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【Abstract】 

Injury of leg joint is very common. In an investigation from the Sports Safety 

Association, 100% of the 99,958 investigated injuries were sustained during 

athletic activity. In the report, lower-limb injuries accounted for 49.5% (49,479) of 

all recorded injuries. Ankle injuries — numbering 20,633 — accounted for 20.60% 

of lower-limb injuries and were the most frequent type of lower-limb injuries. In 

order to verify the disposal effect on the athlete's external injury, we tested the 
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effect of the developed sheet in order to desensitize the pain. This sheet was called 

the “Desensitization Sheet.” The damage points of ligaments, muscles, and tendons 

were not diagnosed separately but were treated as the whole domain of the injury. 

The sheet limited our engagement and interfered with the treatment process. (1) 

The domain of pain was measured by use of a stick, (2) the pain was quantified, 

and (3) the sheet was affixed to the domain of injury. The treatment was called 

nerve optimization treatment (therapy), and attempted to reduce the pain signal in 

the brain to zero. Treatment was administered to one patient with sprain of ankle 

at an external-injury level of 1-2. 

  The effect was checked by VAS (Visual Analog Scales). Furthermore, 30 athletes 

were investigated. It was found that patients recovered after undergoing two 

rounds of medical treatment on average. 

 

1. Introduction 

Much research has been conducted relating to external injuries and obstacles.
1)

～16)
. Damage to muscles, tendons, and ligaments has often been cited as a cause of 

pain. Conventional cures have been achieved through the following methods;  

[1] A method called RICE
1)

, where R, I, C, and E mean rest of body, cool by ice, 

compression or pressure to the affected part, and elevation of the affected part to a 

position higher than the heart,  

[2] Physiotherapy such as an exercise cure
2)～3)

 , 

[3] Conservative treatment
4)～5)

 , 

[4] Rehabilitation
6)～9)

 , 

[5] Physiotherapy; movement by oneself, movement performed by other power 
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(e.g., power by tool), massage
10)

, ultrasonic wave
11)

, laser wave
12)

. Moreover, the 

effect of the taping
13)

 also attracted attention for dyskinesia. Much research with 

the acupuncture
14) 

has been reported. The effect was achieved by the treatment 

from a viewpoint of "acupuncture point or keiketsu
15)

," "meridian or keiraku," or 

"tender point
16)

." These treatments were adopted from the views of the 

conventional RICE, exercise cure, physiotherapy, and acupuncture.  

The close region harmed by a blow was discovered as a pain source in this 

study. The pain source was visualized in the method of finding the pain, and the 

pain immediately after the disposal or medical treatment was quantified
17)

.    

These procedures of the visualization and the quantification created recognition of 

pain sharing between the patient and the healer (person of medical treatment). It 

was found that the method to reduce the pain signal level to zero in the brain was 

accomplished through our procedures. 

In this study, patient data in regard to sex, disorder, age, athletic activity, and  

damaged segments are listed in Table 1 and the differences in disappearances of  

sharp pain were verified. 

 

2. Methods 

２－１．Materials and methods to detect source of pain 

A stick (photograph 1) was used in order to detect a pain domain and the sheet 

with protuberance was stuck to the skin (photograph 2). 
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Photograph１: Tool A (Name: Stick to investigate domain
 
of sharp pain)

 17)
 

Size and Form: Left side is metal 7 mm, tip is cone 

Right side is metal 5 mm, tip is cone 

Full length is 230 mm 

Surface of material: 24K (plating of gold), Core material: brass. 

      

 

Photograph ２: Tool B (Name: Desensitization Sheet or Athlete Aide
 17)

);  

Tool B pasted on skin;  denoted ending with patent acquisition. 

Black Part: Form was quadrangular pyramid, size was 7 mm quadrilateral and  

whose height was 3 mm. Material was rubber. 

Brown Sheet: Size of diameter was 3 mm. 

Material: Resin 

２－２．Method for detecting source of pain 

In order to visualize the domain that covered harmed regions or damaged 

muscle organization, the pressure was applied with use of Tool A shown in 
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Photograph 1 from the outside of the pain part to the inner side. A morbid and 

oppressive pain was suddenly found (Photograph 3). 

If extreme pain was significantly reduced but non-painful pressure was still 

present in the bruised area where pressure was administered with Tool A, 

sensitivity to pain even with weak pressure would be recognized. It was henceforth 

called a morbid and oppressive pain. The area of oppressive pain was identified 

and a marking point was made. Furthermore, Tool A was used to apply pressure in 

the range of 360 degrees from the marking point or in four to eight directions from 

the marking point. The closed region that carried out a harmed domain by 

connecting these marking points with a line appeared. Out of a closed region, the 

area experienced no pain even if pressure was applied with a compression stick 

(Tool A). A source of pain could be visualized by this detection method 

(Photograph 4).  

