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Introduction 
Amyotrophic Lateral Sclerosis (ALS) is the most common form of progressive motor neuron disease. Pathology is the death of lower motor neurons and upper, or corticospinal, motor neurons. 

The incidence is 1 to 3 per 100,000, and the prevalence is 3 to 5 per 100,000. 

The manifestations of ALS are somewhat variable depending on whether corticospinal neurons or lower motor neurons in the brainstem and spinal cord are more prominently involved. The clinical manifestation includes weakness of limbs, muscle atrophy, dysarthria, dysphagia, and ultimately respiratory failure.1 

Diagnosis is based on clinical examination, Electromyogram (EMG), and Nerve Conduction Study (NCS). Magnetic Resonance Imaging (MRI) is done to rule out other conditions that mimic ALS. 

Because of the progressive nature and lack of definite curative treatment, the management of ALS is mainly rehabilitative. Conventional limited rehabilitation primarily focuses on physical therapy and assistive interventions.

Integrative approaches, such as Ayurveda and complementary therapies like Yoga, physiotherapy, and music therapy, enhance rehabilitation more effectively. Individualized Ayurveda treatment focuses on restoring functional balance and promoting regeneration. Physiotherapy remains an essential component in maintaining strength, flexibility, and functional independence, while music therapy has shown promise in addressing emotional well-being, speech rhythm, and motor coordination. Yoga promotes overall well being and helps maintaining flexibility and strength. 

In this case series, we present three patients diagnosed with Amyotrophic Lateral Sclerosis treated with an integrative approach that combines Ayurveda and other complementary therapies.  Assessment of the patients was carried out using the ALS Functional Rating Scale (ALSFRS) and the Timed Up and Go (TUG) test to evaluate functional status and mobility before and after treatment. 2

Methodology 
Patient information and clinical findings 
Case 1 
 A 57-year-old male, with a height of 5’6’’ and weighing 52 kg, presented with progressive difficulty in walking, standing, and getting up from bed, along with generalized muscle wasting, bilateral foot drop, and slurred speech. He had a history of L4–L5 implant surgery in 2007, which was uneventful. In 2023, he underwent discectomy of the L4–L5 region followed by laminectomy extending from L3 to S1, after which he gradually developed gait difficulty and bilateral foot drop. Over time, he also experienced worsening balance, weakness, and dysarthria. Current medications included Cilocar 10 mg (once daily at night), Rilutor (once daily in the morning), Rejunex, and intermittent Aravon 60 mg injections (last dose on December 28, 2023). Nerve conduction study (20-07-2024) revealed severe motor radiculoneuropathy. Electromyography (EMG) of the left abductor pollicis brevis, right vastus lateralis, and dorsal paraspinal muscles demonstrated a neurogenic pattern with denervation and reinnervation changes, suggestive of anterior horn cell disease.

Past and family history were irrelevant to the disease, and blood parameters were within normal limits. Examination revealed a blood pressure of 130/80 mmHg with a pulse rate of 78 beats per minute. 

The patient demonstrated wasting of both quadriceps and hamstring muscles, with muscle power graded 3/5 in the lower limbs. Functional assessment showed an ALS Functional Rating Scale (ALSFRS) score of 38 and a Timed Up and Go (TUG) test value of 14 seconds.

Case 2
A 58-year-old male, weighing 53 kg and measuring 170 cm in height, presented with progressive weakness of the lower limbs, slurred speech, slowness in walking with altered gait, and numbness over the left knee and toes. Since 2024, he had gradually developed weakness involving both lower and upper limbs and was subsequently diagnosed with motor neuron disease (MND). His ongoing medications included Rilutek 50 mg (1-0-1), DHA (1-0-0), and Vitamin D3 (1-0-0). Electromyography (19-06-2025) revealed degenerative changes in the muscles of the right arm and leg. The MRI brain scan (June 11, 2025) showed no acute intracranial abnormalities, abnormal enhancement, or mass lesions. Nerve conduction study (10-06-2025) demonstrated reduced bilateral common peroneal CMAP amplitudes when recording from the extensor digitorum brevis and tibialis anterior. CT brain findings ruled out acute intracranial hemorrhage or territorial infarct.

