
The very nature of science is change. And to change 
requires asking questions. This book does that. 

Quantum physics questions the nature of the observer. 
Samkhya philosophy, found in Ayurveda and yoga, does 
the same, albeit its inquiry began some 5000 years ago. 

Meanwhile, the nature of humanity is to seek comfort and 
make a human connection, often in the midst of self-doubt. 
Even the most assured introvert, is not, as John Donne 
wrote, an island. Martin Luther King, Jr. agreed, declaring, 
ÒWhatever affects one directly, affects all indirectly. I can 
never be what I ought to be until you are what you ought 
to be. This is the interrelated structure of reality.Ó We must 
create, together. This book is an invitation to that.

Medical Therapeutic Yoga invites both the biomedical and 
yoga fields to question the nature of the observer through 
science while seeking the comfort, connection, and crea-
tivity of medicine and yoga through art. Both invite trans-
formation and require partnership.

We are intimately connected as a civilization, in a universe 
surrounded by countless others, and yet we still inhabit a 
binary mode of thinking that posits one can only be ÒthisÓ 
or Òthat,Ó for example, Christian or Buddhist, Chinese 
medicine or Native American philosopher, or the obvious, 
medical practitioner or yoga devotee. 

I felt the pain of that social conditioning for decades. 
I!was not fully accepted in either the medical or the yoga 
community. I was viewed with skepticism on both sides Ð  
perceived as too scientifically rigid for yogis and too 
Òwoo-!wooÓ for the biomedical sect, from both of which I 
was born. I was homeless and nameless.

And so, I wandered. On purpose. And during all of that, 
life went on Ð in all its poverty and loss, grief and trauma.

It is from within that condition of poverty and loss, grief 
and trauma that I came to yoga, some 25 years ago. I stayed 
with yoga because yoga saved my life. And it saved not just 
mine, but also my patientsÕ lives. 

For many, this salvation may seem like common sense. 
After all, everyone knows yoga is helpful. But how much 
and in what ways? 

Common sense informs much of the mundane deci-
sion-making required for daily life. In fact, one may 
say that common sense is cultivated through our abil-
ity to experience Òeveryday life.Ó Stephen Hawking chal-
lenges this notion in The Grand Design (Hawking and 
 Mlodinow, 2010), saying that all knowledge is not gained 
through direct observation because it is tainted by our 
senses. Therefore, modern physics clashes with every - 
day experience Ð and the very notion of common sense. 
Here again is an invitation to question the nature of the 
observer. Hawking goes on to say that Òmodel-dependent 
realism handles this paradoxÓ (p. 7), which resonates 
strongly with one of yogaÕs oldest philosophies, Samkhya. 
Samkyha philosophy gives tangible credence to question-
ing the nature of the observer and exactly how we sense, 
perceive, and interpret information. It also gives us insight 
to the ultimate questions everyone asks, ÒWhat is reality?Ó 
and ÒWhy are we here?Ó 

For me, these questions have been answered through my 
active struggle to shed the binary social conditioning that 
would have me be either a scientist, by way of physical ther-
apy, or an artist, by way of music and yoga.

Art and science butt heads beginning in elementary 
school, where oftentimes physical education and art are 
abandoned as unnecessary topics expendable in the face of 
subjects such as math and reading. However, art allows our 
species to learn. Art makes sense of the unspeakable, and 
gives us insight when there are no words.

There have been three distinct times in my life where the 
confluence of art and science has moved me, not just to 
tears and chills (or Òdopamine dumpÓ), but to an invol-
untary and deep simultaneous rapturous and liberating 
grief, sometimes silent and without movement, sometimes 
wracking me with heaving motion, all in public. 
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The first was in 2004, when I happened upon a concert with 
my travel companion (who I had no idea would become 
my future life partner) at the church of St Martin-in-the-
Fields in LondonÕs Trafalgar Square. The conductor played 
the harpsichord while he directed, and I sat in silent awe 
by candlelight, motionless, while tears collected in my lap.

The second occasion was in 2010, at Lincoln CenterÕs jazz 
club. I was pregnant at the time, and, alongside my hus-
band, I listened to what I was hearing. No more than two 
bars into Terrell StaffordÕs first trumpet solo, pure scat 
and high energy, and tears escaped from somewhere deep 
inside, a place I knew IÕd likely never visited, at least not 
lately. I was blown away by the paradox of crying hopped 
up on jazz instrumental improvisation. It was blindingly 
enlightening.

The third was at the military funeral of a dear family 
friendÕs father. I sang at the funeral, as I am often asked 
to do, and when Taps was played at the conclusion of the 
service, I had to suppress powerful, heaving sobs that came 
up from that same deep place, only because I did not want 
to interrupt the service by letting a wail escape. In those 
sobs I felt the grief of losing my own grandfather, a WWII 
veteran, and so many other loved ones who had died too 
soon. In all cases the emotion was surprising but welcome, 
and most of all, healing.

The point is, Stephen HawkingÕs discussion of quantum 
physics and Stephen PorgesÕ polyvagal theory, part of the 
underlying theory which girds this text, provide an oppor-
tunity for confluence that Daniel Goleman says results in 
Òneural harmony.Ó And at the heart of all those seemingly 
separate variables: quantum mechanics, polyvagal theory, 
and yes, God, there is yoga.

Because of that confluence, I no longer have to fight, f lee, 
or freeze from the social conditioning of a binary exist-
ence. I can be a physical therapist, a musician, a teacher, a 
scientist, a woman, a wife, a mother, and a yogi.

Yoga allows me to unify all these variables into one equa-
tion: one of creativity, gratitude, nonviolence, and wel-
comed introspection.

Yoga has allowed my divergent, dualistic humanity to bring 
the sacred biology and chemistry of movement, music, and 

even food together in one Divine meditation, while honor-
ing my own (and everyone elseÕs) spiritual foundations.

Yoga saved my life because it healed me and continues to 
heal me, while it does the same for each of my patients.

Even as I wrote this book, I grappled with the polytrauma 
not just of my past, but also of my present and future. I have 
never written or spoken about what I am about to say. But 
I share it because it is my testimony to yogaÕs transforma-
tional potential. I also share it because yoga has been the 
chief vehicle and reason for my positive outcomes in clini-
cal care for over two decades, and nurtured the creation of 
this book.

