America is adopting aspects—but only
highly selected aspects—of traditional Ori-
ental medicing. Thistrend is accompanied
by greater openness to ‘ alternative medi-
cine', or perhaps more accurately to ‘alter-
natives to medicine’ 2. That is,apparent
recognition of the legitimacy of Oriental
medicine and its underlying philosophy
seemsto be something else. Theauthorsare
moved to ask why isthe Western health care
system embracing some aspects of Tradi-
tional Oriental Medicine but not others, and
why isit doing it now? We seebothrisk and
opportunity for practitioners.

The health care system in North America
has come to be motivated largely by finan-
cial considerations’, often through huge
“health maintenance organizations' (HMOs).
Thisisaccepted in a capitdist system, but it
can feel to individuals that cost is being
considered to the exclusion of all else.
Howard A. Rusk, founder of medical reha-
bilitation, wrote “ To convince the public it
was worthwhile to salvage these millions of
handicapped people, | had to prove it was
profitable and socially useful”. It seemsto
us that this exclusive focus on lowering
costs has led the medical system in North
Americato adopt selected ‘inexpensive bits
of traditional Oriental medicine, rather than
to integrate the two traditions on the basis of
a genuine understanding of their distinct
features and their complementary aspects.
We see adanger that the prospect of short-
term gains for alternative practitionersin
North Americawill lead them to accept
narrow biomedical standards for judging
traditional Oriental medicine. Thiswould
be especially ironic now, because the ortho-
dox health care system is coming to recog-
nize that biomedicine is not the sole deter-
minant of health, and it is reaching out for
more comprehensive points of view.

‘Health’ East and West

History, philosophy, religion, necessity and
serendipity all influence the development of
health care traditions. These factors have
shaped Western and Eastern medicine into
very different and, in many ways, opposite

entities. Yangand Yin.

Theyang facet of Western medicine strength-
ened naturally as aresult of the discovery of
bacteria and the development of
antimicrobials, antisepsis, and safe surgical
anesthesia. The burning focus of the laser,
the rapid power of intravenous antibiotics,
the masterful cutting and splicing of DNA in
gene therapy followed. An equally yang,
reductionistic diagnostic formulation has
been at the root of these *magic-bullet’ trest-
ment modalities—every disease has one bio-
logical cause and one biological cure.

In contrast, traditional Oriental medicine
has treated disease by balancing rather than
overpowering, reversing accumulated ill-
ness slowly, cooling frenetic Type A per-
sondlities, replenishing and tonifying. These
characteristics of therapy are themselves
based on similar yin perceptions of dis-
ease—the body is a complex organism, with
biological, psychological, and socid factors
affecting and constantly altering the face of
health and illness.

As with all phenomena, not only are the
yang of allopathic medicine and the yin
alternative medicine complementary, but
they are both essential for whole under-
standing and optimal therapy. Abdominal
pain and nausea caused by gastric cancer is
will not be cured by needling S36, nor a
ruptured vertebral disc by UB Shiatsu. They
might, however, be soothed by these. Con-
versely, poor energy and joint aches may
respond best to moxa, but antidepressants
may bridge the time to this response.

Unfortunately, as the bright searchlight of
yang tends temporarily to overpower the
subtle shades of yin, there is an increasing
tendency for Eastern medicine to be co-
opted into Western modes of practice. This
process has occurred for two major reasons
one financial and the other philosophical.

Financial Incentives

When patients pay doctors directly for heath
care services, the relationship continues ac-
cording to a balance between cost and pa-
tient satisfaction. But in countries with third-
party reimbursement (insurance companies,
government), the patient has been relieved
of payment, and the resulting imbalance has
led to overconsumption of medical resources
and to unsustainable costs.

In order to understand these costs, it
wasnatural for the United States, which had
long been oriented to the technical aspects
of hedlth, to use technological studies. Stand-
ardized methods were devel oped, one for
evaluating the person’s overall health, and
the other for judging the appropriateness of
care. Unfortunately, these large statistical

methods could not detect differences be-
tween individuals, and concluded that the
outcome of care didn’t seem to depend on
what (or, more importantly, on how little)
was done except when biologic factors domi-
nate overwhelmingly, such as cases of ma-
jor trauma. This conclusion being clearly
erroneous, health insurers simplified their
approach and commissioned research into
which aspects of health were the most
costly and how these aspects could be best
managed*

As expected, the studies found that surgery
and medication were costly. But somewhat
surprisingly, significant costs were also as-
sociated with less technobiological facets,
such as patient satisfaction and the degree of
return to previous functional level®.

A New Conception of Health

The recognition by the financial commu-
nity, that the ‘art’ of medicine seemed to be
asimportant asthe ‘science’, prompted the
scientific community to further investiga-
tion. It concluded that hedlth isless depend-
ent on pathologic diagnoses than on aspects
of illness that were not exclusively biologi-
cal. Although peoples’ biology and chem-
istry must be working properly if they areto
be in good health, it became clear that addi-
tional factors areimportant at higher levels
of complexity. Asacomputer can malfunc-
tion because of simple faulty transistors
(hardware) or programming bugs (software),
so it can malfunction if the workload istoo
demanding (program is too complicated).

The successful integration of function into

these higher levels of organization are what
we recognize as ‘health’. Itisextremely
difficult to understand intellectually, be-

cause breaking it down into component parts,
in order to observe and measureit, destroys
its very essence. Oddly, it isthe work of

physicists and mathematicians that has
helped the medical community to compre-

hend these concepts, through ‘ complexity
theory’. Or, in the words of one scientist,

“moreis different”®.

By thisanti-reductionist process, North America
hes gradudly cometo acogpt whet the Orient has
always recognized—that subtle or complex
factors (i imbalance, shen disturbance) affect
wellnessas much as smple externd pathogens.
Unfortunately, because thereis not an accepted
way of measuring ‘overdl hedth’ | it till is
possiblefor payersto clam thet different treat-
ment leads to no ‘measurable difference’ in
outcome. Thus, they favour treetmentswhich
are the least expensive; these tend to be not
orthodox Western medicine, but ‘ dternetivesto
medicing. And g0, Orientd moddlitiesbecome
incorporated because of monetary considera
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tions, rather than for their inherent vaue.

‘Proof’ East and West

The philosophical aspect of co-opting isless
easily understood than the financia, but it is
equally powerful. From the time of the ra-
tionalists, the Western mind has required
‘proof’. In most instances, this proof must
be tangible, visible in some way, whether by
the naked eye or by ever more sophisticated
detection equipment (microscope, CT scan,
electrocardiogram, satellite photograph,
chemical water analysis) The more sensi-
tive this equipment, the stronger the ten-
dency to disbelieve any claim which cannot
be substantiated by it. In contrast, a great
deal of Eastern medicine is predicated on
concepts which cannot, by current Western
standards, be proven. Sustained efforts to
map meridiansto neura pathways, to meas-
ure gi as an electromagnetic force, to locate
acupuncture points by impedance, have all
more or less failed.

To the Western mind, thisfailureiscritical.
If it can't be proved, it doesn't exist. Yet, so
many people appear to benefit from ma-
nipulation of gi, which ‘doesn’'t exist’. Inan
honest attempt to understand and treat, the
Western mind searches for the closest match
to ‘foreign’ Eastern concepts. It then stand-
ardizes treatment protocols and appliesthem
asif it were Western therapy. Thus, triple
burner imbalance with excess fluid becomes
‘asthma’, and treatment becomes needle
insertion into ‘asthma points'.

Crossroads

This reductionist approach to Oriental medi-
cineisburgeoning in many teaching institu-
tions. Combined with the financial pres-
sures on Western medical communities, and
the financial incentives for Eastern practi-
tionersin the West, it poses a serious threat
to the wellbeing of true complementary
medicine. Although therapeutic principles
can be maintained when being fought, they
rarely survive once the establishment stops
fighting and instead co-opts. If Oriental
medicine continues to adhere to its founding
principles, it will always have a pool of
those rare masters, adepts in the art of qgi
manipulation. Butif it allows itself to be
absorbed into the Western medical commu-
nity, it will loseitsvery essence. Asred as
this danger is, however, it should not to be
used asjudtification for denying the validity
of Western medicine, nor for falling into
magicd thinking as a substitute for rigorous
diagnostic formulations and skilled treat-
ment. In practice, a patient with fever and
sniffleswill benefit from treatment accord-
ing to Wind entering GB21 or according to

having inhaled Adenovirus, so long as the
doctor is accomplished and observes, lis-
tensand cares.

Complex Therapy: West
Meets East?

Itisironic that the reductionist threet to Eastern
medicineisoccurring at the very moment the
West is finally opening to the interwoven
demands of humans as bio-psycho-social
entities. Generated from the physica sciences
and mathematics, this ‘ complexity theory’®
has spawned the parallel concept of * complex
therapy’. Unlike musical fusion, complex
thergpy does not |ose each component’ s Specid
character, but rather maximizes them by in-
ventive interaction. Once again, “Moreis
different.”

Thereis such abright future for healthcare
in North Americaif East meets West in
complex therapy. But because of the yin
and yang tendencies of each, traditional
Oriental medicineis at risk. The authors
urge that practitioners move through this
crossroads with awareness, in thoughtful
consensus about the best way to participate
in the opportunity presented by the financia
and philosophical circumstances described
above, whilst preserving the philosophical
integrity of their profession.
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The Story of an
Acupuncture Needle

Manufacturer
by Naonori Maeda

From ancient times, human beings have
invented various healing arts in order to
protect themselves from illnesses. By chew-
ing many different kinds of plants, they
produced herbal medicine. By picking up
sharp-edged stones and using them as lan-
cets, they created the origina form of stone
acupuncture, then bamboo sticks before
modern acupuncture needles . The first mod-
ern needles are believed to have been im-
ported to Japan from the Asian continent
sometime during the Nara era (710-794). It
is not known, however, who it was that
made the first acupuncture needle in Japan
nor where in Japan it was made.

The origin of fishhooks and sewing needles
is also not known. According to ancient
literature, it is said that afishhook was made
of animal bonetied with astring. This hook
was believed to be simply athin straight
piece of bone.

Some say that sewing needles were sponta-
neously invented some 3000 years ago in
China as aresult of the then booming silk
industry and before silk, humans wore ani-
mal skins that were sewn together using
either animal bones or hard tree bark. These
matters are not often mentioned in history
books because most of them are vague facts.

Kyoto, Japan was at one time awell-known
sewing needle (Fig. 1) manufacturing center.

Sewing Needle

Acupuncture Needle

direct insertion technique
and insertion tube tech-

Root of Needle Shoulder .
Head of Vet Leg / nique.
Needk i .
e M andie of _ Body of Needle Neede Tie | old times, there was no
Needle Fig.1 microscope to check the

Shi (The Book of Professionsin Edo). It
shows how two professions came together
to manufacture acupuncture needles. These
were the harishiroya (needle sharpener) and
the shiroganeya (silverwork technician). The
handle of the needleis called ryuzu meaning
head of the dragon. This handleisakind of
asilver pipe (18mm in length, 1.3mm in
diameter). On this handle, the technician
used to draw patterns with a thin file.
Pediatric acupuncture needles were also
made by the technician using gold or silver.