 

 

Photograph 3：Detection Method 1
17)
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Photograph 4：Detection Method 2
17)

 

 

Domain of pain was identified using Tool A (stick to identify domain with sharp 

pain). The inside of the above-mentioned marking was a domain with morbid and 

oppressive pain that had harmed the region. An envelope curve denoted a 

boundary line of an oppressive pain and a non-oppressive pain. 

２－３．Visualization of Pain Source 

In order to visualize the pain, the area where the patient was experiencing 

sharp pain was identified, only after evaluating the pain experienced in a 

stationary state or during an operation, the part with a sharp pain was clarified. At 

this time, if it was pain of operation, it should be investigated at which angle the 

sharp pain was induced, and the operator (or healer) and patient should check the 

angle and the area experiencing sharp pain. 

Next, direct pressure was not applied to the area experiencing sharp pain, but 

pressure should be applied from the outside of the area that responded to sharp 

pain (Photograph 3; Detection Method 1). At this time, the operator or healer told 
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the patient to memorize the angle that induced sharp pain. Next, direct pressure 

through sharp pain was not applied, but pressure should be applied from outside 

the area that reacted to sharp pain (Photograph 3; Detection Method 1). At this 

time, the operator or healer asked the patient to memorize the angle that induced 

sharp pain. This indication was for checking the existence of the pain of the angle 

immediately memorized after disposal. Then, the pain returned to its preoperative 

state even when a sharp pain was not induced. For example, in the case of patients 

with outside sprains, both the angles that carried out the inversion and the pain 

should be checked. In order to search for the domain of oppressive pain, the 

pressure was applied from outside to inside in a direction of 360 degrees from 

around the center of the point that the patient indicated with his/her finger. In the 

case of certain kinds of body parts, the searching direction by pressure was 

selected to be from four to eight directions. The fingers of the operator and an 

investigation stick (Tool A) were properly used according to the grade of sickness 

and wound. If pressure was applied in the direction of an inner side from the 

outside of the part where the pain appeared, the pressure would hit the part that 

emitted a morbid and oppressive pain. A marking point was attached to the part 

and finally, each point was connected with a line (Visualization of pain source, 

Photograph 4, Detection Method 2). The closed region of pain was seen clearly by 

the disposal as stated above. 

２－４．Basic Pasting Method for Closed Region of Pain 

A basic pasting method was used with Tool B to highlight the region of pain; 

the pasting should be applied convexly and without a crevice (Photograph 5, 

Disposal Method 1). When the pasting is finished, it should be checked whether the 
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pressure from outside the closed region of pain was applied with the stick, and 

whether there was no pain. When the closed region was elongated, the marking 

region was likewise elongated. In this case, the marking region stuck to the upper 

part (proximity). In the round case, pasting from the central part was adequate. 

Furthermore, if it stuck to the higher rank in the case of the vertical mold 

rectangle, a low-ranking oppressive pain could be reduced. 

 

Photograph 5：Disposal Method 1
17）  

Pasting implement (Tool B) was uniformly stuck to a pain domain. 

２－５．Quantification of Pain and Method of Removal of pain 

There was a difference in each sensation or experience of pain. It was necessary for 

the patient to vocalize his/her pain level to the healer. The pain before disposal was 

set to 100. When the pain experienced by the patient was half of its original 

intensity, the healer instructed the patient to say that the pain was at level 50 after 

the pasting. At this time, the angle at which the pain appeared as the first 

procedure was checked on both sides, the existence of pain was checked after 

pasting at the first angle, and the level of pain was recorded. After checking that 
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there was no pain at the first angle during the second procedure, both the healer 

and the patient memorized the angle at which the patient was able to create an 

increasingly bent angle, and they identified the place of pain and searched for 

another pain source. Finally, the healer stuck a pasting implement (Tool B) to the 

pain source. The pain signal to the brain could be reduced, even if more of the 

paste was applied to the painful area. The reduction of pain was realized by 

pasting the sheet to the pain domain without a crevice. 

When pain transfer in the brain was 30 or less on the pain level, the items and 

conditions of pain had to be discovered and it had to be determined whether pain 

was present and whether weight and tension were present. Namely, it was 

necessary to distinguish pain from other conditions. The matters that required 

attention were that the place or point where a patient felt oppressive pain could be 

found suddenly around the region where the patient reported pain. Thereafter, 

careful attention should be paid to the degree of strength of pressure. Moreover, at 

the time of pressure, since it might be accompanied by sharp pain, strength of 

pressure should be inspected more lightly at first. If strength of pressure was too 

light, it might be impossible to conversely measure the pain. Especially at the time 

of acuteness of pain, it was better to push the damage part where the pain occurred 

not with a stick but with the healer’s finger. As for pain of operation, the position 

of the pain should be checked both by expansion and contraction of a joint and by 

torsion of a joint. It was important to grasp the position of the affected part at this 

time. 