Sharing my story

I wrote this manuscript in spite of, and through, great 
trauma. During the last three years I have crested the 
mountainous obstacle of overcoming chronic pain, a hip 
reconstruction and recovery from childbirth trauma, and 
most bittersweet, receiving my sonÕs special needs diag-
nosis. All of this happened while I was a postpartum new 
mother for a third time (my third son), maintaining my 
day job of teaching, blogging, advocacy work, traveling to 
give lectures, seeing patients, and being a CEO, and last but 
not least, working on my doctorate and writing this book. 
Being able to accomplish all of that is my present day testi-
mony to my victory, via yoga, over trials, trauma, and the 
demands of everyday life.

My past life includes, in hindsight, what was likely 
PTSD, coupled with HPA axis dysregulation and a 
cocktail of its systemic comorbidities, such as infertil-
ity,  polycystic ovarian syndrome, adrenal burnout, and 
weight management issues, just for starters. The implo-
sion of my life, at one point, put me on a track as an 
abused wife, both sexually and emotionally. But the sad-
dest part was that it only mirrored my previous history 
as a witness and victim of sexual abuse, suffered along-
side a deep-seeded sense of low self-worth and confi-
dence that  subjected me to men who thought violence 
against women was okay.

My future trauma is societally induced, largely a result of 
cultural conditioning that would have women think all we 
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need to do is Òlean inÓ to receive equitable treatment as Òthe 
other half of the skyÓ in the workplace. While well mean-
ing, the pressure that a mother can Òdo it all,Ó particularly 
in the absence of social policy to support it (doing it all), 
exacts a devastating effect, not just on my family, but on 
entire generations of women and families who are forced to 
exist in a society that lacks an inherent partnership model 
and instead functions on an antiquated system which favors 
domination of one gender over another. This is why Riane 
EislerÕs work in Caring Economics (Eisler, 2007) is a third 
underlying theme in this text. We cannot move forward as 
a civilization and culture without working in partnership.

Through all of this Ð from victimization to healing Ð yoga 
has carried me, empowered me, and yoked my faith and 
beliefs through the actions and practice that has ultimately 
allowed me to birth this book. I am sure that what I suf-
fer has never been in vain, but through it I have found the 
courage to use my voice to help others through  similar 

struggles, and through their own pain experience,  trauma, 
and triumph. Just as we all want to strive for love, joy, 
peace, patience, kindness, goodness, faithfulness, gentle-
ness, and self-control, the Fruits of the Spirit I learned as 
a child, so yoga allows us to resurrect the creativity in our 
soul. What we do in healthcare is both an art and a science. 
One cannot exist without the other.

This book strives to strike unity and balance between the 
two, and to serve as a beacon of hope to those who have 
been seeking a compassionate, sustainable method and safe 
space to optimize patient care and self-care. 
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This chapter provides the basis for culturally  sensitive 
partnership of the yogic (panca maya)  biopsychosocial 
model (BPS) with the World Health Organization’s 
(WHO) International Classification of Functioning, 
Disability and Health (ICF) (WHO, 2001). Maximizing 
their interrelationship can help manage obstructions 
to health, wellness, and precursors of “dis-ease,” which 
will be discussed in a case study format for practi-
cal application. Evidence for blending rehabilitation 
and yoga continues in this chapter, and methods for 
 operationalizing a yogic BPS model are also reviewed.

The biopsychosocial model for yoga in healthcare

Outline

Challenges facing 21st-century 
healthcare

In 1948 the World Health Organization confirmed its 
definition of health as being “a state of complete phys-
ical, mental, and social well-being and not merely an 

absence of disease” (WHO, 1948). Yet healthcare sys-
tems in many countries still struggle to embrace its 
full meaning amidst rising healthcare costs that are 
inversely proportional to health outcomes. The 20th 
century required a shift in medicine, away from acute 
disease toward chronic and lifestyle disease manage-
ment (Wahdan, 1996; Dean et al., 2011), underscor-
ing a real need for a shift in thinking in healthcare 
(Elliott et al., 2002; Pomeroy, 2012; Van Hecke et al., 
2013). The WHO estimates that out of 58 million 
deaths in 2005, 35 million could be directly attributed 
to chronic disease (WHO, 2005).

Chronic pain is also on the rise. The International 
Association for the Study of Pain (IASP) and the 
European Federation of IASP Chapters estimate 
20% of the world population suffer from pain, while 
1 in 10 adults are newly diagnosed with chronic pain 
each year (Goldberg and McGee, 2011; IASP, 2012). 
A reported one in three adults has trouble living 
independently due to chronic pain (IASP, 2012). The 
IASP reports the major categories of chronic pain are 
cancer, osteoarthritis and rheumatoid arthritis, sur-
geries and injuries, and spinal problems. The diver-
sity of causes and their comorbidities make pain 
management a multifaceted and interdisciplinary 
task (Goldberg and McGee, 2011; Pergolizzi et  al., 
2013). Some of the comorbidities correlated with 
chronic pain include diabetes, arthritis, depression, 
irritable bowel syndrome (Bonaz and Bernstein, 
2013), and asthma (Bair et  al., 2003; Krein et  al., 
2005; Arnow et al., 2006; Hestbaek et al., 2006; Kato 
et  al., 2006; Piette and Kerr, 2006; Goldberg and 
McGee, 2011).

Patient satisfaction is also affected, with the Institute 
of Medicine (IOM) endorsing the BPS approach 
in their 2011 report Relieving Pain in America: 
A Blueprint for Transforming Prevention, Care, 
Education, and Research, suggesting that the patient-
centered BPS model of care has been shown to be the 
most effective and cost-effective way to address pain. 
IOM committee member Myra Christopher states: 

!"#$%&'(2
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“Effective pain management is a moral  imperative, a 
professional responsibility, and the duty of people in 
the healing professions” (Tawoda, 2012).

With the chronic disease rate projected to increase 
another 17% over the next 10 years (WHO, 2005), yoga 
is a viable low cost option for intervention. A 60-year 
meta-analysis supports yoga as a possibly superior 
intervention to conventional standard physical activ-
ity in the geriatric population (Patel et al., 2012), while 
a 2010 literature review (Ross and Thomas, 2010) sup-
ports yoga as being as effective as  or superior to exer-
cise for both healthy and diseased populations. Yoga is 
also effective for a range of chronic disease processes 
and addiction issues through affecting biomarkers 
for inflammation such as C-reactive protein (CRP) 
and cytokines, cardiovascular, psychoemotional and 
physiological health, and immune function (Bijlani 
et al., 2005; Kochupillai et al., 2005; Pullen et al., 2008; 
Kuntsevic et al., 2010; Ross and Thomas, 2010; Streeter 
et al., 2012; Tekur et al., 2012).