Thetip of the needleis an important part for
both acupuncture and sewing needles. For
acupuncture needles, thisisthe first part that
will make contact with the human body and
for sewing needles, thisisthe first part that
will make contact with the cloth. For acu-
puncture needles, the needle tip is called
“shinbou” (“shin” means “needle’, “bou”
means “the pointy part of an ear of arice
plant”). Thereis no specific name for the
tips of either fishhooks or sewing needles.

There are many shapes of needle tips for
surgical needles (Fig. 3): triangular, round,
and blunt.

Body of Needle

Fig. 3

. . Needle Tip Surgical NeedIe
Head of Sanban Niban Ichiban
N\eedle G0§h| GO‘ShI GO‘ShI
—=Needle Tip
| Trunk The tip of an acupunc-
Eye of
Needle Fig. 1 ture needle is very im-

Thereis an old document indicating that a
needle manufacturer was brought from
Kyoto to Shigain the 10th year of Taisho
(1582 A.D.) and that a new manufacturing
company was founded in Shiga. From the
beginning of the Meiji era (1868-1912) to
the present, the best place for sewing needle
manufacturing in Japan has been Hiroshima
with the industry expanding to Tokyo after
the Meiji era. Surgical needles, originally
imported from the Western world along
with modern medicine, are now manufac-
tured in Japan.

The manufacture of acupuncture needles
(Fig. 2) was not originally asingle profes-
sion asindicated in Edo Shoshoku Fuzoku

portant. When aneedleis
inserted to reach an induration of the body,
oneisableto fed thetexture of theinduration
through the needle tip and assess the
induration. The types of needle tips are
named after plants that have similar shapes
of needle tips such aswillow, pine needle,
and an ear of arice plant. Thereisalso an
egg-shaped needle tip. | suppose that the
idea for these various types of needle tips
was created by acupuncturists. Acupunc-
turists know that if thetip istoo sharp, it can
not beinserted into the deep tissue; while if
it istoo blunt, it can create pain when the
needle breaks the skin. Acupuncturists also
use different types of needle tips depending
on the types of needling techniques such as

needletips. Acupunctur-
ists used names of the plants to inspire
manufacturers how to finish the tips of nee-
dles. Acupuncturists, as users of needles,
studied the needle tips very well, and the
manufacturers took painsto make good nee-
dlesto meet the acupuncturists' demands.

Another type of needle shapeis called
“surioroshi”. Using abigger gauge of nee-
dle (bigger than the normal gauge of 0.16mm
or 0.20mm), the manufacturer files down
the body of the needle so that it gradually
becomes thinner from the root to the tip.
This needle shapeis used to make daishin
(large needle) or dashin (needle used for the
mallet and needle technique).

In order to manufacture high quality nee-
dles, amanufacturer must choose materials
that will not make needles break, bend, or
rust. The materials must allow needles to
dlip smoothly into objects, to have a smooth
texture on the surface and be flexible. Manu-
facturers of fishhooks (Fig. 4) used steel to
make tosabari (fishhook madein Tosa area)
and iron wire to make banshubari (fishhook
made in Banshu area). Both steel and iron,
had the same problem of rusting; however,
the problem was solved
in the middle of the
19th century when the
technique of tin plat-
ing wasinvented. Later
on, seiyouyaki tech-
nique (painting colours
on iron) was imported
from the West which
inspired fishhook
manufacturers to com-
pete against one an-
other to produce better needles.

Eye

Fishhook

Fig. 4 Head of the dragon
Needle Tip
Trunk { { Futokoro
(Bosom)
Ago(Jaw)
lke
Sak ]
Koshimage mag
(Bending) Harihaba
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The manufacture of needles was a onetime
labour intensive requiring workers to wind
wire onto bamboo sticks, straightening it,
and sharpening the tip. Making the tip of the
needle was the most difficult of all the
procedures required. Machine tools were
later used to perform some of the procedures
such as removing the wire from the straight-
ener, hammering edges, cutting them off
diagonally with scissors and filing the edges
to makethe needletips. Currently, there are
15 procedures required in making a needle
and most of them are now done by machine.

In order to make needles durable, various
metals are added to the steel; for example,
tungsten is added to increase hardness and
molybdenum, for heat-resistance. 18/8 stain-
less steel (containing 18% chrome and 8%
nickel) is well known to be rust-resistant.
Stainless stedl consisting of 13% chrome or
16% chrome can increase its hardness with
heat treatment, but breaks easily and so is
not preferred for needles. Currently itis 18/
8 stainless steel that is mainly used for
surgical needles while steel, soft steel wire,
and piano wire are used for sewing needles.

The same material used for sewing needles
of 18/8 stainless steel is also used for acu-
puncture needles, but besides that, there are
specia materials that have also been used.
In the past, hard iron wire was chosen. Later
on, however, gold silver, and cobalt chrome
were applied for this purpose. Silver isa
good material for treatment but tends to
oxidize. After stainless steel was used for
acupuncture needles, manufacturers started

to use machine tools.

If one uses the appropriate combination of

metals, heat-treatment, and stretching wire
methods, even the needles that are made of
gold or silver can be strong and elastic. But
if one combines gold with too many other
metals it does not make a good needle. The
minimum gold content should be 18 carat.

Silver needles, traditionally popular, are
often preferred in Meridian Therapy which
subtly adjusts the flow of ki, and in treat-
ment which creates gentle stimulation. How-
ever, silver needles are not as easy to ma-
nipulate as stainless steel needles. There-
fore, acupuncturists must train themselves
very well in order to handle them. Recently,
cobalt chrome needles have become popu-
lar because they do not easily rust or break.

At onetime, acupuncturists in Japan had to
struggle in their practice along along and
thorny path. After 1960, however, acupunc-
ture treatment became more popular dueto
its minimal side effects and public demand
for acupuncture later on increased year by
year owing to the efforts of its practitioners.

In 1972, when President Nixon visited Ching,
information about acupuncture anesthesia
was broadcast all over the world. Japanese
acupuncturists successfully applied this
method to pollution-caused diseases and to
SMON (subacute myel o-optico-neuro-
pathy). Following this incident, acupunc-
ture in Japan became more and more popu-
lar with researchers from foreign countries

beginning to study the painless Japanese
style of acupuncture treatments.

However, not everything was good for Japa-
nese acupuncture. Two years before Nixon's
visit, the Japanese Drugs, Cosmetics and
Medical Instruments Act was revised and
manufacturers were no longer permitted to
make needles. | was not aware of the change
in the law and was taken by surprise by the
police. It was a time of great worry and
confusion for me but | remember the words
with which the late Fukushima Kodo sensai,
the then president of Toyo Hari, so kindly
comforted me by saying “Don’t panic, come
and relax at my place”. Thismemory isa
rather pleasant one for me.

In conclusion, | would like to thank Takai
sensel, the present president of Toyo Hari,
and the other executives for giving me an
opportunity to speak to the readers of
NAJOM.

Trandated by Hideo Takahashi

Naonori Maeda is the president of Maeda
Toyokichi Corporation which was established
in 1680 of the Edo era and specializes in the
manufacture of acupuncture needles. Mr.
Maeda’ s family has been manufacturing acu-
puncture needles for eight generations and the
motto of his corporation is“ Good treatment is
performed with good needles’ . His company
manufactures many kinds of needles used in
Japanese acupuncture and uses various metals
including gold, silver, stainless steel, and co-
balt.
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On Self Study
by Robert Hayden

Acupuncture can be an isolating profession.
To beapractitioner of aminority style, such
as Japanese Traditional Acupuncture, iseven
more so, unless oneislocated in an areawith
many practitioners of asimilar bent, such as
the Northeast or Northwest of the North
American continent. Herein the Midwest,
the number of practicing acupuncturistsis
much fewer than in most regions of the
country, and of those who are here most
practice TCM (based on the curriculum of
the schools in the People's Republic of
China). There are aso asizable number of
native Korean practitioners in Chicago,
where | live. The Japanese population is
very small. | am amember of the Toyo Hari
association, however the closest branch is
some 800 miles away, which makes contact
with other members infrequent at best.

The best way to learn is of course your own
clinical practice, but books are also an im-
portant component of learning. In the six
years since | started studying East Asian
Medicine, | have seen an explosion in the
number of texts published in English on
varioustopics. The vast majority of these
are either trandations from the PRC or books
by domestic authors practicing in the TCM
idiom. Pitifully few books are available to
Japanese style practitioners. NAJOM isa
fantastic ongoing resource, asisthe work of
Stephen Brown, Stephen Birch and Junko
Ida, among others. But there till exist large
holes in the body of trandlated and original
worksin English on this subject.

In the years that I’ ve been focusing specifi-
cally on Japanese Traditional Acupuncture,
afew Japanese language texts have fallen
into my hands. At some point | decided to
make a go of deciphering the briar patch of
kanji and kana, which is a daunting task for
someone who spesks dmost no Japanese. It
is time-consuming and frustrating, but ulti-
mately it has given me inspiration, insight
and ideas which | can honestly say have
made me a better practitioner. A couple of
examplesfollow.

I’ve had the pleasure of some study with Mr.
Kazuto Miyawaki of Osaka, both inthe U.S.
and at hisclinic. Miyawaki sensel ispresi-
dent of the largest branch of the Toyo Hari
Association, and is the author of several
books. | bought one of these books from
him at the time of his trip to this country
(March of 1997). The book, Rinsho Kobore
Hanashi (Clinical Stories Overflow), isa
collection of anecdotes and case histories,
most only afew pageslong. The anecdotes
and theoretical bits require some familiarity
with the language, but the case histories are
generally formatted in a way that makes

them easier to grasp. | have already applied
afew of the insights gleaned from these in
my own practice.

| have a patient who came to me after her
irregular menstruation of eight months had
turned to amenorrheafor the last two. | told
her that since the problem was relatively
new, and she isayoung healthy woman, that
the treatment would not be difficult. Fa-
mous last words indeed. After the fifth
treatment with no result, | decided to nose
through my booksto seeif | could find any
idess. | looked in Rinsho Kabore Hanashi,
inwhich Miyawaki sensel had written about
a case of amenorrheathat was very similar
in terms of signs and symptoms. In this
case, after the root treatment of Spleen and
Liver patterns, “For the branch treatment,
first came the supportive treatment in the
form of extraordinary vessalstreatment. Ren
Mai (right LU7 - left KI6) and Chong Mai
(right SP4 - left PC6) each had MP needles
retained. CV12, CV4, ST25 were tonified,
hinai shin was placed in left SP6, lying pros-
trate, BL18, BL20, BL23, BL32 were
tonified at a depth of 2-3 mm, and hinaishin
were placed in BL32 to end the treatment.”?

This was similar to what I’ d been doing,
except for one small detail. That week, |
inserted hinaishin in SP6 bilaterally and
taped them in place. The next week, the
patient reported a temperature elevation for
afew days after the treatment, and guessed
that she was ovulating. Another similar
treatment (including the hinaishin), and she
began menstruating.