The closed region of the pain was detected for the domain of pain described 

above using the search stick (Tool A). The method of sticking a desensitization 
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sheet (Tool B) on the closed region was called nerve optimization treatment (NOT). 

２－６．Evaluation of subjective feeling of patient's sharp pain  

The patient’s posture changed according to the level of pain, and the healer 

measured the pain level according to how the patient responded. The highest pain 

level was 10, the minimum was 0 (no pain), and the healer recorded the patient’s 

answer between 0 and 10. VAS (Visual Analog Scales) was used as the method to 

evaluate a patient’s subjective experience of pain
18)

. 

２－７．Representation of special case of a patient 

The example of good disposal for one patient was introduced. The disposal for 

the patient was carried out in a resting state. The patient was able to run 10-km    

immediately after disposal by pasting the implement (Tool B) in the damage 

domain, and the subsequent progress of pain for the patient was good. The patient 

was a 26-year-old woman who worked in a major IT company. Her hobbies were 

marathons and volleyball. The classification of risk stratification
19)

 was level two, 

and she had suffered from a sprain. Although a half marathon was scheduled for 

one month after the first medical treatment, the patient injured the right part of 

her leg after landing a jump incorrectly during a volleyball match on the day 

preceding the hospital visit. The patient proposed that the she participate in the 

marathon one month later. Her chief complaint was of right leg joint sprain 

(outside). 

[Present clinical history of patient stated above]: The pain was also felt in the right 

knee and the left leg joint for several months, usually during prolonged runs. 

[First medical checkup of patient stated above]: The partial rupture of the 
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ligament was difficult for the ligament load and the functional loss of the ligament 

was strong. A plan was made to return to conservative treatment after about three 

weeks. 

２－８．Location of treatment, types of treated leg joint sprain, and 

number of patients. 

【Medical-examination period】: From February 2005 to April 2006 

【Medical-examination place】 : Clinic for Acupuncture, Moxibustion and 

Osteopathy,  3-15, Takazawa-Town, Numazu City, Shizuoka 

Prefecture, Japan 

 

 

Table 1. Number of patients with leg joint sprain according to sex, external injury 

or obstacle, age, and kind of athletic activity.  

                                                                  

Sex        External injury or   Age     Kind of        Body part 

.           Obstacle                   Sport                       

Male  18  External injury  22  10’  13   Soccer    8   Outside  25 

Female 12  Obstacle        8  20’  6   Baseball    6   Inside   4 

                             30’  4   Volleyball  4    Shell   1 

40’  4   Golf       2 

50’  2   Basketball  2 

.                             60’  2   Others     5                   

Total number of patients was 30 (100%). 
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２－９．Pain Source 

In athletic injuries, oppressive pain was present in the closed region (Fig. 1). In 

regard to nature, the following morphological features were shown on the skin side 

in a human body. 

① There was a boundary line of oppressive pain and non-oppressive pain. 

② The boundary line formed a map-like closed region.  

③ The inside of a closed region experienced morbid pain when pressure was 

applied with fingers or a stick (harmed domain formation). 

④ It was thought that the inside of a closed region was large and shallow, or that 

the closed region was joined with the harmed region. 

Furthermore, the physiological trait of the pain of closed region with oppressive 

pain nature was shown below. 

The damaged domain actualized the generation of oppressive pain. The 

generation of this phenomenon was called “principle of a blow.” 

A blow was cracked with the thing (form) thrown and the generation areas differed. 

For example, as ① in Fig. 1 showed, after a ball collided, a circle was drawn 

around the painful area and the source of pain was thus identified (② Fig. 1). 

Moreover, the harmed region was carried out shallowly or deeply by the strength 

that collided. There was the boundary line for oppressive pain and non-oppressive 

pain, and it covered the closed region on the skin side (③ in Fig. 1). When the 

domain carried out a blow and a sprain, pain existed in the part that was 

generated directly (③ in Fig. 1). Moreover, when it came to an obstacle, there were 

some obstacles through which the pain continued after sprains or blows that were 

difficult to cure. There was some pain that occurred spontaneously by fatigue but 
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was not traumatism, such as pain caused by sprains and blows. This fatigue 

produced an indirect pain source in many cases. This indirect effect meant that the 

pain had occurred without cause. For example, (1) pain might be dependent on the 

weight of the limb. (2) The pain might appear on run lines in nervous patients. (3) 

Pain might occur while running (pain run matrix in human body figure)
 19)-21)

 (Fig. 

2). 