Yoga’s multifaceted methodology, including 
breathwork, meditation, movement, and lifestyle 
counseling, can affect what the WHO (2005) identi-
fies as the largest risk factors for premature aging and 
mortality, which include the following:

�t��Unhealthy diet

�t��Physical inactivity

�t��Poor lifestyle

�t��Choices that lead to obesity

�t��Cardiovascular disease

�t��Diabetes

�t��Several types of cancer.

Personal responsibility also affects health out-
comes, even more so than medical intervention 
(Kaufman, 2012; Pomeroy, 2012). Therefore the posi-
tive influence of yoga philosophy to affect variables 
that improve patient adherence and outcomes, includ-
ing self-management and increasing health locus of 
control, confidence, and self-efficacy (Cramer et  al., 
2013), could serve two chief purposes in chronic 
 disease prevention and management.

The biopsychosocial model

The BPS conceptual model (Fig. 2.1) proposed in 
this text is based on recommendations from the 
Institute of Medicine, the WHO’s ICF model, and 
an evolution of the five-limbed yogic BPS (panca 
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(five) maya (pervading)) model (WHO ICF, 2002; 
Easwaren, 2007; IOM, 2011). The BPS model has 
been validated with a multitude of populations, 
including:

�t��Cerebral palsy (Rosenbaum and Stewart, 2004; 
Jonsson et al., 2008; Andrade et al., 2012)

�t��Diabetes (Awad and Alghadir, 2013)

�t��Bipolar disorder (Ayuso-Mateos et al., 2013)

�t��Multiple sclerosis (Conrad et al., 2012)

�t��Stroke (Glassel et al., 2014)

�t��Low back pain (Glocker et al., 2013)

�t��Distal radius fracture (Harris et al., 2005)

�t��In general physical therapy and rehabilitation 
(Bartlett and Lucy, 2004; Jette, 2006)

�t��Breast cancer (Khan et al., 2012)

�t��Morbid obesity (Lin et al., 2014)

�t��Osteoarthritis (Oberhauser et al., 2013)

�t��Hand conditions (Rudolf et al., 2012; Scorza et al., 
2013).

The WHO ICF model (Fig. 2.2), a BPS template for 
delivery of healthcare, recognizes that the metric of 
the human condition, including personal and envi-
ronmental factors, does play a role in determining a 
person’s level of disease or functioning, and, there-
fore, must be considered in patient care. The BPS 
model offers (Bartlett and Lucy, 2004; Rosenbaum 
and Stewart, 2004):

�t��A range of entry points for intervention in medicine

�t��Inclusion of social support and community resource 
health promotion

�t��A more holistic, patient-centered template for clini-
cal decision-making

�t��The opportunity for more effective  communication 
between patient and practitioner

�t��Improved patient satisfaction and patient outcomes 
through addressing the whole person, instead of 
just a diagnosis

�t��Evidence-based medicine and research in a com-
passionate and individualized way

�t��A “universally accepted conceptual framework to 
define and classify disability” (Scorza et al., 2013, p. 1).

Using the yogic biopsychosocial model

When the BPS model (Fig. 2.3) is used in the yogic 
system, the clinician should recognize that personal 
and environmental factors intimately affect psycho-
biological health and well-being, as outlined in the 
WHO’s ICF model, as well as the following:

�t��It addresses all five dimensions, recognizing that 
each one is valuable and critically interrelated in a 
circuitous relationship rather than a hierarchical one.

�t��It acknowledges that change is an inherent part 
of developing awareness. The yogic model fosters 
questioning one’s frame of reference and habits of 
thought in order to come to or appreciate a new 
understanding (Mezirow, 2003). In other words, 
freedom requires transformation or the willingness 
to change. Mezirow’s transformational learning 

Health condition
(disorder or disease)

Environmental
factors

Personal
factors

Body functions
and structures Activities Participation

Figure 2.2
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theory (TLT) allows for questioning the way social 
roles are inhabited, how clinical findings are inter-
preted based on those past experiences and con-
cepts of personal authorship, and in what context 
patients are viewed (hopefully as a whole rather 
than a diagnosis, which is only part of a whole).

The five dimensions of the yogic model, as described 
in the Taittiriya Upanishad, known as “Ascent to Joy” or 
degrees of happiness, are as follows (Easwaren, 2007):

1. Material body, physical and nutritional sheath 
(annamaya [ahn-nuh mah-yuh])

2. Vital sheath, energetic body, life force, breath 
(pranamaya [prah-nuh mah-yuh])

3. Mind, emotional, social body, discrimination 
(manomaya [mahn-noh mah-yuh])

4. Intellectual body, wisdom/discrimination (vijnan-
amaya [vignyah-nuh mah-yuh])

5. Bliss body, spiritual, individual connected with 
the divine/soul (anandamaya ([ahn-nahn-duh 
mah-yuh]).

Biopsychosocial assessment

Because each of the five dimensions is interrelated, 
assessment takes place on a continuum rather than 

in a vacuum. Psychobiological stress and allostatic 
load can be directly influenced by yoga (Bijlani et al., 
2005; Yang, 2007; Kuntsevich et  al., 2010; Streeter 
et al., 2010; Anderson and Taylor, 2011; Tekur et al., 
2012) through multimodal yoga prescription, but 
not least, via influencing vagal nerve activity and 
parasympathetic nervous system interaction with 
the hypothalamic–pituitary–adrenal (HPA) axis 
(Ross and Thomas, 2010; De Couck et  al., 2012; 
Noggle et al., 2012). These discoveries make yoga a 
powerful, if not necessary, modality for use in medi-
cine, especially for the plethora of diseases influ-
enced by stress.

Subjective intake

Assessment begins with subjective intake. This typi-
cally occurs via patient interview, observation, and 
a thorough review of intake forms to screen for 
systemic red flags. Factors to review and discuss 
include:

�t��Previous medical history (PMH) – review of gen-
eral systemic health

�t��History of present illness (HPI) including current 
medications, diagnoses, and treatments

�t��Pain (pain analog scale, or PAS) patterns

�t��Patient’s personal goals for therapy.