In another case, Miyawaki sensei mentions
treating a 14-year old suffering from an
asthma attack in his clinic. Normally, he
says, one would think that an asthma attack
would indicate the use of the Ren Mai pair of
Extraordinary Vessels (LU7 and K16), but
this only aggravated the attack. The testers
indicated instead the Yinwei Mai pair (PC6
and SP4), which stopped the attack.®

| recently saw a patient who broke into afit
of coughing during the treatment. | applied
copper and zinc pelletsto LU7 and K16,
which did not stop the coughing. | removed
them and, thinking of Miyawaki sensei,
applied them to PC6 and SP4 instead. The
coughing stopped instantly. (Out of curios-
ity, with the pelletsin place, | then touched
my index finger to K16, which started the
coughing again. When | removed my fin-
ger, the coughing ceased.)

Itiscertainly possible that | would have hit
on these solutions at some point myself, but
having read them and having them in the
front of my mind during the treatment helped
accelerate the process considerably. Be-
sides case histories, | found that classical
commentary can also serve as a source of

illumination. Although afine English trans-
lation of the Nan Jing (by Paul Unschuld)
exists, reading Masakazu Ikeda's Nan Jing
Handbook* has helped me to see how these
concepts may be applied clinically. Inthis
case, a Japanese book is aiding my study of
an English trandation.

Resources

My primary resource is my computer.
The software that | use for referenceis an
excellent program called Japanese Word
Mage. Thisisfrom acompany caled Lava
Software located in Australia. There are
many advantages to this program over oth-
erswhich are similar, but the biggest is that
one needs no other Japanese operating soft-
ware (such as Macintosh Japanese Lan-
guage Kit) torunit. There are versionsfor
virtually any platform (Mac, Windows,
0S2), and it contains a 60,000 word Japa-
nese-English dictionary, a kanji study sys-
tem, and basic Japanese word processor.
One can also look at encoded Japanese text
(such as Japanese web pages), which ap-
pears as kanji in the program, and one need
only click on aword to have it automatically
looked up inthe dictionary. The programis
very reasonably priced and one may
download it through the Internet. On top of
everything else, upgrades may be
downloaded for free. Seetheir website at
http://www.lavasoft.com/
jwminformation.html for more information.
(I have no commercial incentive for men-
tioning their product, I’ m just an enthusias-
tic user)

For terms specific to East Asian Medicine,
| use Wiseman & Boss' Glossary of Chi-
nese Medical Terms and Acupuncture
Points®. In addition to the now- standard-
ized terminology it pioneered, it contains an
index of Japanese character readings which
| find very helpful.

NAJOM isagreat resource aswell, and | am
one of those who isin favor of keeping it
bilingual. Often, termswhich | cannot find
anywhere else appear in NAJOM, and it
makes me gppreciate the difficulties of trans-
lation that much more.

Of course, as one goes down this road, one
begins to accumulate books with titles like
All About Particles. Japanese grammar is
notoriously ambiguous, and sometimes one
must search to sort out just who's doing
what to whom and when, so to speak. When
| get stuck, | fortunately have some Japa-
nese friends | can pester to clear things up.

Even though there is excellent work being
done by al those previousdy mentioned folks

—Contmued-on page 20
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A Stroll Through Kampo
History (5)

by Shinjiro Kanazawa

Japanese Gods of Medicine
Came From Korean Peninsula

“One of the worst kinds of punishment for a
Japanese child isto be made to stand outside
its house in the street, to be separated from
its famil—a striking contrast to the Ameri-
can childwhoisshut in. In Japan, punish-
ment is separation from nurturance; in the
United Statesit is separation from freedom
and individudity.” East Asan Medicinein
Urban Japan—Varieties of Medical Expe-
rience by Margaret M. Lock. | do not
believe this book has been translated into
Japanese. The author, Lock, a sociologist,
lived in Kyoto with her family from 1973 to
1974 and observed the Japanese Kampo
medical system. As shewas awife and
mother herself, she scrutinized Japanese
family life. | recommend thisbook if you
want to know about not only the Kampo
medical system, but also the family lifein
Japan. It will resolve many of your puzzles
about Japanese life.

Only one part in this book caught my atten-
tion negatively. Lock wrote about Kampo
history in the beginning of the first section.
In chapter four it says,

“History of East Asian Medicinein Japan

One of the results of successful military
expeditionsto Japan from Koreain the fourth
century was that during the ensuing period
there was much culture contact - the Chi-
nese script was introduced and, later, Chi-
nese books were imported by scholars and
priests. The arrival of the first Korean
doctor in Japan is recorded as AD. 414,
when he was summoned to attend the reign-
ing emperor.”

| am sure this sentence caught the attention
of most Japanese readers, because we have
never heard of this historical observation.

The fourth century is considered by most
Japanese historians as the era before the
creation of the nation of Japan. Thus, it is
wrong to say that there were “ successful
military expeditions to Japan from Korea”
in the fourth century. The distance between
the Korean peninsula and the Japanese is-
lands is very short, and to travel between
those places was an easy task, even for
prehistoric people. There were frequent
exchanges of peoplein prehistoric ages, and
of course there was not any border between
the Korean peninsula and the Japanese is-
lands. For the ancient people, the Japanese
islands were just the extension of the Ko-

rean peninsula.

It was believed that the nation of Japan was
built in the fifth century, but resent studies
say it could have been built in the late sixth
century. Japanese started to use “Nihon
(Japan)” as the name of their nation by the
end of the sixth century. We do not have any
established theory asto the actual birth date
of Japan and where the first Japan was.
Some say it was in Kyushu Island, and
others say it was in the Kansai area (the
central west of Japan; Nara, Osaka, and
Kyoto ared). |, personally, assumeit wasin
the Kansai area because most of the tombs
of early emperors were found in the Kansai
area

| wonder what made Lock think there were
“successful military expeditions to Japan
from Kored’, asthereisno record about it in
Japan. Does Lock have any historical evi-
dence that we, as Japanese, do not know of ?

Lock marked the import of Chinese script to
Japan as an important event in Japanese
history. In those days, writing and reading
was the profession of immigrants from the
Korean peninsula. Thus, theimport of Chi-
nese script itself isnot significant newsin
Japanese history.

The origin of Japan is still abig mystery.
The first archeological research was done
by the American biologist, Edward Sylvester
Morse (1838-1925), in 1877-8. He exca-
vated a shell mound near his residence in
Omori, Tokyo and found pieces of straw-
patterned (Jomon) pottery. The shell mound
was adisposal pit used by prehistoric peo-
ple. He also dug near his office, Tokyo
Imperial University in Y ayoi-cho, Tokyo
and found pieces of atotally different type
of earthenware and named them “Y ayoi
type pottery.” The Jomon pottery culture
was based on a hunting and gathering life-
style and the Y ayoi pottery culture was
based on arice cultivating lifestyle. Radio-
carbon dates for the oldest Jomon shell
mound in Japan is 9000 years old. On the
other hand, the Yayoi culture started around
2000 to 3000 years B.C. in Kyushu Idand. It
is a big question whether the people of the
Jomon culture were the same people as
those of the Yayoi culture.

| imagineit thisway: There were agroup of
people who spoke Japanese and had a cul-
ture associated with rice cultivation (Y ayoi
culture) somewhere along the Y angtse River
in China. They were called the Wei people
(wa-jin). When there was a unification
movement in China, like the one led by the
first emperor of Qinin 221 B.C., the Wei
people were forced out of their territory and
had to move to the southern end of the
Korean peninsula. One part of this group
built small countries there, and the other

moved to Kyushu Island and built small
countries there, too. The small countries of
the Japanese speaking peoplein the Korean
peninsula were again kicked out by the
people from the country of Shila (Shiragi in
Japanese, 587-935) in 562. Theruling class
of the Japanese speaking countries moved
from the Korean peninsula to the Kansai
area (of Japan today). They were the ances-
tors of the Japanese imperial family.

| would like to note that there was not a
single record in the old Japanese history
books about the language barrier between
the conquerors (theimperia group) and the
natives. | imagine that the Wei people
(Japanese speaking group) spread therice
cultivating culture first into the Jomon peo-
ple. The Wei people and the Jomon people
eventually formed the Y ayoi people. Long
after the formation of the Y aoi people, the
ruling class moved from the Korean penin-
sulaand unified the Yayoi people and this
was the birth of Japan.

There are many made-up storiesin the Japa-
nese ancient official records. For example,
Japanese children learn that Japan had a
plantation in the south end of the Korean
peninsula at the end of the fourth century.
The plantation was called Mimana. It is
written in theNihon Shoki (Record Book of
Japan, 720) asahistorical truth, but no such
Japanese plantation existed in Korean his-
tory. The placethat the Japanese used to call
Mimanawas a cluster of small countriesin
ancient Korea. One of them was Gaya or
Gana (Kaya or Karain Japanese) of Byong
Han (Benkan in Japanese). |n Korean, the
word “mimana (nim nain Korean)” means
“the country of our lord” and it was not the
name of just one country or of aplantationin
ancient Korea.

When Mimana was destroyed by the inva-
sion of Shilain 562, the Nihon Shoki re-
corded, “ Shila destroyed the officia family
of Mimana. Mimanaisagenerd name of ten
small countrieslike, Galaand Anla... The
prince and ministers shed tears of blood.”
This gives us an impression of the fall of
Japan itself, not a plantation. At the same
time in history, one country disappeared
totally from Korea. | assume that the ruling
class of Mimana gave up the Korean penin-
sula at that time and moved to the Kansai
area.

Even after the birth of Japan, there were
many waves of people migrating from the
Korean peninsulato Japan. One such wave
occured on the fall of Bakjae (Kudarain
Japanese, 187-660) in 660. One of the old
census registers says 80 to 90 percent of the
inhabitants of one region in the Kansal area
were people from the Korean peninsula

How does the Korean historian write about
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the first doctor from Koreato Japan? In
chapter 8 of Korean Medical History (Han
Guk Ui Hak Sa) by Kim Du Chong of Seoul
University in 1954, it saysthe third year of
thereign of Emperor Ingyo of Japan and the
third year of the reign of King Shil Sung of
Shila, the Japanese emperor begged the king
of Shilato send agood doctor to Japan. The
king sent Kum Pa Chin Han Kim Mu (Kin
Mu to be short) of Shilato Japan. Korean
Medical History states that Korean medi-
cine in those days was under Chinese influ-
ence. | assume Kim Mu from Shilawas a
Chinese traditional medicine doctor.

Lu Gwei-Djen and Joseph Needham used
Korean Medical History as one of their
sources when they wrote Celestial Lancets -
A History & Rationale Of Acupuncture &
Moxa (1980). | do not know why, in their
book, this story about Kim Mu was omitted.
Lu and Needham believed Xu Fu (Jufuku in
Japanese) from the Qin dynasty (211 - 207
B.C.), China, was the first person who
brought doctorsto Japan. Again, asit was
before the birth of Japan, Xu Fu, who was
sent to the Japanese islands by the first
emperor of Qinto find the elixir for eternal
life, could not be the first person who brought
doctorsto Japan. Instead, as Xu Fu did not
go back to China again, he and his doctors
could have pertained to the proto-Japanese
(Yayoi people).

In my third article | introduced Okuninushi
and Ebisu as the gods of medicine in Japa-
nese mythology. These two gods are en-
shrined in the emperor’ s palace as Korean
gods (karakami) today. It meansthey came
from the Korean peninsula. Takahashi As-
sociate Editor of this magazine told me that
there is one other god of medicine in Japan.
His name is Amenohihoko and heis en-
shrined asthefirst god of medicinein Japan
at the Anra Shrine, Kusatsu, Shiga prefec-
ture. According to the Nihon Shoki,
Amenohihoko was a prince of Shila. If this
isthe case, then al the gods of medicinein
Japan came from the Korean peninsula.