 

 

Fig.1. Oppressive pain nature by principle of blow  

Oppressive pain nature (Characteristics of pain by pressure) 

Bruise sustained by contact with ball 

 

On the skin 

On the skin 

On the skin 

Pain Domain Boundary line 

Pain domain Pain domain ; Width 

Width 

Boundary  

line 

Boundary line 

Cross-sectional area 

 

Depth 
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Fig.2. Pain run matrix in human body. It was considered that pain had an 

individual line jointly and ran on the individual line.
19), 20)

 

pain run matrix 

in human body figure 
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   In order to search sharp pain domains, the pressure of a stick or of four fingers 

was applied properly from the outer side to the central part from where the blow 

was carried out and the pressure was applied at an angle of 360 degrees. As a result, 

the boundary of oppressive pain and non-oppressive pain was distinguished. Then 

the markings were made. If markings were made from six directions and all points 

were connected, a map-like boundary closed region would appear on the skin side 

(② in Fig.1, Photograph 4). The terms “width,” “shallowness,” and “depth” were 

used in these pain generation areas that were carried out in the harmed domain 

(④ of Fig. 1). Pain source was regarded as a domain that was carried out in the 

harmed region, and was visualized (Photograph 4, 2-2; Method of Detection of 

Pain Source). This was discovered when the pain signal to the brain was reduced to 

zero through quantification of the pain. The differences of items (i.e., injury, age, 

sports, body part) listed in Table 1 were verified
20)-24)

. The following results were 

obtained. 

(1) Usually, in the case of risk stratification of level 2, as fundamental RICE 

disposal progressed, one to three weeks were required for recovery. 

(2) The disposal of nerve optimization treatment (NOT) was able to return to the 

sporting event within a period of one to three days. 

 

３.  Results 

３－１. Special case of patient indicated in 2-7 

Although the patient registered at level 10 in VAS before the first medical 

treatment (or disposal), she showed level 0 just after the medical treatment with 
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the use of the pasting implement (Tool B) as shown in Table 2. After the second  

disposal, there was no return of sharp pain in spite of a 10-km run (6.25 mile run). 

The effect of disposal and the result of the second disposal were repeated till the 

sixth disposal. 

The results of VAS were obtained as follows (Table 2). 

(1) First disposal: Although the sharp pain level before the disposal at the time of a 

visit to the hospital was 10, after disposal the pain level was set to 0. The patient  

reported no pain. 

(2) Second disposal: The visit to the hospital was a day following the first disposal. 

Twenty-two hours had passed since the ten-kilometer run. It was reported that 

before disposal the sharp pain level was 6 and after the disposal the level was 0. 

(3) Third disposal: When the patient had visited the hospital on the next day, 21  

hours had passed since the 10-km run. The sharp pain levels were 4 and 0  

before and after disposal, respectively. 

(4) Fourth disposal: The patient visited the hospital one week afterward. The  

patient reported that a 10-km run was possible every day. It was reported that 

before disposal the sharp pain level was 2, and after the disposal the level was 

0. 

(5) Fifth disposal: The patient visited the hospital the day after the fourth disposal.  

The patient completed a 20-km run for adjustment of the body for 30 minutes 

after disposal of (4). The sharp pain levels were 3 and 0 before and after 

disposal, respectively. 

(6) Sixth disposal: The patient visited the hospital on the day after the fourth 

disposal. It was reported that a 20-km run was possible every day. The sharp 
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pain levels were 1 and 0 before and after disposal, respectively. 

Disappearance of sharp pain was based on the objective movement of the 

patient and the subjective level of sharp pain as reported in an oral statement 

given by the patient. After the first medical examination, the patient was able to 

run 10-km in 30 minutes. The patient was in the best condition to participate in a 

marathon convention for 20-km after the medical treatment. 

 

Table 2. VAS for patient by sprain of right ankle joint indicated in 2-7. 

 [Order of disposal]  VAS level        VAS level 

(Date)             before disposal   after disposal    

   . [1] (1/19)           １０      ０            

. [2](1/20)              ６      ０            

. [3] (1/21)              ４      ０           

 . [4] (1/28)              ２      ０           

. [5](1/29)               ３      ０          

. [6](2/2)                １      ０          

 

3-2. Disposal results for patient injury sustained during athletic 

activity  

In calculating the number of administered treatments, there was no difference 

in the number of disposals between men and women (Table 3). 

As for the number of occurrences of externally caused injuries and obstacles, 

the number of obstacle disposals was a little higher than that of externally caused 

injuries (Table 4). The number of disposals for the sixtieth generation was the 
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highest at 5.0, but there was no difference in the number of disposals in other age 

averages (Table 5). Rate of disposal number was remarkable in disposal time of 1 

and 2, and both rates were 37% (Table 6). Namely, it was shown that the pain of 

ankle sprain was cured completely within one to two medical treatments. 

The average disposal until complete recovery for golf and baseball were 5.0 and 

4.2, respectively. The number of disposals was higher than that of other sport items 

(Table 7).  The case of the marathon shown in 3-1 was 6 times that of disposal. 

The number of disposals for marathon was higher than for other sports, since a 

marathon is considered to extract a significant toll on the body. 

At the site of the wound, the outside of the leg was the result of a high number 

of average disposals that accounted for injuries in 25 individuals as compared to 

the inside leg joint and the shell side (Table 8). 

