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Evidence-Based Medicine
and Research for Shiatsu
practitioners
By Stergios Tsiormpatzis MSc

D

uring our Shiatsu training, independent of the specific school or style
we are trained in, we learn things like ‘in order to help a receiver with x
problem or imbalance, we could use this technique or that approach’. Some of
us might be attracted to Shiatsu as a means of relaxation, others as a system of
care or medicine. Some prefer to highlight that Shiatsu is an art, a concept that
is no more straightforward than the meaning of medicine or the significance of
Shiatsu itself. Yet most of us would at least agree that Shiatsu is something that
can really help someone who is sick.
Our training usually consists of many hundreds of hours of hands-on practical
experience as well as conceptual theories upon which those practical skills are
based. We are confident in this knowledge, due to what our teachers said and
what different masters of Shiatsu have taught them, as well as due to our own
hands-on practice. Or, for those who choose to explore written sources too,
because the founding masters of Shiatsu have written so in their books. In other
words, we are confident about the knowledge coming from the experts in our
field and our subjective experience. Sometimes it happens that our experience
does not justify what we have learned, and then we might question our skills or
the knowledge that has been transferred to us. Sometimes it happens that we
discover something new that exceeds the limits of what we have learned and
we try to find out how it could fit in theory. Sometimes we are so confident in
what we have been trained, that when our practical experience goes against it,
we just choose to close our eyes and ignore it, secretly hoping that this will not
happen again. Or we are willing to just erase all that knowledge because of its
apparent failures.
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A few Drops of History
Similar to Shiatsu, with its centurylong history, other methods
that ‘can really help someone
who is sick’ are based on such
knowledge resources – expertise
and experience. Medicine, with
its pluralistic millennia of history
worldwide, is no different to
that: a written accumulation
of expert opinion and written
documentation of clinical
experience. Whether we look at
the remaining documents of the
medical approach developed at
the Hippocratic school of Kos in
Ancient Greece1 or the one that
was developed from, let’s say,
the Huang Di school of Ancient
China2, we discover the beginning
of a medical approach based
on reason in the understanding
of the natural order of things
and a framework of scientific
knowledge, elements of which we
can recognise in our own Shiatsu
learning experience. A kind of
‘scientific’ background can be
traced to medical practice ever
since, alongside the ‘scientific’
paradigm of each time and
place. Thus, it was not until the
17th century that in Britain the
first unplanned comparative
experiment with a patient was
reported3, and not until the 18th
century that a systematic critical
effort ‘to improve the evidence
of medicine‘ was developed by
British doctors4.
The term Evidence-Based
Medicine (EBM) first appeared
in a 1991 editorial5, while the
origin of the EBM approach
probably can be traced to the
late 1970s6. The notion of critical
appraisal of the evidence was
central to it – and still is for the
paradigm as a whole. Since then,
healthcare has been extensively
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transformed in a way that the
need for scientific research is
a fundamental requirement of
medicine7. EBM came to take
the place of what could be
called ‘expert-based medicine’8.
The EBM Working Group wrote
in a 1992 paper: ‘Evidencebased medicine de-emphasizes
intuition, unsystematic
clinical experience, and
pathophysiologic rationale as
sufficient grounds for clinical
decision making and stresses
the examination of evidence
from clinical research’ (Guyatt
et al., 1992). While this early
downgrading of expertise has
been considerably modified
during the years, ‘the young
physicians realized that
they could challenge their
seniors in a way that was not
possible with expert-based
medicine. It was liberating
and democratizing’ (Smith and
Rennie, 2014). Being a ‘tool’
that could be used to promote
the sharing of and control of
professional medical power as
had been developed during the
ages, it is not strange that the
EBM approach was resisted by
the medical profession9.
What is EBM?
A common misconception
among Shiatsu practitioners
is that Shiatsu is so unique
that it cannot be investigated
using a scientific approach.
Below we will try to correct that
misconception by exploring
what EBM is and trying to
highlight the relevance of its
research methods to Shiatsu.