Energetic
Three diaphragms
GutÐbrainÐbody axis

PsychoemotionalÐsocial
Meditation

Polyvagal theory

Intellectual
PatientÐprovider interaction

Therapeutic landscape

Physical
Anti-inßammatory lifestyle (nutrition, movement, thought)

Focus on stability and safety

Spiritual
Allostasis
Introspective analysis

Figure 2.3
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Subjective intake should also consider the patient’s 
report, including their daily routine, that includes:

�t��Activity (previous, current, and preferred level, 
type)

�t��Nutritional habits – a 3-day food diary is recommended

�t��Social support system

�t��Psychoemotional health, including inter- and intra-
personal relationships

�t��Environmental surroundings and effects on health 
at work and home, including climate and ergo-
nomic factors.

Objective intake

The objective intake includes five facets:

1. and 2. Physical and energetic assessment through 
the functional movement algorithm (FMA) — The 
FMA offers a method for global BPS assessment 
based on individual interaction with, and stress 
response to, yoga postures and breath. It is driven 
by four major objective domains concerned with 
regulation of allostatic load, discussed in Chapter 
5, that also consider the non-tangible and more 
esoteric philosophy of energy anatomy and life-
force, or “prana.”

3. Psychoemotional or stress response observa-
tion — The psycho-emotional-social limb or 
pentagon corresponds with mindful practice 
of not only postures and breathing, but inter-
action with the self and others. Yoga, through 
breathing, meditation, or posture practice, can 
affect all-health outcomes through modifying 
our perception of stress and stress response. 
Ability to change the stress response, through 
a meditative state, can be responsible for neural 
plasticity and cerebral cortex thickening, which 
can “improve memory, attention, thought, and 
language” (Khalsa, 2013).

4. Intellectual observation — The intellectual pen-
tagon of the model, the gateway for transforma-
tion, is aptly translated as the “transformational 
body” in yoga (Easwaren, 2007). Our duty as 
healthcare providers is to discern the individual’s 

needs and help them change behavior through 
genuine, motivational interaction and com-
munication with them (Lundahl et  al., 2013; 
Benarous et  al., 2014). The intellectual limb or 
pentagon ultimately determines the health of the 
person since it determines willingness, motiva-
tion, and readiness for change behavior. The 
majority of health problems in the 21st century 
are preventable or remediable by health behav-
ior change (Rollnick et  al., 2008; Dean et  al., 
2011), which means the future of healthcare will 
focus on behavior change and is largely con-
cerned with patient adherence and motivation 
in order to affect chronic lifestyle-related condi-
tions (Dean, 2009).

5. Spiritual inquiry — Impacting spiritual readiness 
includes fostering directed action for mind/body 
connection and introspective awareness that is 
commensurate with the individual’s personal belief 
system. Easily the most avoided aspect in health-
care, the spiritual facet of health can be correlated 
with religious belief, non-theistic groundings, and/
or the ability of a person to connect meaningfully 
with the world around them.

Other assessment that can occur separate from, but 
in concert with, administration of the FMA includes:

�t��Systemic differential diagnosis

�t��Lifestyle assessment via constitutional testing 
(Ayurvedic analysis, nutrition and epigenetics of 
nutrition, and a systems approach to gut microbiota 
management)

�t��Environmental analysis (consideration of thera-
peutic landscape, including ergonomics or home 
safety) — An important variable influencing treat-
ment outcomes is the therapeutic landscape and 
actual physical intervention. The conceptual frame-
work provided by Miciak et al. (2012) addresses the 
idea, and importance, of providing a safe, thera-
peutic landscape and setting where healing can 
take place, something that is of great importance 
in using yoga as medicine. The physical qualities 
of the therapeutic environment and the interven-
tion logically represent the physical pentagon of 
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the BPS model and occur through consideration of 
green space on health, well-being, and social safety 
(Groenewegen et al., 2006). Further, the considera-
tion of therapeutic landscape in yoga is of particu-
lar interest in the medical or clinical setting, where 
access to natural, serene, or calm environments can 
be scarce (Hoyez, 2007). An ideal landscape can be 
achieved in many settings, despite the globalization 
of yoga, through making simple changes such as 
eliminating overhead fluorescent lighting, changing 
wall or flooring colors or coverings, and generally 
considering green space in clinical settings

�t��Blood chemical analysis including CRP (C-reactive 
protein) level, vitamin D, and diurnal cortisol level, 
for example — Vitamin D deficiency has been 
connected to sleep apnea, metabolic syndrome, 
obesity, diabetes, osteoporosis, pre-eclampsia, and 
cardiovascular disease (Kienreich et al., 2013; Ryan 
et al., 2013; Scholl et al., 2013; Erden et al., 2014), 
while skewed cortisol and CRP levels have been 
well established, earlier in this text, as increasing 
chronic disease and mortality risk

�t��Use of standardized outcome psychometric meas-
ures with a BPS context (Chapter 12), such as the 
Short Form (SF)-36 — The SF-36 measures func-
tional health and well-being from the individual 
adult’s point of view (Quality Metric, 2013) and 
is a likely candidate for use because of its BPS 
framework (versus biomedical) and support from 
the WHO (2001), and its ability to measure self-
efficacy, readiness for change, and health beliefs. 
The SF-36 does not screen for sleep and nutrition, 
so they must be assessed separately since lack of 
sleep and poor nutrition (Morris et  al., 2009) are 
well established to influence health. Lack of sleep 
is associated with altered cortical synaptic function, 
GABA levels, and hippocampus function (Cirelli, 
2013) while inadequate sleep in adolescents is asso-
ciated with a decline in neurocognitive function 
and in emotional regulation and attention, spe-
cifically problem-solving, verbal memory, auditory 
attention, visual sustained attention, psychomotor 
speed, and computational accuracy (Fallone, 2002; 
Shochat et al., 2014).

In!uencing change behavior

The intellectual pentagon could emerge as the most 
critical dimension to address in the BPS model because 
it identifies barriers to learning and change, critical for 
achieving whole health. The process of affecting intel-
lectual health should be, in every sense of the word, an 
emancipatory process (Kitchenham, 2008).

Patient education and counseling are hallmarks of 
effective intervention in medicine. Patient adherence 
(DiMatteo et al., 2007), satisfaction, and outcomes are 
determined by an individual’s health beliefs and liter-
acy, ultimately dictating their willingness and ability 
to change, especially in vulnerable populations (Green 
et al., 2014). Low health literacy is a recognized public 
health problem (Kutner et al., 2006; US Department 
of Health and Human Services 2010), correlated with:

�t��Increased hospitalizations (Baker et al., 2007, 2008)

�t��Decreased preventive care (Scott et al., 2002; White 
et al., 2008)

�t��Poorer overall health (Bennett et al., 2009)

�t��Racial disparities in healthcare (Saha, 2006)

�t��Higher mortality rates (Sudore et  al., 2006; Baker 
et al., 2007, 2008; Peterson et al., 2011).