There was only one patient with a leg joint on the shell side, but the number of 

disposals was the highest at 5.0. The rate of disposal that denoted one to two was 

larger than the other rate as shown in Table 6. The sum of the former rate for the 

number of disposals occupied 74%. The number of average disposals for 

disappearance of sharp pain brought a result of 2.2 times by the nerve 

optimization treatment. 

The oppressive pain domain by pressure was checked with externally caused 

injuries and all the obstacles. Moreover, the pain by the pressure in the harmed 

domain of less than 12 hours (at the time of quiet) had disappeared after disposal. 

Patients who were not able to verify over the telephone the number of disposals 

were excluded in the study. Each patient in this study provided written informed 

consent. The following matters were explained to the patient regarding informed 
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consent. Treatment can cause itchiness or rash. Pain might move to different parts 

of the body. The tape may be removed after several minutes or after several hours. 

When the sympathetic nerve was sensitive to pain, quantification after disposal 

might not be able to be performed. 
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Table 4.  Number of disposals for external injury 

and obstacle and number of patients 

Average         Number of 

.                Pain Disposal     Patients      

External injury     2.4         22 

Obstacle           2.6           8         

Table 3. Number of disposal till 

pain disappearance and number 

of patients                     

  Average   Number of 

Sex     Disposal   Patients    

Male    2.2   18 

Female  2.2    12          

 

Table 6. Rate classified by disposal 

and number of patients           

Number of   Rate(%)  Number of 

Disposal               patients 

1           37         11 

2           37         11 

3           10          3 

4            7          2 

5            7          2 

6            2          1      

 

Table 5. Number classified by age 

of disposal and number of patients 

Age  Average   Number of  

.     Disposal  Patients        

10   2.2       13 

20    2.3        6 

30    2.3        4 

40    2.0        4 

50    1.5        2 

60    5.0        1            

 

Table 7. Number of disposals classified 

By sport and number of patients      

Sports   Average    Number of 

.        Disposal    patients        

Soccer     1.4        8 

Baseball  4.2        6 

Volleyball  1.8        4 

Golf       5.0        2 

Dance     1.5        2 

Basketball  1.5       2 

Others     2.3       6          

 

Table 8. Number of disposals classified 

by parts of leg and number of parients 

Part of leg  Average    Number of 

.          Disposal    patients     

Outside    2.2         25 

Inside      1.5         4 

Heel side   5.0          1        
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4. Discussion 

In order to reduce the pain signal in the brain to zero, it was desirable for the 

interval distance between two adhesive convex parts (Tool B; Photograph 2) to be 

less than 0.7 mm. Moreover, the size of a convex part created a pressure state on 

the skin at a height of 1 mm to 3 mm. As for the width of a sheet convex part, it 

was ideal to achieve a width less than 8 mm. When the form of a sheet and distance 

between adjoining sheets were set as stated above, the instantaneous effect of sharp 

pain disappearance was attained. There was no pain experienced by sticking sheets 

for several days and for several hours. Even if pressure was strongly applied 

against the part that deeply carried out the harmed region, there was no pain. This 

medical treatment was considered to have recovered the damaged region at an 

early stage. In externally caused injuries, it was checked that the internal pressure 

pain in a pain source domain was notably decreasing in the first medical treatment. 

At 12 hours after sticking a sheet, even if more pressure was applied than to the 

pain domain, there was no pain. It was recognized that a recurrence was so low 

that the degree of disappearance for oppressive pain was high. 

4-1. Concept of Pain Source 

In the opinion of Melzack R. and Wall P.D (1965)
 25)

, chronic pain occurs due to 

memory reversibility of the brain level. The idea of memory reversibility and an 

experience of a blow made us “visualize” the source of pain. The mechanism of the 

source of pain was explained as follows. A blow was mentioned as an example. 

When the thing that dealt a blow to the body was a ball or sphere, the damage part 

was a round shape. When the part that received the blow was a bamboo sword or a 

wooden sword, the damage part was long, and the source of pain was apparent. 
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The harmed region occurred, and the place where the bruise was sustained would 

experience a morbid pain, if pressure was also present. Here, there was a boundary 

line of oppressive pain and non-oppressive pain. When pressing and marking 

points were administered in the direction (4 to 8 directions) of 360 degrees to the 

central part from the outside, a bruise was sustained. 

The sprain also had chronic cases where recovery was difficult. Why a chronic  

sprain is materialized was considered from the therapeutic experience of the healer. 

The natural phenomenon by the blow of a ball was considered.  

The second point was that if weight was not exerted on the body part, pain was 

not present. However, when the standing position and the seating position posture 

were used, they found out that there were postures in which pain appears 

according to a patient's body weight. We were able to consider how pain appeared 

along the "pain run matrix in human body figure" shown in Fig. 2, which existed 

from the brain to a pain part. Pain run matrix in the human body figure 
19) 

denoted a human body figure from the brain that developed from the therapeutic 

experience and denoted the natural principle to a pain part. 