Past and family history were irrelevant to the disease, and blood parameters were within normal limits. Examination revealed a blood pressure of 130/80 mmHg with a pulse rate of 78 beats per minute. 

The patient demonstrated wasting of both quadriceps and hamstring muscles, with muscle power graded 3/5 in the lower limbs. Functional assessment showed an ALS Functional Rating Scale (ALSFRS) score of 37 and a Timed Up and Go (TUG) test value of 15 seconds.

Case 3
A 40-year-old male, weighing 68.3 kg and standing 170 cm in height, presented with progressive difficulty walking, inability to hold objects in his hands, restricted movement of the left shoulder, and loss of muscle bulk in both palms and legs. The complaints began in 2023 with leg cramps while driving a motorcycle, and subsequently progressed to weakness of the lower and upper limbs, resulting in impaired walking and hand grip. He is a known diabetic on Voglibose 0.2 mg (1-0-1). MRI brain (2024) revealed no significant abnormality, except for polypoidal mucosal thickening in the bilateral maxillary sinuses and mild mucosal thickening in the left frontal and ethmoidal sinuses. MRI cervical spine (2024) showed mild diffuse posterior longitudinal ligament thickening from C2 to C7 levels. At C5–C6, subtle retrolisthesis with a posterior disc osteophyte complex, bilateral uncovertebral joint hypertrophy, and mild bilateral facet joint arthropathy was noted, causing thecal sac indentation and moderate bilateral neural foraminal narrowing. At T1–T2, subtle retrolisthesis with posterior disc osteophyte complex was seen indenting the thecal sac, resulting in mild spinal canal and bilateral neural foraminal narrowing.

Past and family history were not specific to the disease, and blood parameters were within normal limits, except for an HbA1c Level of 6.5. Examination revealed a blood pressure of 130/80 mmHg with a pulse rate of 78 beats per minute. 

The patient exhibited wasting of the thenar and hypothenar muscles in both hands, as well as bilateral calf muscle wasting. Muscle power in both lower limbs was graded as 3/5, with evidence of spasticity. Functional assessment revealed an ALS Functional Rating Scale (ALSFRS) score of 39, and the Timed Up and Go (TUG) test was 13 seconds.

Timeline 
Table 1: Timeline 
	Year 
	Case 1
	Case 2
	Case 3

	2023
	Onset of weakness
	
	Onset of weakness

	2024
	Diagnosis of ALS
	Onset of weakness
	Diagnosis of ALS

	2025
	
	Diagnosis of ALS
	


Diagnostic assessment 
The diagnosis was based on clinical and neurological findings. 

Therapeutic intervention 
Table 2: Internal medicines

	Serial Number
	Medicines 
	Duration 

	1
	Vaiswanara choornam
	One teaspoon with hot water before lunch for three days

	2
	Bhadradarvadi kashayam + Rasnadi ghee
	15 ml Kashayam + 60 ml water with half teaspoon ghee in the morning before food

	3
	Sahacharadi Kashayam + 6 drops Sahacharadi 21 Aavarthi
	15 ml Kashayam + 60 ml water with 6 drops Sahacharadi 21 Aavarthi in the evening before food



	4
	Kalyanavaleham Choornam with Saraswatham ghee


	1 teaspoon Kalyanavaleham Choornam with half teaspoon Saraswatham ghee with 1/4 th spoon honey in divided doses 


Table 3: External therapies
	Serial Number
	Therapy 
	Medicines 
	Duration 

	1
	Udwarthanam 
	Kottamchukkadi Choornam
	3 days

	2
	Sathailam Navarakizhi with Sahacharadi medicines


	Sahacharadi tailam + Mahamasha tailam + Rasnadi ghee as body oil
	7 days

	3
	Nasyam 
	Sahacharadi Cheli Pakam 


	3 days

	4
	Tailadhara 
	Sahacharadi tailam + Mahamasha tailam


	8 days

	5
	Pizhichil 
	Sahacharadi tailam + Mahamasha tailam + Rasnadi ghee 
	8 days

	6
	Siropichu 
	Sahacharadi tailam + Mahamasha tailam


	8 days


Integrative approach: Yoga therapy 
After carefully assessing each case, a common yoga protocol was developed to address their needs effectively. The structured plan comprised a 30-minute daily session, integrating Asanas, Pranayamas, and meditation to promote overall well-being.