The difficulty in promoting behavior is multifac-
eted and can include:

�t��Neurocognitive status of the patient and somato-
sensory status (Dunn, 2009)

�t��Readiness to change, self-efficacy, social support 
status, perceived threat of disease or severity of ill-
ness (DiMatteo et al., 2007)

�t��Perceived locus of control (Turiano et al., 2014).

Motivational interviewing (Abramowitz et  al., 
2010) techniques such as authentic and compassion-
ate communication skills via non-violent communica-
tion (Rosenberg, 2003; Nosek, 2012) can make com-
munication more productive by addressing individual 
variations which affect communication, such as age, 
cognition, motivation, or psychoemotional status, for 
example. Creation of mindfulness and awareness in 
both the provider and patient is perhaps best addressed 
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Table 2.1

Strategies for in!uencing health behavior include:

1. 

2. 

3. 

4. 

through the lens of transformational learning theory, 
which allows the patient, as an adult learner, to ques-
tion his or her own beliefs and frame of reference, as 
opposed to just accepting or learning new informa-
tion without reflective discourse (Mezirow, 2003; 
Kitchenham, 2008). Transformational learning theory 
provides a container for that liberation through allowing 
“transformation of problematic frames of reference –  
fixed assumptions or expectations – to make them 
more inclusive, discriminating, open, reflective, and 
emotionally open to change” (Mezirow, 2003, p. 58).

One entry point for fostering health behavior 
change is through improving provider–patient com-
munication. Improving provider–patient commu-
nication (Green et  al., 2014) through a partnership 
relationship (Eisler, 2007; Garner, 2014) in both gen-
eral and psychotherapy medical settings has been cor-
related with improved pain, decreased disability, and 
patient satisfaction (Hall et al., 2010).

Strategies for influencing changes in health behav-
ior are summarized in Table 2.1. Strategies include the 
following:

�t��Rollnick et  al.’s (2008) motivational interviewing 
technique suggests following the “RULE” princi-
ple: R – resist the urge to correct, noted as “resisting 
the righting reflex,” U – understand your patient’s 
 motivations, L – listen, and finally, E – empower 
with gentle, permission-based questioning, that is, 
posing questions in a way that asks permission of 
the patient and conveys respect through partner-
ship, rather than through an authoritarian or “pro-
vider as expert” relationship.

�t��Informing the patient about evidence-based care. In 
a trial of patients with low back pain, patient adher-
ence, physical functioning, and outcomes improved 
when this facet was included (Rutten et  al., 2014). 
Providers should be able to explain, in general terms, 
the scientific rationale and support for a recom-
mended treatment, or in this case, yoga intervention.

�t��Increasing perceived locus of control (Turiano 
et  al., 2014) by validating patient experience and 
not dismissing it as subjective or mood-oriented 
(Doyle et al., 2013).

�t��Identifying somatosensory threshold (Dunn, 
2009), which is described in the literature as the 
amount of sensory input needed for an individual 
to learn and function psychoemotionally–socially 
(Dunn, 2009). Sensory integration and process-
ing is a concept traditionally grounded in occu-
pational therapy; however, the interdisciplinary 
nature of applying the BPS model for optimal 
outcomes requires sensitivity to all aspects of the 
individual’s constitution and in this case, includes 
sensory processing (Garner, 2001; WHO, 2002; 
Dunn, 2009; IOM, 2011; The Patient Patient, 
2013). For example, if a patient is a low threshold 
passive sensor, then he or she would respond to the 
smallest introduction of information in the thera-
peutic setting. This would require a more sensi-
tive and subtle approach than the high threshold 
active seeker, who naturally needs more sensory 
input for learning (Dunn, 2009). Occupational 
therapist Winnie Dunn offers a model for soma-
tosensory classification that would place the 
patient in one or more of the following categories 
(Dunn, 2009):

�t��High threshold active – seeker (energetic) – needs 
more input for learning

�t��High threshold passive – bystander (quiet) – waits 
for others to present sensory information for 
learning

�t��Low threshold active – avoider (fussy) – avoids 
sensory input and requires limited sensory infor-
mation for best concentration



20

Chapter 2

�t��Low threshold passive – sensor (distractable)  – 
most sensitive and a small amount of information 
overwhelms the individual and makes concentra-
tion difficult.

These suggestions, of course, represent the ideal; 
however, our current healthcare system has crumbled 
under the high pressures of expediency and profit. 
Although patient education and counseling are per-
haps the most important aspects of patient-centered 
intervention (Miciak et  al., 2012), they are services 
that have low or no reimbursement rate in insurance-
based healthcare models, especially in the United 
States. Hence, lack of reimbursement creates signifi-
cant barriers to adequate receipt of patient education.

Quite often in medicine, healthcare is driven 
through creating fear and issuing ultimatums in the 
name of “efficiency,” expedited patient management, 
or to avoid legal action or threats of negligence. 
This is described as a dominator model relationship 
that is driven by pitting one profession or gender 
over another (Eisler, 2007). Drug companies also 
shoulder responsibility for improving healthcare. 
Pharmaceutical marketing tactics through televi-
sion and print advertising can cause individuals to 
request, and even demand, drugs and diagnostic tests 
from their physicians. As a result, physicians may feel 
they are obligated to respond to patient demands, 
for fear of litigious action on the part of their patient 
populations.

For patients to thrive, the BPS ideal must be con-
tinuously kept in our collective vision. It is through 
facilitating growth in the transformative sheath 
or intellectual pentagon that this model can help 
improve education in patients and foster a higher 
locus of control, both of which are undeniably linked 
to decreased mortality risk and improved longevity 
for patients (Turiano et al., 2014). After all, if the pro-
cess does not lead to an outcome, modern “progress” 

is stunted and negative social and economic repercus-
sions will be felt. Therefore, acknowledging the artis-
tic side of medical practice has implications for qual-
ity of healthcare delivery (Lane, 2010).