4-2. Consideration of Pain Disappearance 

In order for the pain to have disappeared by this cure and to have realized 

“pain signal zero to the brain,” the closed region of the pain source was blocked 

completely with use of the sheet (Tool B) and through the method for confining 

pain. The material of the sheet denoted the grain made of rubber (Tool B), the 

quadrangular pyramid, 3 mm in height, and the quality of the material whose one 

side was 7 mm used for the round sheet made of resin and whose diameter was 30 

mm. The method (Photograph 5, Disposal Method 1) of sticking the grain 
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adjacently denoted that the sheet might be polymerized. That is, a pain source 

closed region was filled without a crevice. An important aspect was a boundary line 

of a closed region (Photograph 4, Detecting Method 2). The closed region was 

carrying out visualization of the boundary line of an oppressive pain and a 

non-oppressive pain. The possibility increased of reducing the pain signal in the 

brain to zero by visualization. 

The pain signal to the brain was reduced by our method that was diagnosed 

along the course of pain run matrix in the human body figure 
19)

 (Fig. 2). The 

indirect pain source that existed aside from a pain part was detected by this 

method, and the pain source was taped similarly. This disposal enabled us to 

reduce the pain signal in the brain to zero. 

Concerning the relief of pain, the gate control theory 
25～27）that Melzack and 

Wall advocated in 1965 could be considered. Two kinds of nerve fibers transmitted 

a pain signal from the peripheral nerve to the brain. These were thin nerve fibers 

(C fiber) and Aδ fibers that were thicker than C fibers. The difference of size of 

fiber showed difference of speed of pain signal generation of fibers. Aδ fiber 

transmitted a sharp pain to the brain, while C fiber transmitted blunt pain to the 

brain.  

In cases where the pain occurred in a peripheral site, when the sheet (Tool B) 

was stuck to a closed region, both the tactile sense and the contact force sense arose 

in the skin side of the pain closed region as shown in Photograph 5 by pasting the 

sheet. Since the cross-sectional area of Aβ fiber was larger than that of pain fibers 

(C fiber and Aδ fiber), the speed of communication of information of Aβ fiber, 

which transferred tactile sense, a contact force sense, and feeling of temperature, 
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was faster than the rate of the pain fibers ( C fiber and Aδ fiber). For this reason, 

this feeling information of Aβ fiber reached a spinal cord dorsal horn earlier than 

pain information of the pain fibers, and pain information was intercepted by the 

signal of Aβ fiber. It was considered that the mechanism that remove pain could be 

described by gate control theory
25)～26）. This theory had described control of the 

pain using feeling information other than pain information. In addition to this 

theory, the more complicated factors regarding pain were pointed out. The 

indication was control from a brain. It was also shown that mental factors such as 

feeling, cautions, and emotions controlled the pain information transmitted to the 

brain from the peripheral nerve. Furthermore, in the spinal-nerves domain, the 

function called descending pain modulatory system that controlled pain 

information was shown
28)

.  

As stated here, the complicated systems that related (1) relay domain from the 

peripheral nerve to the spinal nerves, (2) spinal-nerves domain, and (3) cranial 

nerve domain created a pain control
25～27）. 

In this research, the pasting implement was stuck on the closed region of 

detected pain. The pasting implement (Tool B) gave a contact force sense to a skin 

side. A pasting implement produced a tactile sense and a contact force sense in a 

pain domain. It was thought that these feelings had mainly controlled the pain in 

both the peripheral nerve and the relay part of the spinal nerves. Furthermore, the 

healer took the personal contact through the pasting implement to the patient 

during medical treatment. The state of pain reduction was verified by performing 

an oral consultation with the patient. As a result, the mental medical treatment 

using the check by healer’s allowance (direct contact) and language to a patient 
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was considered to be just pain control in a cranial nerve domain. Moreover, in the 

process during which the pain information occurred in the peripheral nerve and 

carried down to the spine domain, the descending pain modulatory system 

controlled the pain information from the peripheral nerve and transmitted toward 

the brain in the spine
27～28）. 

Our method for reducing pain imposed on the contact force sense from the 

outside of the skin side was a simple method, as compared with TENS
29) 

(Transcutaneous Electrical Nerve Stimulation), which gave an electric stimulus 

from the outside of the skin side, and with SSP 
30) 

(Silver Spike Points) with use of 

low frequency wave electrical stimulation. It was thought that the pasting 

implement (photograph 2) stuck to the closed region by the complicated systems as 

stated above. That is, the systems consisted of (1) relay domain from the peripheral 

nerve to the spinal nerves, (2) spinal-nerves domain, and (3) cranial nerve domain. 

The effect of pain control by pasting was based on this complicated mechanism. 