Table 4: Yoga schedule
	Hand stretch breathing
	10 minutes

	Tadasanam (Mountain pose posture)
	2 minutes

	Ardhakatichakrasanam (Lateral stretch pose)
	2 minutes

	Vrikshasanam (Tree pose posture)
	2 minutes

	Trikonasanam (Triangle pose)
	2 minutes

	Vakrasanam (Spinal twist pose)
	2 minutes

	Balasanam (Child pose)
	1 minutes

	Sethubandhasanam (Bridge pose posture)
	2 minutes

	Bhujangasanam (Cobra pose)
	2 minutes

	AUM chanting
	5 minutes


 

 Integrative approach: Physiotherapy
Based on the clinical presentation, a standard physiotherapy exercise module was planned. Physiotherapy interventions include managing motor impairments and promoting regular physical exercise. 

 Integrative approach: Music therapy
Based on the clinical presentation, a standard music therapy exercise module was planned. It included music-assisted breathing exercises, rhythmic auditory stimulation (RAS), and improvisation techniques. 

Follow-up and outcomes 
Table 5: Assessment before and after treatment 

	
	ALSFRS
	TUG TEST 

	
	BEFORE TREATMENT
	AFTER TREATMENT
	BEFORE TREATMENT
	AFTER TREATMENT

	Case 1
	39
	44
	13
	10

	Case 2
	37
	44
	15
	12

	Case 3
	38
	44
	14
	11


Discussion 
Due to the progressive and resistant nature of the condition, integrative and supportive therapies become central to improving functional outcomes. Recognizing the importance of a progressive approach, Ayurvedic treatment, music therapy, Yoga, and physiotherapy were also incorporated.

We planned the treatment considering KaphaavaranaVatavyadhi, with the aim of Vathakaphasamana, Medhya, and Balya effects. Considering the Aavarana, Udwarthanam with Kottamchukkadi choornam was planned for three days. As a part of Rookshana therapy, Vaiswanara choornam was planned these days. 

Later, Vathasamana was planned. Navarakizhi with Sahacharadi medicines helps to reduce muscle spasm and improve strength. Nasyam and Tailadhara was planned taking into account dysarthria. Pizhichil was selected to enhance muscle strength.  Internal medicines, such as Bhadradarvadi Kashayam, Rasnadi Ghee, Sahacharadi Kashayam, and Sahacharadi 21 Aavarthi, were planned considering their Balya effects. Kalyanavaleham Choornam, combined with Saraswatham ghee, helps alleviate dysarthria.3 

Stretching a muscle can improve its control; thus, practicing suitable Asanas can enhance muscle activity. Pranayama can improve cell oxygenation and strengthen the utilization of nutrients. Meditation can decrease stress-related effects in the body. Studies have concluded that the practice of yoga significantly improves motor status, balance, functional mobility, and quality of life in patients with ALS.4

Rhythmic Auditory Stimulation (RAS) has been shown to have a significant impact on walking coordination and overall gait performance. The entrainment effect of rhythmic cues likely facilitated more consistent and efficient motor output by engaging both subcortical and cortical motor pathways.5

Conclusion
With an integrated approach combining Ayurveda, Yoga, music therapy, and physiotherapy, significant improvements were achieved in the rehabilitation of patients with Amyotrophic Lateral Sclerosis. More extensive studies are needed to validate the Integrated Ayurvedic approach to managing ALS.

Patient perspective
Patients were satisfied with the improvement in the integrated approach. 

Informed consent 
Informed consent regarding documentation and publication of the cases were obtained from patients.
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