The yogic BPS model provides a template for 
empowerment of patients through active participa-
tion, self-reflection, and critical analysis of assump-
tions (Kitchenham, 2008), which is a unique quality 
not present in other types of CAM and certainly not 
readily accessible in the biomedical model. Healthcare 
must recognize that conservative care provides a sus-
tainable method of seeking health instead of continu-
ing to subscribe to invasive biomedical care that is far 
more costly and, in the case of low back pain, yields 
poorer short- and long-term outcomes (Mafi et  al., 
2013; Saltychev et  al., 2014). Healthcare providers 
must persist in pursuit of what is best for the patient 
and individual, because ultimately the financial pros-
perity and security of a nation is determined by the 
health of its citizens.

Crossing the threshold into e"ective 
chronic disease management and 
health#promotion: what medicine needs 
to thrive

There are two areas of disease prevention that are, by 
far, the most important modifiable lifestyle variables. 
Those areas are diet and lifestyle. Yoga addresses 
them both in the BPS model via the principle of 
 non-violence (ahimsa).

Yoga is an ancient lifestyle practice, not just one that 
provides physical exercise and meditation. The yogic 
BPS inherently embraces, due to the individual code 
of ethics assigned in the eight-limbed (Ashtanga) yoga 
practice, a non-violent lifestyle toward the self and all 
things (Easwaren, 1985), which also includes con-
sideration of non-violence in nutrition for all-health 
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outcomes (Fig. 2.4). Exercise will be addressed in 
Chapters 4–10, but one factor less often considered in 
yoga is nutrition.

This attention to non-violence is where the historic 
vegetarian lifestyle of yoga arises from; however, not 
all yoga practitioners need to be, or should be, veg-
etarian. The traditional diet of a yogi or yogini (one 
who practices yoga) historically was, and still is today, 
vegetarian. This diet was adopted as a result of yoga’s 
philosophy that kindness and non-violence (ahimsa) 
toward all living creatures is requisite as part of recog-
nition of the best and healthiest self.

However, there are conditions where being a vege-
tarian may not always be possible or ideal. For this rea-
son, yoga does not require vegetarianism but instead 
determines a person’s nutritional needs based on their 
individual characteristics, called a constitution. In 
other words, nutrition in Indian medicine, similar 
to the philosophy of other cultural systems of medi-
cine such as traditional Chinese medicine or Native 
American medicine, is not addressed through a single 
one-size-fits-all approach, as in Western medicine.

Regardless, vegetarianism and its health ben-
efits are widely embraced throughout Western 
medicine and culture, and science has provided us 

with overwhelming evidence of its health benefits. 
Adopting a plant-based diet can be optimal for health, 
but it is only part of making healthy lifestyle choices. 
Nutritional habits are an important and integral part 
of the yoga lifestyle, and can directly contribute to sys-
temic health and outcomes. Digestion plays a critical 
role in the natural healing process. As far back as the 
ancient Greeks, the philosopher Epicurus declared 
that sound digestion was “the basis of all human good-
ness” and poor digestion was so morally destructive 
that “everything possible should be done to avoid it.”

Beyond nutrition, the other important facet of 
non-violence toward the self is physical activity 
and weight management. The three most important 
risk factors cited in developing persistent grades of 
low-level inflammation in the body include poor 
nutritional choices, physical inactivity, and obesity 
(Nathan, 2008; Dean, 2009). The inflammatory pro-
cesses caused by this trio contribute to chronic dis-
eases and pathophysiologies such as cardiovascular 
disease, breast cancer, colorectal cancer, dementia, 
chronic lung diseases, osteoarthritis, and diabetes 
(Watzl, 2008; Jin, 2010; Serafini et al., 2010).

Proactive behavior which prevents and reverses states 
of inflammation in the body depends on lifestyle choices, 

Ashtanga Yoga
8 Limbed
Practice

Yama
5 limbs of

moral conduct

Pratyahara
Withdrawal and
freedom from
attachment

Samadhi
Oneness

Dhyana
Meditation

Dharana
Focus

Pranayama
Breath and
vital energy

Asana
Physical postures

Niyama
5 limbs of
individual
discipline

Figure 2.4
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chiefly diet and exercise. A diet high in  flavonoids can 
diminish the presence of  pro-inflammatory gene expres-
sion (ICAM1, ILR1, TNF-α, and NF-κB1) and signifi-
cantly lower circulating white blood cells (Elenkov et al., 
2005; García-Lafuente et  al., 2009; Hermsdorff et  al., 
2010). Physical activity provides a strong protective 
anti-inflammatory effect in the body through lowering 
resting levels of inflammation in the body that contrib-
utes to chronic inflammatory disorders, obesity, and 
other chronic  non-communicable diseases (Pedersen, 
2006, 2011; Petersen and Pedersen 2006; Wilund, 2007; 
Mathur and Pederson, 2009; Brandt and Pedersen, 
2010). In essence, skeletal muscle acts as an endocrine 
organ, possessing immunologic function that contrib-
utes directly to our health.

Although a full discussion of nutrition is outside 
the scope of discussion in this book, the lack of mod-
eling of good health habits by healthcare professionals 
has a detrimental impact on influencing patients. An 
unhealthy healthcare provider decreases the chance 
that he or she will promote healthy lifestyle behaviors 
to patients (Dean, 2009).

Therefore, the importance of a healthcare pro-
fessional having a personal yoga practice cannot be 
overemphasized. Living Your Yoga, as Judith Hanson 
Lasater discusses in her book of the same name 
(2000), can directly impact our influence as healthcare 
providers. Healthcare providers can improve their 
clinical efficacy by adopting a regular yoga practice. 
A cumulative effect of 10 minutes of practice, three 
times per day, can be beneficial to exact positive sys-
temic effects, as recommended by the WHO (2010). 
Focusing on non-violence and nurturing the self and 
the planet is a first step toward completing the para-
digm shift in healthcare from biomedical to biopsy-
chosocial. Experientially embracing yoga makes 
for better teachers and healers through improving 
chronic pain management and health promotion.

De$ning disability and health 
functioning models

To make the yogic BPS model relevant, a synthe-
sis of health functioning models via the WHO’s ICF 
model is needed. In 2001 the WHO established what 
has become an internationally accepted model that 

guides the healthcare professional’s determination of, 
and definition for, health due to recognition that “the 
scope of health extends beyond the realm of disease 
to the wider domain of overall human functioning” 
(Scorza et al., 2013).