According to what some
pioneers of the EBM paradigm
wrote in an editorial for the
British Medical Journal back in
1996, EBM is about ‘integrating
individual clinical expertise and
the best external evidence’10.
In that editorial titled: ‘Evidence
based medicine: what it is
and what it isn’t’, (a highly
recommended read) they wrote,
among other things:
‘Evidence-based medicine
is the conscientious, explicit,
and judicious use of current
best evidence in making
decisions about the care of
individual patients. The practice
of evidence-based medicine
means integrating individual
clinical expertise with the
best available external clinical
evidence from systematic
research. By individual clinical
expertise we mean the proficiency
and judgment that individual
clinicians acquire through clinical
experience and clinical practice.
Increased expertise is reflected
in many ways, but especially
in more effective and efficient
diagnosis and in the more
thoughtful identification and
compassionate use of individual
patients’ predicaments, rights,
and preferences in making clinical
decisions about their care. By
best available external clinical
evidence we mean clinically
relevant research, often from
the basic sciences of medicine,
but especially from patient
centred clinical research into
the accuracy and precision of
diagnostic tests (including the
clinical examination), the power
of prognostic markers, and the
efficacy and safety of therapeutic,
rehabilitative, and preventive
regimens. {…} Good doctors
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use both individual clinical
expertise and the best available
external evidence, and neither
alone is enough. Without clinical
expertise, practice risks becoming
tyrannised by evidence, for even
excellent external evidence
may be inapplicable to or
inappropriate for an individual
patient. Without current best
evidence, practice risks becoming
rapidly out of date, to the
detriment of patients.’1
Yet, as is the case with science
in general, the concepts of
EBM are continually developing
[11], and if we want to reach
a working definition, we will
need to accept the scientific
approach of following the most
recent evidence and rejecting
previous notions when proved
unsatisfactory. Thus, in a 2002
publication, some of the EBM
pioneers stated:
‘The concepts of evidencebased medicine are evolving as
limitations of early models are
addressed. {…} we present a
new model for evidence-based
clinical decision making based
on patients’ circumstances,
patients’ preferences and

actions, and best research
evidence, with a central role for
clinical expertise to integrate
these components’ (Fig 1).12

concepts above, we believe that
we can answer positively. But
let’s have a look at some of the
possible issues.

The role of expertise has been
advanced, without discounting
the original intentions of the EBM
approach:

EBM research methods are
not easily adopted by some
complementary modalities, which
in many cases are of a complex
nature, involving a combination
of multiple traditional or novel
interventions15-17. In addition,
the commonly perceived focus
of EBM on the ‘gold standard’
of randomised controlled trials
(RCTs, especially the placebocontrolled ones) - which is a
research method designed
to answer questions about
the efficacy and safety of
pharmaceuticals18 - can cause
problems when researching
clinical medical fields including
Shiatsu[18–20]. But, as you might
already grasp, RCTs are not what
EBM is about, nor is statistical
data.

’Clinical expertise includes
the general basic skills of
clinical practice as well as the
experience of the individual
practitioner. Clinical expertise
must encompass and balance
the patient’s clinical state and
circumstances, relevant research
evidence, and the patient’s
preferences and actions if a
successful and satisfying result is
to occur‘12.
A detailed discussion of
various misconceptions about
EBM, which are often welljustified, exceeds the purpose
of this article. EBM today faces
many challenges, and it needs to
develop further to bypass them.
However, it is clear that EBM is
the paradigm of healthcare that
dominates current and future
practice13-14. But is it compatible
with Shiatsu? From the brief
discussion of some basic

Clinical state and circumstances - Figure 1

Clinical expertise

Patients’
preferences
and actions
SHIATSUSOCIETY.ORG

Research
evidence

EBM research includes
evidence of many types and
from many sources. Sources
of evidence are often put in
hierarchical order according
to their internal validity. An
early version of the ‘standard’
evidence hierarchy pyramid
used by the EBM approach is
in figure 2. Yet there are plenty
of versions of that pyramid and,
even more important, there are
alternatives that seem to be more
relevant to complex interventions,
such as the Evidence House
(figure 3)21 or the circular
approach22. Those consider
not only the internal validity but
external validity and model (or
ecological) validity. Even the
traditional pyramid was modified
by the EBM Working Group in
2000, by putting at the top of it
the randomised n-of-1 trials23.
35
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study27, making this approach
unfavourable for assessing
the efficacy of complementary
medicine28 or patients with
multiple comorbidities29.

The Evidence Hierarchy - Figure 2

Reviews
meta-analysis

Laboratory

Non-randomized
observational
outcomes research

But if not numbers and
statistics, then what are we talking
about?

Randomized
controlled
trials

Qualitative research methods
- aim to seek answers by asking
non-quantifiable questions and
are more appropriate for ‘what?’,
‘how?’, and ‘why?’ types of
questions30, exploring subjects
subjective experiences31. Their
relevance to EBM lies in their
ability to examine questions that
are not easily answerable by the
quantitative approach32,33.