Amenohihoko and his group arrived in Ja-
pan after the fall of Mimana (562). This
group adhered to a prototype of Shintoism
and possessed techniques for manufactur-
ing iron. The Anra Shrine keeps small

stones that Amenohihoko used to treat peo-
ple. Itissaid that he put those stonesinto the
fire and placed them on the affected parts of
the body like moxibugtion. The name of this
shrine Anra, isAnlain Korean, and it was
the name of one of the ten small countriesin
Mimana. | findit alittle bit odd that the Anla
Shrine worships the prince of Shila, who
was a destroyer of Anla. Perhaps
Amenohihoko was a prince of Anla, not
Shila

| have just graduated from a college of
traditional oriental medicinein Cdifornia
My best treasures | could obtain during my
school years are my Korean friends. They
were the oneswho helped meto read Korean
Medical History. In history, the people
who invaded repeatedly and ruled the people
in the Korean peninsulawere the Japanese.
It is our duty to find a way to cure the
wounds our fathers and grandfathers made
to our neighbors.

Shinjiro Kanazawa, M.T.0.M. cum Laude,
NCCAOM Diplomate. Presently an assistant
of thediagnosisand evaluation 2 at the Pacific
College of Oriental Medicine, being a candi-
date of the California State Board Exam. He
graduated from Tokyo University in Education,
Japan with a B.A. in Philosophy. Was a pro-
ducer and director of TV documentary pro-
gramsin Japan for more than 20 years. Being
interested in Chinese traditional medicine (both
acupuncture and herbs), he gave up his career
and came to San Diego to study at Pacific
College of Oriental Medicine, where he gradu-
ated this August. He has learnt Japanese
technique from Junji Mlzutani and Denmei
Shudo.

About the Cover

Appearing in Shi Si Jing FaHui ( An Elucida-
tion of the Fourteen Acupuncture Channels)
written by Hua Shou in 1341, this chart shows
the standard propotional measurement of the
human body. This Chinese classic explainsthe
acupuncture channels and pointsin a simple
manner and is regarded as the best practical
textbook for acupuncture. Many copies of the
classic and the related translation books were
published in Japan and influenced Japanese
acupuncture a great deal.

Continued from page 18

who have helped bridge the gap between
Japanese and English, | have found it useful
to supplement my studies with some pri-
mary sources. | encourage other Anglophone
readers of NAJOM to explore this as well,
and share some of the results, so that we all
can benefit from the great body of work that
isyet untranslated.

Notes

1. Seemy articleinNAJOM Val. 4, No. 1
(July 1997) for more details

2. Kazuto Miyawaki, Rinsho Kobore
Hanashi, Taniguchi Shoten, 1996, p 117

3. Ibid, p78

4, Masakazu Ikeda, Nan Gyo Handobukku,
Ido no Nihon Sha, 1982

5. Paradigm Publications, 1990

Robert Hayden, Dipl. Ac., graduated from the
Midwest Center in Racine, Wisconsin, where he
has been a guest lecturer. He practicesin the
Chicago area, specializing in Japanese
acupuncture. He has studied the Toyo Hari style
of Meridian Therapy since 1995, attending
workshops in both the U.S. and Japan. He is
currently a teaching assistant for the Toyo Hari
Association.

NAJOM’s

New
Questions & Answers
Column

We'll be adding a new column on Questions
& Answers to future issues of NAJOM so if
you have any questions on Japanese Acu-
puncture or Japanese medicine, then send
your questions to us.

Hiromi Matsumoto, L.Ac. has been appointed
as the first of our practictioners who will
answer your questions.

Due to limited space, we'll add as many
questions that have been received by the

publication deadline.
Write, phone, fax, or email:
NAJOM
896 West King Edward Avenue
Vancouver, B.C.
CANADA
V5Z 2E1

Tel: (604) 874-8537
Fax: (604) 874-8635

Email: najom@portal.ca
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Scientific Research on

Shiatsu

by Matsuko Namikoshi
Director, Japan Shiatsu School

Shiatsu was founded in 1912 by a Japanese
named Tokujiro Namikoshi. Hewasbornin
Tadotsu, in Kagawa Prefecture, and when
he was seven years old he moved with his
family to Rusuto on theidand of Hokkaido.
With the sudden climate change of moving
from awarm climate to avery cold one, his
mother contracted rheumatoid arthritis.

At that time, there were neither injections nor
medicines in towns without doctors, so the
five children took turns stroking, rubbing,
striking and massaging their mother’ s aching
body. Tokujiro’'s massages stood out, even
amongs the five children, and was as effective
asmedicinein relieving her pain.

Human beings naturally place their hands
on their head when their head hurts, and
place their hands on their stomach when
their stomach hurts. Shiatsu isthe scientific
organization and investigation of thisin-
stinctive “laying on of hands”.

There are 660 vital pointsin Shiatsu. For the
most part, Shiatsu is applied to muscles.
Shiatsu affects not only the muscles, but
aso nerves, blood vessels, hormones, inter-
nal organs, and skeleton. It also arouses the
body’ s innate healing ability and has a pro-
found effect on the prevention and treat-
ment of disease.

In 1940, Tokujiro Namikaoshi established the
Japan Shiatsu School in order to help ailing
people. Itisan authorized national govern-
ment school with a current enrollment of 360
students and a strong tradition. It will cel-
ebrate its 60th anniversary in the year 2000.

Shiatsu is a therapeutic method that uses
only the hands and fingers, never machines
or tools. It also does not utilize elbows or
knees. Shiatsu can bring relief anytime,
anywhere, regardless of age. It has no side
effects and is very valuable as one of the
safest forms of therapy for the human body.
Below, | will introduce thefirst of four parts
of “Scientific Research on Shiatsu”.

Matsuko Namikoshi graduated from the Japan
Shiatsu School in 1974. After that, she taught there
and held various positions, including assistant
principle. In April 1998 she assumed the office of
Director. She now appears on TBS Television in
“ Good Morning Whale!” . As the author of such
books as Creating a Beautiful Body with Shiatsu
and The Book of Pain Relief, sheis spreading
shiatsu far and wide.

Toshiyuki Otsuka was born in 1958. He graduated
from the Japan Shiatsu School in March 1997 and
presently is a teacher there.

The Function of Ventilation and
Whole Body Shiatsu—Using Vital
Capacity as a Guideline (Part 1)
by Toshiyuki Otsuka
1. Modern Peoples’ Vital
Capacity has been Decreasing
The average measurements taken of 20

healthy men and women in their 20’s up to
their 60’ s was 4.6% lower than normal.

- Physiological factors and analysis:

(2) The reduction accompanies low utiliza-
tion of inspiratory reserve volume (the
amount of respiratory volume utilized dur-
ing movement, about 3.0 liters of the 3.5
liters of vital capacity), which is due to
insufficient normal (respiratory) movement

(2) Accompanying the above-mentioned
reduction, a decrease in the function of
respiratory movement itself

(3) A continuous weakening of exhalatory
power (the motive force for which is the
relaxation of the intercostal muscles and the
diaphragm), an increase in residual volume
(the amount of air that cannot be exhaled
from the lungs, usualy about 1 liter), expan-
sion of the chest wall, and contracture

2) Changesin vital capacity with Shiatsu
Taking the previously mentioned deforma-
tions as a baseline of 100%, 60 minutes of
Shiatsu were performed. Vauesimmediately
following showed a decrease of 0.6% (99.4%);
values taken 60 minutes later showed an
increase of 6% (106%) (graph 1).
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- An anatomical analysis of the effects of
Shiatsu

The 6% increasein vital capacity was present
after 120 minutes of rest. The fact that the
inspiratory reserve volume increased with-
out relying on (respiratory) movement is

thought to show that shiatsu removesinhib-
iting factors of respiratory movement.

(1) Neural pathways of respiratory move-
ment

- Diaphragmatic pathway
A. Medullar respiratory center ~ B. Cervica
anterior horn cells ~ C. Diaphragm nerve

- Exterior Intercostal pathway

A. Medullar respiratory center ~ D. Tho-
racic anterior horn cells ~ E. Intercostal
nerve

Asis shown above, Shiatsu to the neck and
upper shoulder region can reduce pressure-
related ischemia of the vertebral artery
(where nerve cells weaken due to insuffi-
cient blood supply), which is the blood
vessel that supplies areas A and B above. In
addition, Shiatsu applied between and be-
neath the shoulder blades can reduce
ischemia of the spinal arteries which supply
bloodto areaD. Itisalsothought that it is
possible to decrease pressure to areas C and
E (motor nerves weaken with pressure).

2. The Expansion and
Contraction of the Chest

The usual motion of respiration is estab-
lished by the relaxation (exhalation) and
contraction (inhalation) of the diaphragm
and intercostal muscles, which relieson a
reflex of the [neck-chest-marrow] which
relies in turn on a spontaneous impulse
generated in the medulla (much in the same
way that the sinoatrial node, or “ pacemaker
cdls’, function in the heart). The functional
decrease in respiratory movement has its
first direct effect on exhaation (muscles use
ATP even when relaxing). In other words,
the dropping of the diaphragm (which can-
not relax fully in acontracted state) and the
[expansion of the chest wall (when the
intercostals cannot fully relax)] leads to the
occurrence of contracture. Aswas stated
before, Shiatsu applied between the shoul-
der blades, beneath the shoulders and to the
chest corrects the relationship between the
ribs and the thoracic vertebra (the
costovertebral joints) and can prevent the
ossification of costal cartilage.

3. Ignoring the Symptomatic
Decrease in Vital Capacity
1) This causes the respiratory accessory

muscles (the obliques) to compensate, which
then harden considerably

2) It is a causative factor in the eventual
deformation of lung tissue (emphysema)

3) In 80 year old maesemphysemaisthought
to be responsible for avital capacity of 1.7
liters with aresidual volume of 2.8 liters.
We can expect that early preventative prac-
tices would reduce this occurrence.
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Experimenting with the

Dashin Technique (Part 1)
by Hideo Takahashi

The abdomen is a very sensitive and pro-
tected part of the human body. In the Dashin
technique, the practitioner purposely taps a
large needle using a small mallet into this
vulnerable area. Because of the abdomen’s
sensitivity, it is reasonable to expect that a
patient would feel some fear when a practi-
tioner places alarge needle on his abdomen
and in the other hand holding a mallet.
However peculiar this technique may ap-
pear, it was thought up by wise doctors of
the past and became a popular Japanese
technique and one used only in Japan.

Thereis no identifiable person believed to
be the inventor of the Dashin Technique.
Thereis, however, an existing classic which
explainsit. The classic istitled Shindo
Hiketsu Shu (Compilation of Secrets of
Acupuncture) which is a guide book for the
Dashin technique Mubun style. In the be-
ginning of this classic, thereis a story that
explains how Misono Mubunsai, an early
16th Century acupuncturist who founded
the Mubun style, was motivated to try out
the Dashin technique! It saysthat Mubunsai
was a Zen Buddhist monk whose mother
suffered from a seriousillness. To help her,
he first saw arenown doctor of histimeto
learn acupuncture using the direct insertion
technique. He tried it out on her but the
treatment was ineffective for her illness.
Struggling and meditating over it, it is said
that he was eventually enlightened to try the
Dashin technique. Thistime it showed good
results. When | saw that the Dashin tech-
nigue was an insight gleaned by a Zen Bud-
dhist monk following along struggle, | was
inspired to try out the technique myself.