The judgment of reduction of pain was performed based on the subjective 

evaluation of a patient's pain. On the other hand, the objective evaluation 

(physiological evaluation) about the reduction of the patient’s pain by pasting was 

confirmed by our brain wave research
31)

. The objective method was the method of 

suiting “evidence-based medicine” (EBM)
 32)

. 

4-3. Consideration of early recovery of body tissue 

Body tissue was here defined as tissue containing (1) skin structure under a 

skin side, (2) muscle, and (3) nervous system. Only by saying that the pain 

disappeared could it be said to be an early recovery. The body tissue needed to 

verify whether the tissue was in a normal or healthy condition. Here, our 
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procedure by pressure was used in this verification. It was shown that a pain 

source closed region was a domain that had a morbid pain detected by pressure. 

The developed sheet excluded pain (photograph 2) that remained for several 

minutes or several hours. Then, the tape was removed. When pressure of the part 

of the source closed region of pain was carried out by the same pressure as in the 

beginning, the first morbid oppressive pain disappeared. 

The evaluation of recovery of pain was explained as follows. The morbid 

oppressive pain within a pain source closed region was quantified as 100. A 

stimulus of 1, which was corresponding to pasting one sheet, was stuck on the 

closed region. It was considered that pasting one sheet to the closed region gave the 

stimulus 1. If this different transfer stimulus was set to 1, it was defined that the 

instruction that it tried to cure from the brain was also set to 1. By this definition, 

it was thought that healing capacity could also be extended to its limit. When a 

different transfer stimulus was 100, the sheets on the convex part side were in a 

state where the sheets filled the pain source domain completely. At this time, the 

convex part of each sheet that made contacted with the skin was one. The convex 

part of other adjoining sheets adjoined on the sheet in diameters of 3 cm. Moreover, 

the procedure clarified the domain of the pain by visualizing the boundary line of 

an oppressive pain and a non-oppressive pain. In order to express reduction of 

pain correctly, pain quantification estimated the effect of a pasting sheet by asking 

for a patient's pain level by VAS
18)

. 

4-4. Operation for sharp pain prevention  

The operation of prevention of sharp pain was the discovery of the factor that 

pulled out the pain condition and the operation of pain before the pain appeared. 
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It was specifically discovering both the oppressive pain nature and nature of 

muscle intensity contracted in a pain generation area or domain. For example, it 

was also good to strengthen a portion with the weak backbone from the neck to the 

waist. The body parts included the thigh, a leg region, the shoulder, and the elbow. 

The portion existed in the oppressive pain nature. These areas were going to 

experience pulled muscles every day. Moreover, during massage, the disposal of 

partial muscle intensity contracted and could not be loosened, indicating a high 

probability of preventable injury. These were accepted for the pain-generating 

factor in the stage where the patient (sport player) had appealed against muscular 

stretch, stiffness, weight, and sense of incongruity. Such conditions were the 

minimum factors of the pain. By finding out the cause of pain in the preceding 

paragraph, the possibility increased that an obstacle would be conquerable and 

this was taken into consideration. 

 

5. Conclusions 

The nerve optimization treatment proposed in the main subject was as follows. 

1. The detailed process of the nerve optimization treatment for one patient was 

introduced.  

2. Visualization of the pain source was enabled. 

3. Quantification of the pain was enabled. 

4. Signal of pain in the brain to zero was made possible. 

5. About 10 or more (average recovery day count) times of the early recovery 

degree of the muscular tissue was made possible. 

6. A low rate of recurrence (12%
17)

) was made possible. 
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7. Chronic sharp pain levels from 1 to 10 were discovered. 

 

References 

1) Mauch F.,Best R., Bauer G., Current treatment concepts for muscular injuries, 

Unfallchirung, 116,488-496,2013. 

2) Bennell K.L., Dobson F., Hinman R.S., Exercise in osteoarthritis; moving from 

prescription to adherence, Best Pract Res ClinRheumatol, 28, 93-117, 2014. 

3) Al-Jarrah M., Shaheen S., Harries N. et al., Top Stroke Rehabil, 21, suppl.1 

S25-32, 2014. 

4) Boyles R.E., Gorman I., Pinto D. et al., Physical therapistice and the role of 

diagnostic imaging, J. Orthop Sports PhysTher, 41, 829-837, 2011. 

5) Davis F., Therapeutic massage provides pain relief to a client with Morton’s 

neuroma; A case report, Int J Ther Massage Bodywork, 5, 12-19, 2012. 

6) Sotohall R., The conservative treatment of low back pain, med Sci, 14, 23-28, 

1963. 

7) Deyo R.A., Dworkin S.F., Amtmann D. et al., Report of the National Institutes 

of Health task force on research standards for chronical low back pain,  

J. Manipulative Physical Ther, pii:S0161-4754(14) 00122-5, 2014.doi 

10.10.1016/j.jmpt.2014.07.006. 