Health
services
research

Case reports, case series, surveys,
qualitative research, anecdotes

Internal validity: whether the study results are valid for the
patients of the study, whether the results obtained by our study
design could be attributed to what we did in the research rather
than to some irrelevant factor.

Mixed methods research - is an
approach in which the researcher
collects and analyses data using
both qualitative and quantitative
approaches in a single study34. It
focuses on research questions
that require an understanding
of the real-life context, multiple
perspectives and handling of
cultural influences. By utilising
multiple methods (for example,
both doing a clinical trial and
using in-depth interviews too)
it intentionally integrates or
combines these methods to

External validity: whether the study results can be used
for patients other than the study patients, whether they are
generalisable.
Model (or ecological) validity: whether the study results can be
used in real-life situations, with different practitioners, facilities,
context, etc.
Table 1: Evidence validities
Types and Domains of Research
As described above, EBM is
not about RCTs. It is not only
about quantitative evidence
either. Numerical approaches
to assess the effects of medical
interventions were already in use
during the early 18th century25.
The quantitative approach of
inquiry has indeed dominated
clinical health research for some
decades26.
Quantitative RCTs are usually
considered the gold standard
of medical knowledge because
they can efficiently control
confounding variables, isolating
the effect of the tested treatment,
achieving high levels of internal

validity and implying causality.
Unfortunately, this is often
at the cost of the external
and model validity of the

The Evidence House - Figure 3
Reality

Relevance

Research Methods
(Goals)

Regulator Systematic review
meta-analysis
(data synthesis)
Clinical
research

Randomized
controlled trials
(attribution)

Basic
science

Laboratory
(mechanism)

Health services
research
(pragmatic use)

Public
health

Mixed
methods

Epidemiology
outcomes
(association)

Clinicians

?

Qualitative
case reports
(meaning)

Patients

Values
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draw on the strengths of each
and frames the investigation
within philosophical and
theoretical positions35. It is able
to generate evidence containing
both statistically causal
inferences and more complex,
non-reductive qualitative
explanations and…
Is it still something that seems
incompatible with the possibility
of researching Shiatsu using the
EBM approach?
Basic Domains of Research.
Let’s look at some basic domains
of research that we could
consider useful for Shiatsu. The
accumulated experience of
modalities more advanced in
their evidence-base is always
an excellent place to look for
a possible future for Shiatsu
as well. What follows is an
adaptation from work on the
area of therapeutic massage and
bodywork36:
Sociocultural - includes
questions that deal with
demographics, satisfaction,
costs of care, epidemiology,
education and outreach (training,
public information), law and
politics, history of the field, and
anything related to how patients
perceive and experience their
care, how practitioners evaluate
and explain the practice to
themselves and others, and why

people become motivated to
study or receive Shiatsu.
How effective and safe it
is - includes questions that deal
with issues about the practice
of Shiatsu - comparisons
of intervention techniques,
appropriate time spent in each
session, appropriate frequency
of sessions, how long the
effects of a session are likely
to last and how this can be
measured, what safety issues
concern its practice, what is
the practitioner’s effect on the
result of care, and other such
questions.
How it compares to others includes questions that aim to
compare the effectiveness of
Shiatsu at relieving symptoms or
maintaining functionality with the
effectiveness of other practices
at doing the same thing. Here
researchers will compare
their interventions with other
bodywork modalities, such as
acupressure or tuina or different
styles of massage, or other
healthcare methods, such as
those of medicine, psychology,
Chinese medicine, and so on.
How it works - includes
research on underlying
physiological mechanisms,
such as seeking evidence of
how Shiatsu causes an effect

to the autonomic nervous
system and produces changes
in the pupil diameter, heart rate,
pulse rate and blood pressure,
or how Shiatsu influences
the hypothalamus-pituitaryadrenocortical axis functioning,
and similar questions.
But is Research about Shiatsu
Feasible?
‘But doesn’t this kind of
research require large studies,
many researchers and a lot of
money? How can we do that?
We are not big pharma…’. While
this is true, it’s only half right.
There are both studies where
you would need a large group
of patients, and studies where
just a single patient is enough.
There are both studies that
require the collaboration of many
researchers, and studies that
can be done by just one. There
are studies that require a lot of
money, and there are… let’s say
that there are people ready to
partly volunteer the required time
and skills to run a study that will
not require a lot of money. Even
more important, there are ways
for each practitioner to contribute
to developing the evidence-base
for Shiatsu. In the next article by
the Shiatsu Research Network,
we will provide you with more
details about that.
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