One of the characteristics of this technique,
besides using amallet for tapping needles, is
that a acupuncturist can treat,
not just acupuncture points, but !
also reactive areas (abnormali-
ties that a acupuncturist can
sense when palpating a body)
which can manifest on the ab-
domen. Reactive areastend to | gyl - 1, |
be spaces that may cover a fenergy’| ™,
large area rather than points. |of

In the above mentioned classic |chronig
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chart of the abdominal diagnoses that cover
the zang fu organs, illustrated on NAJOM

No.12'sfront cover. Acupuncturistsinthe
Mubun school believe that all illnesses are
rooted in the abdomen and so they look for the
cause of illness in the abdomen no matter

where on one’ s body the symptoms may
appear. | think that the Dashin technique
Mubun style has many characteristicsin
common with Japanese acupuncture because
it does not only focus on acupuncture points,
but aso places emphasis on abdominal diag-
nosis and abdomind treatment. Besidesthese
similarities they also make use of the effects
of vibration which, in my personal opinion,
are one of the characteristics of Japanese
acupuncture. (Seemy articleinNAJOM No.2
1994.)

It has now been six years since my curiosity
first compelled me to try out the Dashin
techniquein my daily practice. There were
times when | would almost give up practis-
ing it and were due to an inability on my part
to achievereaults | desired and adifficulty in
making the tools. However, there has al-
waly's been something that has continuously
attracted me to this technique and for which
| feel istheright treatment method that will
alow meto use my senses most effectively.
For thisissue, | would like to share my
experience with the Dashin technique.

My First Encounter with the

Dashin Technique

When | first saw the Dashin technique, | was
still astudemt of acupuncture working as a
clinical assistant in an Osaka acupuncture
clinic. A senior acupuncturist of theclinic
was performing this technique on one of his
patients. Hewas holding asmall and beautiful
mallet in hisright hand, and tapped on the top
of alarge silver needle held in his left hand.
The mallet was awork of great artistic value
which Fujimoto Renpu, an authority on this
technique, had ordered from a crafter of
butsudan (afamily Buddhist altar) to repro-
duce. It was made of ebony, had a

The large silver needle was also a
¢ crafter’ swork which had a proper
| weight to handle and round-shaped

(like an egg) dull needletip. | was

.| impressed by the beauty of the tools;
“,. however, | also felt that these were
| toysfor antique lovers and was
| 1| skeptical about the effectiveness of

Shindo Hiketsu Shu, thisre- |infantile

' oo the treatment.
active area s described as ja e When | actudly received atreatment
(i), orjakl (el energy), and il | using the Dashintechnique, | realized
treating the area directly (Fig energy  that there was something more than
1). In the Mubun style whi ch Qf;éaﬂt{tle what meets the eye. There was no

' Antantie ini

: o IS pain involved and the treatment felt

only treatsthe abdominal area B oIS orher comfortable. At that time, |

Mubunsai created an original [, _

was given atreatment using alarge

needle with around-shaped tip. The needle
looked like the teishin needle with the needle
tip filed dully. It was not to be inserted but was
to give the body a certain vibration when
tapped upon (There adso was alarge needle
with asharp tip for shallow insertion.) This
needle tip gave me a comfortable sensation
and after sometime of continuous tapping, it
penetrated deep within my abdomen. | re-
member wondering at the time whether the
sensation came from the vibration on the
reactive pointsin the abdomina wall or from
the vibration of theinternd organs. Whatever
the reason was, | certainly felt adeep sensa
tion.

The Effects of the Dashin
Technique

The effects of this technique are mainly
created by the vibration of tapping upon a
large needle, which does not occur with a
direct insertion technique. The vibration
penetrates into the deeper tissues allowing
the insertion to be very shallow yet suffi-
cient. In the classic Shinkyu Chohoki
(Treasured Record of Acupuncture and
Moxibustion), itissaid that “In the Dashin
technique, you shall not make a deep inser-
tion.” and “ Since you tap athick needle with
amallet in the Dashin technique, that moves
nutrient gi and defensive gi and reaches on
the marrow.”? These words explain the
importance of a shallow insertion and the
penetrating effects of vibration. One may
think that the idea of ashalow insertion may
also imply adanger in puncturing the inter-
nal organs by deep insertion. However, this
would mostly mean that when the vibration
penetrates into deep tissues, thereis no need
to insert the needle more deeply.

If apatient’s abdominal wall tenses up to
such an extent that the tension turnsinto
indurations, the needle tip should not reach
the induration because it may be painful for
the patient. One should stop needleinsertion
at adepth just before the needle tip reaches
the surface of theinduration and should then
continue tapping patiently but keeping the
samedepth. Even at this depth, the vibration
will still affect the induration. After some
tapping, one can remove the needle and
pal pate the induration once more to find that
it has become looser. At this point, one
should not stimulate the induration any fur-
ther. One may fed that the stimulation istoo
little but most of the time this will be suffi-
cient. Inthisway, the vibration reaches a
deeper area and releases the tension in the
abdominal wall.

Tools of the Dashin Technique
Needles
Besides the needle with the round-shaped
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tip described above, ancther type of needle
shape used is called “surioroshi”. Thisisa
large needle whose body is filed down so
that it gradually becomes thinner from the
root to the tip. With a surioroshi style nee-
dle, one can actually make a shallow inser-
tion. When | first saw thisneedle, | did not
feel like receiving a treatment with it be-
cause | got the impression that | would
experience alot of pain. Later on, however,
| found that this type of needleisthe original
shape which traditionlly isused in the Dashin
technique. In the classic Shinkyu Chohoki
written by Hongo Masatoyo whose acu-
puncture styleis adescendant of the Mubun
Al 47 i Style, it shows
y i ggx ;T\?‘: , “thefigureof a
*+pe Dashinneedle
% ¢ ﬁLcaIIed uchibari
“which has the
shape of
“suriorosi”.
(Fig. 2)
Stephen
Brown, a
' founding
Fig. 2 member of
NAJOM, showed me a reproduced
surioroshi style needle which was presented
to him along with a small mallet by Baba
Hakkou. The needle was made of gold and
its body was filed down like along thin
cone. The mallet was smaller and lighter
than that of Fujimoto Renpu’s, and | thought
that the mallet was designed to insert
suriorosi style needles because of its light
weight. In order to use this needle, the nee-
dletip hasto be continuody sharpened. Itis
no longer possible these days to use the
same needle again by sharpening the tip
because of strict hygene regulations. Mr.
Brown kept these tools as his study materi-
asand not for practical use.

Currently, | use Ito’s disposable needles
(length 40mm, gauge #8) to substitute for
aurioroshi style needles. The handle of 1to’s
needleis made of stainless stedl, not plastic,
thus creating a good vibration. In addition,
it is hygenic sinceit is disposable. When
one compares this needle to the original
surioroshi needle, however, one can indeed
find some disadvantages. Firg, the surioroshi
style needles have avery thick body near the
handle (approx. 2mm in diameter), but the
ordinary filiform needles are too thin which
makes it difficult to create vibrations. | use
the thickest gauge of disposable needle
(gauge #8), yet | still find it insufficient.
Secondly, the filiform needle does not be-
come thicker from thetip to the root making
the insertion too easy with no resistance.
With a disposable needle, onetendsto insert
the needle more deeply than the desired
depth. Since the Dashin technique reguires

Uchibari

shallow insertions, one must hold the needle
tightly in order to avoid inserting it too
deeply. On the other hand, however, if one
holds the needle too tightly, one will make it
difficult to create good vibrations. Thus,
one must compromise the many advantages
of the surioroshi needles when using dispos-
able needles; however this cannot be hel ped
since we are obligated to use them due to
health regulations.

Small Mallets

In the past, the small mallet was made of
ivory or hardwood, and its head was ad-
justed to the proper weight by loading lead
into itsinterior. The thin grooves were cut
out on the side of the handle to set the
surioroshi style needle. Asthere was no
standard for size, shape, or material for a
mallet everybody madeit in hisownway in
order to meet his demands.

When | first made my own mallet, | had
aready immigrated to Canada, and there was
no model mallet available except for illustra-
tions. | made adrawing of the mallet referring
to pictures and found abuilder of high quaity
funiture to make my mallet. The builder,
however, did not understand my intention
well and made an unusable one. He chosethe
best quality mahogany which emphasized the
grain of the wood, and made an artistically
beautiful mallet. It isniceto have abeautiful
tool, but it is moreimportant that the toal to be
comfortable to handle.

A mallet should be balanced for size and
weight, and its handle should feel comfort-
ablein both size and length. The head of the
first mallet made by the furniture-builder
had too much heavy brass and the mallet’s
handle was attached to the head in adightly
twisted way. | no longer use this mallet, but
| learned a great deal from the experience
which | find useful in my current practice.

Later on, | found a carpenter among my
patients who was precise in his woodwork
and who made four mallets for me. Each had
different weights of lead in their heads and
were made of different types of wood (Fig.
3). The more | use these mallets, the more
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Fig.3 Small Mallet

| like the lightest mallet, especially when |
make shallow insertions with disposable
needles. Even the lightest one, however,
was still heavy, so | made a smaller mallet
with no weight in its head.

The reason why the lighter mallet iseasier to
useisthat | can feel the response from the
patient’ s body through the mdlet. Thelighter
mallet allows my hand which is holding the
mallet to pick up the subtle changes in
texture when | tap the needle.

In the above mentioned Shinkyu Chohoki,
itissaidthat “'Y ou will sense some response
through the mallet when the needle reached
the depth of onefen (1/10 cun).”® If you use
a heavy mallet, you can not pick up this
subtleresponse. Inthe sameclassic, thereis
apicture of the mallet showing it to be very
thin, and | think that thisisto illustrate this
response (Fig.4).

B Z # #

Fig. 4 Dashin Technique

Conclusion

In this article, my intention was to give a
general idea of the Dashin technique to
those who have not tried it. In the Dashin
technique, the primary focus is on how the
practitioner can use the effect of vibrations
caused by tapping upon alarge needle, not
on how hecaninsartit. | devoted alarge part
of my article to explain the Dashin tools,

because | believe it isthe the tools that create
the good vibrationsin this technique. Inthe
next issue, | will write about my clinical

experience using the Dashin technique and
discuss case histories.
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Practical Moxibustion
Therapy (14)
Aging Patients and

Moxibustion Therapy
by Junji Mizutani
Introduction

It has aready been six years since | moved
from Toronto to Vancouver and opened my
clinic. Inthese six yearsthe age group of my
patients has shifted dramatically. For exam-
ple, among the 164 patients | treated in
August 1998, 77 were over 65 (senior citi-
zens) or 47% of the tota number of patients
| treated. Among these 77 elderly patients,
18 or 11% were over 80 years old.