8) Harman K., MacRae M., Vallis M., The development and testing of a checklist 

to study behavior change techniques used a treatment programe for Canadian 

armed forces member with chronic non-specific low back pain, Physiother Can, 

66, 313-321, 2014. 

9) Schneider K.J., Meeuwise W.H., Nettel-Aguirre A. et al., Br J Sport Med, 48, 



28 

 

1294-1298, 2014. 

10) Kumar S., Beaton K., Hughes T., The effectiveness of massage therapy for the 

treatment of nonspecific low back pain: a systematic review of systematic 

reviews, Int J Gen Med, 6, 733-741, 2013. 

11) Seco J., Kovacs F.M.,Urrutis G., The efficacy,safity, effectiveness, and  

cost-effectiveness of ultrasound and shock wave therapies for low back pain:  

a systematic reviews, Spine J, 11, 966-977, 2011. 

12) Takahashi H., Okuni I., Ushigome N., et al., Low level laser therapy for patients 

with cervical disk hernia, Laser Ther, 21, 193-197, 2012. 

13) Williams S., Whatman C., Hume P.A.,et al., Kinesio taping in treatment and 

prevention of sports injuries: a meta-analysis of the evidence for the effectives, 

Sports Med, 42, 153-164, 2012. 

14) Lee T.L., Acupuncture and chronic pain management, Ann Acad Med Singpore, 

29, 17-21, 2000. 

15) Inoue M., kitakoji H., Ishizaki N., et al., Relief of low back pain immediately 

after acupuncture treatment-a randomized placebo controlled trial, Acupunct 

Med, 24, 103, 103-108, 2006. 

16) Zheng Z., Wang J., Gao Q., et al., Therapeutic evaluation of lumber tender 

point deep massage for chronic non-specific low back pain, J Tradit Chin Med, 

32, 534-537, 2012. 

17) Saito N., Sakamoto K., Ota M., et al., Pain domain detection on skin side and 

effect of removing pain source by sticking metal sheet on the skin, Chronic Pain 

(ManseiToutsuu), 27, 121-129, 2008. (In Japanese). 

18) Haskinsson EC, Visual analog scales, In Melzack R. ed., Pain measurement and 



29 

 

assessment, Raven Press, New York, pp33-37,1983 

19) Saito N., Sakamoto K., Wakimoto K., et al.,One way to conquer chronic pain: 

On the reversible reaction of pain and the level of chronic pain, Chronic Pain 

(ManseiToutsuu), 32, 155-164, 2013. (In Japanese) 

20) Saito N., Sakamoto K., Wakimoto K., et al., The effect of sheet sticking on the 

domain detected pain source in the evaluation of quantity of pain by VAS and 

quality of pain by MDS, Chronic Pain (ManseiToutsuu), 30, 113-123, 2011. (In 

Japanese). 

21) Garrett W.E. Jr., Muscle strain injuries, Am J Sports Med, 24 (6 supll), S2-8, 

1996. 

22) Fried T., Lloyd G.J., An overview of common soccer injuries; Management and 

prevention, Sports Med, 14, 269-275, 1992. 

23) Hreljac A., Stergiou N., Scholten S., Joint kinetics of the ankle and knee when 

running over obstacles, J Sports Med Phys Fitness, 45,476-482,2005. 

24) Niang A.E., McFadyen B.J., Effects of physical activity level on unobstructed 

and obstructed walking in young male adults, Gait Posture, 22, 75-81, 2005. 

25) Melzack R. and Wall P.D.: Pain mechanisms: a new theory, Science, 150(699), 

971-979, 1965. 

26) Melzack R., Recent concepts of pain, J Med, 13, 147-160, 1982. 

27) Mendell L.M., Constructing and deconstructing the gate theory of pain, Pain, 

155, 210-216, 2014. 

28) Rutter C., Hebart M.N., Wolbers T., et al., Representation of spinal information 

in key areas of the descending pain modulatory system, J Neurosci, 34, 

4634-4639, 2014. 



30 

 

29) Canthen J.C., Renner E.J., Transcutaneous and peripheral nerve stimulation 

for chronic pain states, SurgNeurol, 4, 102-104, 1975. 

30) Chang Q.Y., Lin J.G., Hsieh C.L., Effect of electroacupuncture and 

transcutaneous electrical nerve stimulation at Hegu(LI.4) acupuncture point on 

the cutaneous reflex, AcupunctElectrother Res, 27, 191-202, 2002. 

31) Sakamoto K., Saito N.,Wakimoto K., et al., Study of electroencephalogram in 

procedure of prevention of pain with use of sheet, Chronic Pain 

(ManseiToutsuu), 32, 217-227, 2013. (In Japanese). 

32) Biering-SørensenF. ,Evidence-based medicine in treatment and rehabilitation 

of spinal cord injured, Spinal Cord, 43, 587-592, 2005. 

 

 