The ICF framework provides a container for inter-
pretation of health, illness, function, and healthcare 
professional roles (WHO, 2001). The ICF model has 
been validated by numerous studies to be effective 
with a wide range of patient populations including 
orthopaedic, neuromuscular, and psychoemotional/
mental health ranging from pediatric to geriatric 
(Harris et al., 2005; Conrad et al., 2012; Rudolf et al., 
2012; Ayuso-Mateos et al., 2013; Glocker et al., 2013; 
Oberhauser et al., 2013; Scorza et al., 2013).

Ancient yogis also realized the importance of 
“wholistic” or person first care. The model of the 
obstructions (kleshas) could exemplify the yogic 
model for recognition of impairment and factors 
responsible for impeding or preventing health and 
well-being (Table 2.2). The five obstructions (kleshas) 
recognize that an individual’s life experiences can 
ultimately shape their health outcomes.

There are five obstructions: ignorance (avidya), 
the first obstruction, is said to give rise to the remain-
ing four obstructions, egoism (asmita), attachment 
(raga), hatred or aversion (dvesha), and clinging to 
life (abhinivesha) (Iyengar, 1976). The interrelation-
ship of the obstructions with the WHO’s ICF model 
can provide a cross-culturally sensitive and holis-
tic method for addressing individuals’ needs. The 

Table 2.2

Kleshas Obstructions

Raga
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WHO also identifies the ICF as a BPS model because 
it considers environmental and personal factors as 
part of the “disablement” process and health func-
tioning. As a result, the obstructions together with 
the five pentagons of the yogic BPS model, are 
both intimately related to, and congruent with, the 
ICF model.

There are multiple positive variables to consider 
in the convergence of yoga philosophy with today’s 
medical model. Some of those considerations include a 
practitioner’s ability to function in a “dynamic systems” 
model, one where there are multiple points of entry for 
intervention in medicine (rather than just the physi-
cal), seeing the patient as an active (rather than pas-
sive) participant in his/her health and healthcare, and 
finally, the utilization of neutral (rather than disabling) 
language to describe a person’s health and well-being.

Overcoming obstructions to health is not the goal 
in yoga. Rather, being aware of, and attending to, the 
obstructions (ignorance, egoism, attachment, hatred 
or aversion, and clinging to life) and their many forms 
is given higher priority. B. K. S. Iyengar, in the quintes-
sential text of early Western yoga instruction, Light on 
Yoga, states that the obstructions can be active, latent, 
or hidden; they are never absent (Iyengar, 1976). This 
statement supports the ICF model for provision of a 
deeper understanding of a disease process (or how to 
prevent disease and disability). The inherent wisdom 
of recognizing obstacles to wellness acknowledges 
that if we can understand a person’s likes, dislikes, 
fears, and loves, then we can plan more effective med-
ical intervention.

Using yoga to facilitate health and wellness depends 
on more than just conceptualization of an academic 
model. Yoga’s efficacy in medicine depends on the 
practitioner’s ability to experience yoga, rather than 

just pursue scholarly study and theoretical  analysis. 
A  regular yoga practice will largely determine the 
effectiveness of the medical professional’s clinical effi-
cacy in patient practice. The five obstructions to prac-
tice and integration of both BPS models presented 
in this text (ICF and the panca maya/koshic model), 
provides an integrative template for achieving bet-
ter patient outcomes, increasing patient satisfaction, 
and improving intervention in preventive care, health 
promotion, and disease management.

Determining competence and 
considering sensory integration

Still, there is more to the BPS model and the five 
obstructions than simply adopting a consistent yoga 
practice. How is competency determined within appli-
cation of the models? Physical competency of the yoga 
postures and breathing techniques have been widely 
debated, as evidenced by the number of yoga anatomy 
texts currently in publication; however, physical mas-
tery of postures will be discussed in later chapters. 
Primarily, what should be considered before discussing 
posture mastery is identification of a range of interven-
tions based on a measure of the individual or patient’s 
consciousness, competency, and self-efficacy. The orig-
inal “conscious competence matrix” was introduced by 
Mitchell and Savage in 1979 and was used to describe 
the four stages of skill acquisition (Folkins, 1992). The 
four stages (Fig. 2.5) progress as follows:

1. Unconscious incompetent action (you do not 
know that you do not know)

2. Conscious incompetent action (you know that 
you do not know but can assimilate the infor-
mation and understand why it is important for 
health)

Unconscious 
incompetence

Conscious
incompetence

Conscious
competence

Unconscious
competence

Figure 2.5
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3. Conscious competent action (you know that 
you know)

4. Unconscious competent action (it just seems easy).

Although “unconscious competency” could be 
misinterpreted as “thoughtless movement or action,” 
it describes a movement, behavior, or action in which 
the individual achieves total absorption without dis-
traction. This has also been referred to as “second 
nature” or reflective ability. The matrix can be applied 
to teaching yoga, which underscores the importance 
of having a personal yoga practice. If a teacher of yoga 
cannot convey, with open-ended and inspirational 
language, the deeper potential of a yoga posture, 
breath, or philosophical teaching with unconscious 
competence, the patient is not likely to gain uncon-
scious competence with his/her new skillset in yoga.

This can also describe Patanjali’s ultimate intention 
for practicing yoga, “super-consciousness” or “sama-
dhi.” Both Eastern and Western psychology approaches 
recognize the importance of practice, whether dealing 
with physical and/or emotional blocks to health and 
happiness. Continuation of the explanation of compe-
tency determination with an illustrative case study fol-
lows, as well as inclusion of sensory threshold consid-
erations based on the work of Winnie Dunn (2009), 
discussed earlier in the chapter.

Case study: ICF and obstructions model 
synergy

Disability is described in the ICF as “a difficulty in 
functioning at the body, person, or societal levels, in 
one or more life domains, as experienced by an indi-
vidual with a health condition in interaction with 
contextual factors” (WHO, 2001). See Dina’s story, 
which illustrates the synergy between the ICF and 
obstructions models.

Case study

Internal Classi!cation of Functioning and 
obstructions models Ð DinaÕs story

Please note that the patientÕs name has been 
changed to protect her privacy.

PatientÕs health condition

Body functions/structures

Environmental factors

Personal factors
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vata

Activities

Obstruction overview

Lack of education (avidya)

Egoism (asmita)

Aversion to change (raga)

Clinging to life (abhinivesha)
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Conditional observations for overcoming 
obstructions

There are a number of ways in which both clinicians 
and their patients can benefit from study and appli-
cation of the yogic “obstructions” (klehsas) philoso-
phy model. Acknowledging that growth and trans-
formation require change, and that change requires 
acknowledgement is an important first step in dealing 
with barriers to health and wellness. Patient coun-
seling and guidance toward making healthy lifestyle 
choices, which include the practices of yoga, requires 
compassionate interaction and self-awareness.