In thisway my practice is being washed by
the waves of an aging society. This may be
due in part to the large numbers of senior
citizens living in Vancouver, acity that is
known for its mild weather. It also shows
how acupuncture and moxibustion have
grown in popularity. Thisis awelcome
development for a practitioner like myself.
When a patient population becomes el derly,
however, those of us who treat them must
adjust our trestments accordingly. So in this
article, | will first comment on observations
| have made in treating elderly patients, and
then give afew case histories.

Treatment of Elderly Patients

Thefirst point in treating elderly patientsis
to try to match the trestment to their physical
capacity. Even if symptoms may indicate
excess and a patient is plump and has alot
of muscle tension, physical strength does
generally decline as one gets older. | do
quite ahit of acupuncture on elderly patients
and naturally | increase the amount of
moxibustion to strengthen their bodies. If
the symptoms indicate deficiency, or apa-
tient is recovering from an illness or has a
weak congtitution and atendency to become
chilled, I inevitably lean toward moxibustion.
Of the above-mentioned 77 patients, | gave
treatments of moxibustion or a combination
of moxibustion and other therapies to 76.
One patient received only shiatsu.

In anutshell, the advantage of moxibustion
as| have said beforeisthat it improves the
circulation and the functional capacity of
blood and thereby gresatly aidsthe regenera-
tion of tissue. Degenerating tissue and mal-
functioning systems are thus restored. This
means that it has the remarkable “effect of

restoring youthfulness.” Thereis no medi-
cine anywhere which has an effect like this,
and that is why moxibustion isideal for
elderly patients.

The tissues and functional capacity of the
human body generally begins to decline
from around the age of 35. The vitdity of a
person who is 35 is substantially different
from someone who is 65. If they wereto get
the same disease, the younger and stoutly
built person should recover quickly, and the
older and frailer person could require along
time to recover. For young people, often it
isjust amatter of using an antibiotic to kill
the germs and the body takes care of the rest
and recovers quickly. It is not so simple for
elderly people. Evenif the germs are de-
stroyed, it may take along time to recover
because the body may not have areserve
strength.  On top of this, antibiotics tend to
diminish the body’ s natural healing ability.
Thisiswhy it isimportant in the treatment of
elderly patients to increase their vitality.
Thisiswhere the “effect of restoring youth-
fulness’ of moxibustion comesinto play.

| have been talking in generalities, but speak-
ing more to the point, for those of my elderly
patients who are robugt, | give moxibustion
treatments combined with acupuncture or
shiatsu. For those who lack vitality, | give
only moxibustion. Moxibustion can even be
applied when a patient has a slight fever. |
apply moxibustion on pointslike ST36 and
GV 14 for patients with temperatures of up
to 38°C. Thereisno danger in moxibustion
aslong as you pay attention to the physical
capacity of patients and give them only as
much stimulation as they can handle. Fur-
thermore, there is no danger in giving
moxibustion to patients while they are on
medications.

It isdifficult, however, to gauge the level of
vitality and the appropriate level of stimula-
tion in the first treatment so, for elderly
patients especially, | start off by reducing
the stimulation at about 50%. Thisisto
avoid hedling reactions as much as possible.
Even when a healing reaction does occur,
young patients recover in less than three
days. In the case of elderly patients, how-
ever, recovery is prolonged and sometimes
may take up to amonth. Such along setback
is more than a healing reaction; it can be
considered a consequence of incorrect treat-
ment.

Although at firdt, lessis better, in the case of
elderly patients, the more often they receive
treatmentsthe better. Asarule, | havethem
receive moxibustion once aday for amonth
and ahalf. Thisfirst courseisfor the purpose
of relieving the symptoms, but treatments
must be continued for 3 to 6 months to
increase vitality and improve their func-
tional ability. Sometimes, when pain is
severe, | have them receive moxibustion
twicea day. Asfor the size and number of
cones, | generaly apply 3to 5 half ricegrain

sized cones using the mini-cautery method
| discussed in the last issue, and otherwise |
consider 3 cones of the half rice grain sized
cones to be appropriate stimulation. The
number of pointsfor local treatment varies
from 3 to 10, but for patients who need
overall strengthening, | do theselocal points
in addition to the standard Sawada Style
points (seeNAJOM Val. 5 No. 2, Novem-
ber 1995; pp7-8).

My moxibustion treatments need to be ap-
plied frequently, so they end up becoming
principally home treatments. | have the pa-
tient come in once every week or two to
check the points and suggest changesin the
number of cones. For home treatments of
points on the back, the cooperation of fam-
ily members becomes necessary. Therefore
| convince the patient and their families of
the importance of moxibustion, and teach
them the mini-cautery method, and have
them actually practice it themselvesin my
clinic. | get afamily member to observethe
first treatment, and | explain what | am
doing as | treat the patient. In subsequent
treatments, | have them help me apply the
moxibustion so they get the hang of it. After
thisthey start home treatments, but | always
warn them of one thing. That is, “When |
apply moxibustion the heat is mild and it
feels good but, when beginners first apply
moxibustion, it isvery hot.” Unless| im-
press this on them, a family squabbleis
liable to occur, and they will not continue
the moxibustion treatments and all efforts
will come to nothing.

Case History 1
69 year old female

| had been giving this woman shiatsu since
May of 1995 for her low back pain. She had
agreat deal of stamina and did alot of
cooking as avolunteer. Her back pain was
almost gone after regular shiatsu treatments
every other week, but she enjoyed the treat-
ments so she continued coming. In January
of 1997 she complained of pain above and
below her right knee. The pain occurred
whenever she sat down or stood up from a
chair. One week later, after she returned
from atrip, her knee was quite swollen and
felt warm to the touch. It was not so painful
that she couldn’t walk, but it seemed like the
early stages of osteoarthritis. Even so, when
she came for treatment on February 3, | only
gave her a shiatsu treatment because she
didn’t like the idea of moxibustion.

Feb. 14: The pain in her knee got so bad she
had difficulty walking, so | convinced her to
do home moxibustion treatments. | located
points and applied moxa and taught her the
technique. | applied seven cones each on
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seven points (Fig. 1).
Fig1 Feb. 21: Her pain was
greatly relieved.

Feb. 28: Sheisableto go
down stairs. The swelling
isdown 70 to 75%.

March 7: Only 15% left to
go on the swelling.

March 17: Both pain and
swelling are gone. | told
her to discontinue home
moxi bustion treatments.

Subsequently the knee

pain recurred occasionaly,
and each time she came in for moxibustion
(five or six times). It almost completely
healed after that and she enjoys an active
life. About ayear later, she complained
about a corn on thelittle toe of her right foot,
which was very painful when she golfed. |
had her apply five rice grain sized cones
directly on the corn everyday a home. When
shereturned for her biweekly treatment, the
corn had hardened so | shaved it off with a
knife after the shiatsu treatment. | did this
about four times, and the corn al but disap-
peared by the end of June.
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Case History 2
88 year old female

First Treatment - Sept. 25, 1997 Her main
complaint was pain and numbness in the
right hand since around September 1996.
She could not flex her fingers. Also, there
was pain with movement in the right shoul-
der, numbnessin theright leg and paininthe
right ankle, which made walking very
difficult. 1t took her about 30 secondsto
hobble just five meters. Putting cloths
on and taking them off was also diffi-
cult. Shewas hard of hearing and it was
difficult to talk with her, but her mind
was sharp. At first sight, she looked
very frail and it seemed that if she caught
acold it could turn into pneumoniaand
she might die. | was alittle worried
about taking her on asapatient, but | got
afavorable impression from her speech
which was very clear. So | got her to
promise that she would give hersel f
regular home moxa treatments, and |
agreed to go for a housecall once a
week. The points | selected were sev-
eral Ahshi pointsin addition to standard
Sawada Style points(Fig. 2). The dos-
age was three cones of sesame sized
cones, but | increased the number of
cones to five after about three weeks.
With thisit took alittle less than an hour
for her to do the moxibustion treatment.

| only saw her once aweek so | didn’t have
any idea how long it would take her to get
relief, but as long as she didn’t give up, |
decided to look after her to her deathbed if
need be. This patient had lost her husband
and had no children and was living alone on
the second floor of a house owned by a
distant relative. She had firmly resolved not
to become dependent on anyone aslong as
she was able to move her body even alittle,
and | wanted to help her in any way | could.

In late March, at the time | gave the 25th
treatment, | measured how long it took for
her to climb from the first to the second
floor. Beforeit took her more than two
minutes to drag hersdlf up one step at atime.
Thistimeit only took her about one minute.
Her walking pace was also twice asfast as
before.

InMay, | was surprised to learn that she had
started to go shopping to the corner store
which was about 70 meters away. By this
time she complained less about pain and
numbness. In June, she had enough strength
and resolve to go to the ophthalmologist,
and in July she went to the dentist on her
own. In August she could bend the fingers
in her right hand completely, and was able to
cut her toe nails herself.

| had been seeing her for almost ayear, and
| was beginning to feel confident that she
would be able to continue living alone free
of pain and numbness, even with some dif-
ficulty. On September 9, however, shelost
her balance and fell when she was reaching
for something, and she cracked her right
scapula. The pain was so bad she could not
make any movements involving her right
shoulder. Also her right arm from the shoul-
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der to the wrist was swollen like along
balloon. Even so, she was ableto flex her
right elbow alittle. Y et she still wanted to
continue with her moxibustion treatments,
so | located points around the shoulder and
the elbow, which was swollen, and burned
one cone each and repeated this for three
rounds. When | went to see her on Septem-
ber 23, the swelling was 50% better and she
could move her upper arm about 20 degrees.
The patient is very hopeful, saying it isjust
amatter of afew more weeks before sheis
healed.

Case History 3

94 year old male

July 30, 1998: This patient almost fainted
and fell down with something like cerebral
anemia, and he hit hisright hip very hard.
The pain was so bad after that he had to
remaininbed. Hecameto my clinic with the
assistance of family members. The pain
was S0 intense he couldn’t even move enough
to have x-raystaken. He hadn’t had abowel
movement recently, which he used to zhave
every day. Hisfamily member explained
that he was dispairing that he was going to
die

His pulse was flooding and large, and his
abdomen wasrigid like aboard. Hishearing
was very poor, but he was mentally alert.
For treatment | retained No. 3, 50mm nee-
dles shallowly with the patient prone (Fig.
3). The needles were retained for ten min-
utes. After that | applied 20 half rice grain
sized cones of moxa on the circled points.
His pain had diminished, so | had him lie
face-up and concluded by tresting the abdo-
men with some acupuncture and
moxibustion (ten half rice grain sized
cones: Fig. 4). To relieve his constipa-
tion, | had him take home a two day
supply of guizhi jia shaoyao dahuang
tang.! After the treatment, the pain had
become much better, and the patient
began walking nimbly, so the family
members were greatly relieved as they
accompanied him home. Since the pain
was gone all day, the patient spent the
afternoon tidying up hisroom. The
next day the pain came back again and
hewaslaid up in bed.

August 1 to 3: He came for treatments
three days in arow, but there was no
change in the pain. He also had no
appetite and sitting brought the pain
out so heremained in bed. On August
3, however, he had used a suppository
which relieved his constipation, so he
was feeling alittle better. | had him
start taking xiao jianzhong tang with 3
grams of renshen (ginseng) added.?
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Fig3 ...~ Fig4a

August 5: His pulse was flooding, large, and
tight. | treated him using more moxibustion.
| had his family members start giving him
home moxibustion treatments. The points
used are shown in Figure 5.

August 7: The flooding pul se was softer and
a so his abdomen had more resiliency. Af-
ter this treatment, he had natural bowel
movements four daysin arow, and he was
pleased about that. His appetite returned
and he started eating brown rice.

August 10: Tender points showed up along

Fig5

the sciatic nerve on theright side. He
till could not sit up without pain, so he
ateinbed. | added the four moxibustion
points BL30 and 35 aswell as Jousen.®

August 13: He still had alot of pain
when standing up. There was also
strong pain with movement. | added
moxa points on the Huato Jia Ji at the
level of BL22 and 23.

August 18: There were less tender
points. He said the pain was better.

August 28: His walking pace became
surprisingly faster. | add moxa points
at GB33 and SP6.

September 12: The patient said he can
walk for about two hours if he uses
analgesic suppository and a walker.
There were no tender pointsin the low
back, but he said the lumbar areafelt
Stiff. | retained some needles shallowly
and applied moxibustion. Treatment
points were palpated evenly on both
sides of the lumbar region. (Fig. 6)

September 19: Patient could walk for two
hours without a suppository.

September 24: Patient was able to walk for
two hours with only acane. He complained
of numbnessin the right little toe and dis-
charge of excessive phlegm from his throat
and sinus, but the low back pain was gone
and he could sit and eat with hisfamily. His
condition was stable with regular bowel
movements everyday.

Conclusion

Thefirst case history is about a patient who
applied moxaon hersdf to heal arthritis
in the knee and help remove a corn.

This case shows how, if there are no
internal diseases and only muskulo-

skeletal problemsin the arm or leg,

using only moxibustion it can almost
be taken care of by onesdlf. The second
caseisan example of avery old patient,
88 years old and in poor physical con-
dition, who recovered to a point of

being able to take care of her own daily
needs after weekly moxibustion treat-

ments over along period. The third

case is an example of how daily

moxibustion treatments by family

members got an extremely aged pa-

tient who was bedridden to return to a
normal life. Inthislast case, every

member of the family took turns giving
the patient moxibustion treatments.

Each case is evidence that when
moxibustion treatments patiently ap-
plied over along period it has an effect
far beyond Western drugs. Inthelast

Fig 6
two cases especialy,

patients recovered in arelatively short pe-
riod which seems impossible in terms of
Western medicine. Moxibustion unlike
Western drugs takes time, but it does not
create adrug dependent patient. 1n addition,
it can be applied at home safely and inex-
pensively. Furthermore, moxibustion not
only is effective as therapy, but servesto
prevent senility. Therefore | am convinced
that it istheticket for home care whichison
the increase with our aging society.

Notes

1. Guizhi jia shaoyao dahuang tang - 4g.
guizhi, 4g. dazao, 6g. shaoyao, 2g.
gancao, 1g. ganjiang, 1g. dahuang

2. Xiao jianzhong tang jia renshen - 4g.
guizhi, 4g. dazao, 6g. shaoyao, 2g.
gancao, 1g. ganjiang, 3g. renshen, 20g.
jiaoyi

3. Jousen - same as the extra point
Shigizhuixia (M-BW25) between the
fifth lumbar vertebra and the sacrum

Trandated by Stephen Brown

Junji Mizutani, L.Ac. graduated from the Ja-
pan Central Acupuncture Collegein 1983 and
was licensed to practice shiatsu, acupuncture,
and moxibustion in Japan. He moved to Toronto
in 1984 to further histraining at the Kikkawa
Shiatsu College. He taught Oriental medicine at
the Kikkawa College and at the Shiatsu School
of Canada. He also served for three years asthe
president of the Shiatsu Therapy Association of
Ontario. In 1992 he moved to Vancouver where
he now has his practice. He is the founder and
director of NAJOM.
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Koei Kuwahara’s
Workshop on Pediatric

Shonishin
by Jake Paul Fratkin

In August, Koei Kuwahara came to Sesttle
to teach a one day workshop on pediatric
shonishin. Mr. Kuwahara, based in Boston,
isthe main teacher for Toyo Hari Meridian
Therapy in the United States. He has been
in practice for twenty years, and did afive
year apprentice ship with Kodo Fukishima,
the founder of Toyo Hari. Mr. Kuwahara's
workshop was both enlightening and in-
formative. Hetreats about seven children a
day in hisbusy clinic, and also isthe father
of four young children. His playful attitude
with children helps put them at ease.

Mr. Kuwahara uses non-needle techniques
for children until about twelve years of age,
when they become comfortable with nee-
dles. Histechnique, based on the Osaka
pediatric method, involves scratching and
tapping techniques.

General Guidelines when
Working with Children

It isimportant to be gentle, playful and non-
threatening with young patients. This al-
lows you to complete your treatment and
encourages them to enjoy coming to the
clinic. Avoid hard diagnostic staring “like a
doctor”, and instead use soft eyes “like a
parent”. He put it another way: have eyes
like you are on vacation, not at work. One
way to help make a child securein the clinic
isto have awarm and friendly relationship
with the parents. An added benefit from
treating children is that parents often come
over to acupuncture once they seeimprove-
mentsin their children.

For the first two treatments, children will
naturally bewary. By thethird visit, if their
experience has been painless and pleasant,
they will start looking forward to their treat-
ments. For this reason, the first two treat-
ments should be mild and of short duration.

Questioning, Looking, and
Listening Diagnosis

Mr. Kuwahara begins his examination by
asking about relevant symptoms, either to
the patient or the parent. He then looks at
face color, body shape, discoloration and
shapes of the eyes, nose and ear. Mr.
Kuwahara spent some time in the workshop
describing the sounds and behaviors associ-
ated with various sho patterns. In Spleen

pattern, the child isinsecure without his or
her mother, often looking around. They
tend to cry when the practitioner looks at
them. In Kidney patterns, children have a
high range cry and like to hide in their
mother’s arms, because they are fearful.
Liver patterns can show as irritability or
arrogance, even spitting at the practitioner.
Lung pattern children tend to be quiet and
more secure, but alittle withdrawn.

Pulse Diagnosis

Mr. Kuwahararelies on pulse diagnosis
when possible. In hisdemonstration of this
he was very fast, using three fingers simul-
taneously. Children will not sit still for
pulse diagnosis, so it must be done quickly.
In pulse diagnosis, he recommends deter-
mining if the middle level is floating or
sunken to gauge a general yang or yin defi-
ciency. In healthy children, pulses should
be dlightly floating, rapid and soft, and the
practitioner looks for deviations from this
norm. Later, in his demonstrations, he men-
tioned that if the pulse has fuzzy or weak
borders, it indicates a more serious and
deepseated condition.

One expects to see a deficiency (kyo) on the
position of the root meridian, but often with
childrenitiseasier to find ameridian that is
excess (jitsu), which is usually the control-
ling cycle channel. Children often show
excess on either the Liver or Spleen chan-
nels. A Liver excess reveals alLung or
Spleen sho pattern, while an excess Spleen
position shows a Kidney sho pattern.

Primary Channel | Secondary Channel
Kyo Jitsu
Lung Liver
Spleen Liver
Liver Spleen or Lung
Kidney Spleen

Aswith adults, the pulse should be used to
confirm the success of the treatment. One
should not let the child go until the pulse
quality has normalized.

Percussion Tapping Diagnosis

is often performed on the abdomen while
the child islying on his or her back. Asone
hand is placed flatly on various |ocations of
the abdomen, the other hand is used to
sharply tap the back of the hand with four
fingers. The practitioner listens for watery
or sloshing sounds subcostally, in the
epigastrium, or in the lower abdomen. Ina
healthy child, these sounds should not exi<t;

all percussion tapping sounds should be
identical. Sloshing sounds in the lower
abdomen indicate awater stagnation prob-
lem, manifesting as bedwetting, headache,
allergies, or diarrhea. In these cases, ab-
dominal shiatsu is helpful, asis treatment to
St 39 to 40. Sloshing sounds that are unilat-
eral require treatment on the affected side.
Subcostal sounds often indicate atension in
the interscapular area on the back. High or
tight sounds indicate general muscular ten-
sion or stress. The sounds should be more
normal following treatment.

Therapeutic Tools

Mr. Kuwahara went over nine basic
shonishin tools, which | won't discussin
detail. Basically, some tools are used for
tapping technique and some for scratching
technique. It isnot important which ones
are used, it isreally up to the practitioner,
and many practitioners will use only one or
two toolsin practice. Most of the toolsare
for dispersing techniques but one, the silver
teishin, is primarily used for contact
tonification. One advantage of having nu-
meroustools, said Mr. Kuwahara, isto en-
gage the child by having him or her choose
which tool the practitioner should use. This
ispart of the playfulnessthat hefogtersin his
clinic. Besidesthebasic tools, Mr. Kuwahara
will also employ presshallsto tonify points
relevant to the sho pattern. On occasion he
will also use intradermal needles, magnets,
and moxa. Most children are frightened by
moxa, but he will sometimes useit onin-
fants, as he would blood letting for fever or
injury. Sometimes he will use cups, for
example on Ren 12 for diarrhea or
bedwetting.

Scratching and Tapping
Techniques

Most conditionsin young children are prob-
lems of yang excess, and the tapping and
scraping techniques are used to disperse
excess gi along the yang channels out to the
skin. When this is completed, the root
deficiencies can be treated with the teishin.
Digpersing the excess first and tonifying the
deficiencies second is in contrast to treat-
ment of adults, where tonifying the defi-
ciency isprimary. One disperses the excess
first in children not only becauseit is calm-
ing, but because the abundance of yang is
often the cause or manifestation of their
complaint.

The scratching technique is done very lightly
with repetitive hand movements. The sen-
sationisamost like atickling feeling. The
technique itself might involve up to 150
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repesated hand motionsaminute. The length
of the motion varies on the age of the child.
Children under three, for example, have a
shorter stroke, while older children require
strokes two or even three times this length.

Mr. Kuwaharalikesto use the Kozato teishin,
which looks like alarge carpentry nail. One
side has asmall ball, the other is concave
and ending in a point. The concave end
actually isflat on one side, and thisflat side
contacts the practitioner’s mid finger while
theindex and thumb hold the K ozato teishin
in place. Thewhole hand isused in the
repetitive motions, coming down and brush-
ing the skin “like an airplane landing and
then taking off again”. The other hand is
freeto stabilize alimb or contact the body.
The pressure used is quite light on infants,
but can be abit heavier for older children. At
no timeis the effect so dramatic as to actu-
aly scratch the skin. Asthe Kozato teishin
isrubbed lightly acrossthe skin, thering and
pinky fingers of the same hand feelsfor skin
that is damp and sticky, rough and dry, or
hot or cold. These skin areas require treat-
ment, so the hand is diagnosing as it is
treating. Astheskinisbrought into balance,
the channels are also benefited.

The scratching technique is performed to
the abdomen, the back, and the limbs. First
the abdomen is treated, especially sub-
costally, along the midline, and around the
naval. With the patient sitting, scratching is
then performed around GB 20, Du 20, and
close to the spine dong the Huato points and
Bladder points. The technique isthen ap-
plied to the yang channels of the arms and
legs. Direction of the brushing is not par-
ticularly important, Mr. Kuwahara reports.
These same areas can also be treated with
tapping technique, using ateishin or aspring
loaded tapper. Tapping isdone very lightly
with the mind intent on dispersion. Itis
particularly valuable for areas of the skin
that are rough or dry.