One method for facilitating personal growth is 
identification of intellectual preferences. For exam-
ple, a small study group can be highly effective for 
many individuals; however, if that same small study 
group grew to a size of 30 or more individuals, its 
effectiveness might begin to diminish if participants 
were to feel uncomfortable or too vulnerable speak-
ing in a large group setting. However, one-on-one 
patient education could make an individual who has 
difficulty with social interaction very uncomfortable 
and less likely to follow or listen to a provider’s advice. 
Therefore, information sessions conducted via video, 
handouts, or electronic/digital handouts may be best 
for this patient population. The Gracious Space tech-
nique (Fig. 2.6) developed by the Center for Ethical 
Leadership, which creates awareness of “a spirit and 
setting where the stranger can learn in public,” could 
also be considered to facilitate a successful learn-
ing environment, as found in Hughes and Nienow’s 
text Courageous Collaboration with Gracious Space: 
From Small Openings to Profound Transformation 
(2011). Using the technique would consider the myr-
iad of variables for the individual that would create 
a comfort zone for learning, and then try to incor-
porate those into the intervention or session time. 
Considering these practices can help further shift the 
paradigm of practice toward the new era of person-
centered, partnership-based care.

What does not kill us makes us stronger

A second condition associated with the obstruc-
tions is the importance of recognizing that adversity, 
or stress, can create strength instead of illness. The 

health beliefs of a person color their view of stress. 
An 18.5 year analysis of 7,268 men and women who 
reported that “stress” had “affected their health a 
lot or extremely” showed that they had a 2.12 times 
higher risk of coronary death or myocardial infarc-
tion than those who reported no effect of stress on 
their health (Nabi et  al., 2013). A National Health 
Interview Study linked to National Death Index mor-
tality data from 1998 to 2006 supports that the 33.7% 
of adults who perceived that stress negatively affected 
their health or reported higher levels of stress were 
more likely to have worse health and mental health 
outcomes (Keller et  al., 2012). Further, those same 
people also had a 43% increased risk of premature 
death (Keller et al., 2012). Our attitude toward stress, 
then, has a direct impact on all health outcomes and 
risk of premature death. Additionally, adults who 
survive natural disasters, such as 574 adults who sur-
vived the 2004 tsunami in Southeast Asia, have less 
likelihood of suffering from post-traumatic stress 
disorder and a higher reported quality of life if “they 
believed that life was meaningful and that they had 
value as a human being” (Nygaard and Heir, 2012). 

Gracious Space

Figurative Literal

Figure 2.6
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In other words, whether or not an individual suffers 
from mental or physical conditions depends on their 
attitude toward adversity.

Viewing stress and pain as a teacher or friend, 
instead of the enemy, can improve long-term 
health outcomes, health status, and quality of life 
(Keller  et  al., 2012; Nygaard and Heir, 2012; Nabi 
et al., 2013).

Stress reduction, then, is as much of a misnomer 
as trying to achieve homeostasis (instead of allostasis) 
in the body, since we are not trying to reduce stress or 
find a static homeo“stasis” in the body, rather we are 
trying to change how our body perceives stress and 
actively adapt (allostasis) to how our mind and body 
responds to it. In short, if “you are what you eat,” then 
also “you are what you think.”

Stress as “contagion” also carries great implica-
tions (Kaplan et al., 2013). The belief that stress is 
contagious begs to address the potential for indi-
viduals to engage in avoidance behavior, become 
complacent toward healthy lifestyle choices, or 
engage in outright self-destructive behavior. 
Shifting one’s perspective toward constructive atti-
tudes and coping mechanisms to address health 
beliefs and behaviors, then, can have an impact on 
preventing premature aging and death (Keller et al., 
2012; Nygaard and Heir 2012; Kaplan et al., 2013; 
Nabi et al., 2013). Yoga that is designed with sensi-
tivity to nomenclature and attitude(s) toward stress 
should focus on building stress resilience, rather 
than stress reduction.

Review: cultural competence

There are three socially sensitive components that 
influence application of the model to improve cul-
tural competence in mindful healthcare delivery 
(Table 2.3):

1. Person first language (Folkins, 1992) — The use 
of “person first language” identifies the individual 
first, rather than allowing a disability to define 
or precede identification of an individual. For 
example, in the case of diabetes, a person is not 
“a diabetic” but the “person with diabetes”; or, in 

the case of cerebral palsy, a child with cerebral 
palsy has a disability, rather than being labeled a 
“disabled child.”

2. Person-centered culture — Shift from “patient-
centered” terminology to a person-centered 
culture. In other words, the patient–provider 
authoritative relationship, where “doctor knows 
best,” evolves into a person–provider partner-
ship where the physician or therapist works 
together with the individual to establish a plan 
of care.

3. Partnership theory — In partnership theory, a 
person becomes an active part of his or her health-
care instead of a passive recipient. Relationship 
drives partnership theory and is recognized as 
moving from a domination-based interaction to a 
partnership (Eisler and Potter, 2014). This would 
allow the individual to take responsibility for his 
or her care instead of just being a passive recipient 
of “doctor’s orders,” and would also foster creativ-
ity in rehabilitation (Garner, 2014).

Improving healthcare requires an evolution of both 
medicine and yoga. This text offers a contribution to 
the international effort to create a cross-cultural sys-
tem of medicine that is sensitive to other cultures and 
practices. The clinical implication, then, is anyone can 
do yoga. But to practice yoga deserves careful atten-
tion. It is a subtle science that deserves respect as a 
part of healthcare and for its complexity, and as such, 

Table 2.3

Culturally sensitive care 
component

Description
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should require advanced study in biomedical and 
biopsychosocial studies.

Yoga is deserving of the constant theoretical 
inquiry and ongoing scientific scrutiny that all bio-
medical science receives. Chapters 4 and beyond 
establish a model for prescribing yoga therapeutically 
and in wellness populations, from a biomechanical 
and orthopaedic viewpoint.

Healthcare providers bring a unique knowledge 
to the yoga paradigm of practice, while yoga educa-
tors can do the same for healthcare professionals. 
There is room for everyone in the practice and pre-
scription of yoga both in and as medicine, so long as 
there is interdisciplinary research and mutual respect 
to advance the study of yoga as a valid, reliable, and 
viable method for BPS assessment and intervention.