Tonification Techniques

The pulses are then evaluated to determine
theroot sho, and the teishin is applied to the
chosen tonification points. (Mr. Kuwahara
confirms point selection by reading the re-
action of the pulse). The teishin barely
touches the spot, and the practitioner uses
his or her mind to direct the energy of their
fingersinto the point and up into the chan-
nel. This should take no more then five
seconds. When complete, the hand quickly
pulls away and the point is immediately
covered. For dispersion, theteishinis ap-
plied to the point, and the practitioner uses
his/her mind to pull excess energy into the
teishin and fingers. Thisisactually donein

apumping motion/mind-set. Finaly, oneto
three press balls are left in place for five
daysto reinforce tonification.

Eight Extraordinary Channel therapy can be
performed by using magnets on the master
points. The sides of the magnets (north or
south) are chosen based on the effect on the
pulse, and the magnets are only kept in place
for one to two minutes.

Conclusion

Mr. Kuwahara s shonishin approach is used
regardless of the nature of the complaint. It
takes between five and ten minutes. Acute
cases may only need one treatment, includ-
ing fever, diarrhea or common cold. In
chronic cases, the child would comein twice
aweek for one to three weeks, followed by
once aweek, then twice amonth, and finally
once per month, until the condition has
normalized. By example, this approach can
cure 75% of pediatric asthma cases, but it
may take ayear.

Mr. Kuwaharawarnsthat if the treatments
are too strong or done too long, the symp-
toms will get worse. So treatments should
always be gentle and short in duration. As
for emergencies, one should be particularly
careful when the symptoms do no match the
pulses, that isto say serious symptoms with
normal pulses, or no symptoms with seri-
ously imbalanced pulses. In these cases,
one should consider aWestern medical emer-
gency room.

Mr. Kuwahara spent the remainder of the
workshop demonstrating these techniques
on various patients who were brought in.
Some of the patients were basically healthy;
others were very sick, and at least one was
dying. Inall cases, Mr. Kuwahara demon-
strated a deep well of love, compassion, and
objectivity. His concern foremost was for
the comfort of the child, which proved very
reassuring to the young patient. Asfor the
therapeutic value, Mr. Kuwahara deeply
believesin its efficacy. His confidence,
based on his clinical experience, wasinspir-
ing to all present at the workshop.

Jake Paul Fratkin, OMD, L.Ac. Following un-
dergraduate degrees in Chinese language and
philosophy at the University of Wisconsin, Dr.
Fratkin trained in Korean and Japanese acu-
puncture starting in 1975, and later, Chinese
herbal medicinein Beijing. Heisin private
practice in Boulder, Colorado, where he com-
bines Japanese Meridian Therapy, Chinese
Herbal Medicine, and nutritional medicine. He
is a frequent contributor to thisjournal.

Book Review

Kampo Treatment for
Climacteric Disorders
by Yoshiharu Shibata, M.D.
and Jean Wu

Paradigm Pub. 1997

Recently, we have seen a proliferation of
texts on Traditional Chinese Medicine, or
TCM. Traditional Japanese medical works,
however, have focussed on acupuncture, or
genera diagnostics. It isrefreshing, there-
fore, to see such an accomplished analysis
of Kampo, as Japanese herbal medicineis
termed. Dr. Shibataand Jean Wu, in pre-
cise, clear language use the general field of
climacteric disorders as atemplate to dis-
cuss the powers and limitations of Kampo.

The book is divided into four parts, with
helpful appendicesand aglossary. Thefirst
part discusses Kampo history in general,
especially in the context of modern bio-
medical progress. In fact, the authors take
great painsto explain their subject in terms
that are comprehensible to Western medical
practitioners. In Japan, Kampo can only be
practiced by alicensed medical doctor, so
there are pragmatic reasons for the text
being oriented towards the Western medical
model.

The second part is ashort primer on Kampo
medical theory and practice. Thisincludes
Japanese diagnostic techniques, pattern iden-
tification as well as therapeutic parameters
of herbal medicine. This sectionis very
clearly explained and should be easily
grasped, even by those with no former
Kampo experience. Itisthethird part how-
ever, that thistext demonstrates its particu-
lar advantage. This part gives a detailed
treatment of Kampo's approach to the cli-
macteric. Many conditions, which are par-
ticularly difficult for Western medicineto
treat are given Kampo alternatives, such as
Chronic Headaches, Osteoporosis, hot
flushes, etc. The fourth part gives detailed
listings of Kampo formulae, listing symp-
tom pattern, syndrome, composition,
contraindication and application. Thereis
even adirectory of North American dis-
tributors of Kampo formulae. Thisisagreat
book for anyone interested in exploring the
rich tradition of Japanese herbal medicine,
especially for those Western medical doc-
tors who wish to expand their therapeutic
techniques.

Reviewed by Peter Canakis
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Introduction of New
Members

Jane Jones (Palm Beach, FL)
Sheis a graduate of the School for Tradi-
tional Chinese Hedlthcare in Miami.

Randall Sexton, RN, MSN, MBA, OBT
(Austin, TX)

He graduated from the Zen Shiatsu program
at the Academy of Oriental Medicinein
Austin, Texasin 1998. He has been aregis-
tered nurse for 23 years and has held clini-
cal, educational, and management positions.
He holds black belts in Hapkido and
Taekwondo and also practises Taiji and Qi
Gong.

Milagros Paredes (Chelsea, MI)

He graduated from the Shiatsu School of
Canada in 1995 and has been practising
shiatsu ever since. In the last 13 years,
Stephenie Ede, one of Kaz Kamiya's very
first students and who has engaged in heal-
ing practices for more than 20 years, has
also been one of his most important teach-
ers.

Catherine Jones (Aylmer, ON)

She wastrained in Oriental Medicine at the
Institute of Chinese Medicine in London,
Ontario for four years. She practises acu-
puncture, herbal therapy, moxibustion and

capping.

Claire-Louise Hatton (Oxford, UK)
Sheis a graduate of the College of Tradi-
tiona Acupuncture in England and has been
practising acupuncture for 10 years.

Debra L ee Gertz (Syracuse, NY)
Sheis a graduate of the Traditional Acu-
puncture Institute in Maryland and has been
practising acupuncture for 8 years.

Dan B. Rich, A.P. (Sarasota, FL)
He is a graduate of the Pacific College of
Oriental Medicine in San Diego.

Mark A. Imlay (Seattle, WA)

He hasbeen achiropractor for 15 yearswho
also practises acupuncture (as a graduate of
NIAOM), bodywork, and herbal therapy.

Gary Spence (Vancouver, BC)
He is a student of the Source Point Shiatsu
Centrein Vancouver, BC.

Reginald Cann (San Diego, CA)

He is a graduate of the Pacific College of
Oriental Medicine who has also trained in
Beijing, Shanghai, Hong Kong and Singa-
pore. He practises Shiatsu, Tuinaaswell as

acupuncture.

Laura Scozzari, RN, AP

(North Palm Beach, FL)

Sheis agraduate of the Oregon College of
Oriental Medicine in Portland.

Fazit Segal (Isragl)

He graduated from the Israeli College of
Complementary Medicine in 1996 having
studied shiatsu, herbal medicine, massage
and attended seminars on Japanese acu-
puncture (Kiiko Matsumoto) and Meridian
Therapy (Kouei Kuwahara). He is inter-
ested in treating sports injuries, orthopedic
problems, children’s problems, immune dis-
eases, skin problems, female problems and
internal problems. He has been practising
shiatsu for 4 years; massage, for 6; and,
acupuncture, for the last 2 years, in private
practicein lsragl.

Tamaru M ochizuki (Shizuoka, Japan)
He graduated from the Gakushuin Univer-
sity and trained in acupuncture at the Meiji
College of Orientd Medicine. He dso trained
in the Pain Clinic at Osaka University of
Medicine. He belongs to many societies of
Western medicine and deals with various
types of illnesses using both concepts of
Eastern and Western medicine. He also vol-
unteers his services to patients suffering
from anthrophobia by organizing his own
study group.

Miyuki Kitamura (Aichi, Japan)

She has been operating her own acupunc-
ture clinic in Toyota for 3 years and was
elected president of the Acupuncture and
Massage Association of Toyotain 1998.

Andrew Fitzcharles (Los Gatos, CA)
Heisagraduate of the American College of
TCM in San Francisco who has been prac-
tising acupuncture for 8 years.

Margar et Ozols (Wakefield, QUE)
Sheis currently a student of the New Eng-
land School of Acupuncture in Boston.

Rene L eiva (Edmonton, AB)
Sheisastudent of the Grant McEwan Com-
munity College in Edmonton.

Steven J. Corbin (Seattle, WA)
Heisagraduate of NIAOM.

Ezio Fassone (Rapallo, Italy)

He is a graduate of the Meiji College of
Oriental Medicine in Osaka, Japan. Heis
one of the few acupuncturistsin Italy who
also practises bodywork and homeopathy.

John E. Kennedy (Oviedo, FL)
He came to alternative medicine from a

background in the Defence Industry. He
first trained as a Hypnotherapist in 1990,
becoming certified in that field. 1n 1994 he
began his training in Acupuncture and Ori-
ental Medicine. He is a NCCAOM

Diplomate in Acupuncture and specializes
in trestment of addictions and allergy elimi-
nation using acupuncture, hypnosis, and
herbs. Heis also the owner of the T’ ai

Institute of Oriental Medicine in Oviedo,
Florida.

Joseph R. Forman (Minneapolis, MN)
Heis a student of the Minnesota School of
Acupuncture, who also practises gigong.

Megumi Hirayama, DOM

(Albuquerque, NM)

Heisagraduate of SWAC in Albuquerque,
New Mexico. Before his official training, he
enjoyed performing acupuncture for 26 years
as one of his hobbies. Currently he has
opened the Zen Japanese Acupuncture Clinic
in Albuguerque. In addition to acupuncture,
he also uses soft lasers, micro current, and
sarapin injections. He always welcomes visi-
torsto hisclinic.

John Thompson (Brisbane, Australia)
Heisagraduatein TCM from the NSW
College of Natural Therapies (1987) who
also completed a 4-month internship at the
Red Cross Hospital in Hang Zhou, China.
He has lectured at various acupuncture and
natural therapy collegesin Sydney and Bris-
bane and conducts Chinese herbal medicine
training for Chinaherb, Queensland.

Steven M. Rosman, PhD
(Port Washington, NY)

Canadian Acupressure I nstitute Inc.
(Victoria, BC)

Brad Thompson (Olympia, WA)
Patricia G. Martin (Sorrento, FL)
David Bole (Gainesville, FL)

r

I Deadline: I

I Manuscript Submission |

I January 10th, 1999 isthe deadlinefor |

I manuscripts for the next issue of |

I NAJOM. We welcome all contribu- |

I tions of papers from our membersin-

I cluding reports, studies, and essays. I
Papers concerning clinical practice are

| especially welcome.

| Please contact NAJOM at (604) 874- |

I 85370r fax (604) 874-8635 if you wish |

| to contribute a substantial article. |
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