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Instructions to Authors

The American Academy of Osteopathy
(AAO) Journal is a peer-reviewed publica-
tion for disseminating information on the
science and art of osteopathic manipulative
medicine. It is directed toward osteopathic
physicians, students, interns and residents
and particularly toward those physicians with
a special interest in osteopathic manipulative
treatment.

The AAO Journal welcomes contributions in
the following categories:

Original Contributions
Clinical or applied research, or basic science
research related to clinical practice.

Case Reports

Unusual clinical presentations, newly recog-
nized situations or rarely reported features.

Clinical Practice
Articles about practical applications for gen-
eral practitioners or specialists.

Special Communications
Items related to the art of practice, such as
poems, essays and stories.

Letters to the Editor

Comments on articles published in The AAO
Journal or new information on clinical top-
ics. Letters must be signed by the author(s).
No letters will be published anonymously,
or under pseudonyms or pen names.

Professional News of promotions, awards,
appointments and other similar professional
activities.

Book Reviews

Reviews of publications related to osteo-
pathic manipulative medicine and to manipu-
lative medicine in general.

Note

Contributions are accepted from members of
the AOA, faculty members in osteopathic
medical colleges, osteopathic residents and
interns and students of osteopathic colleges.
Contributions by others are accepted on an
individual basis.

Submission

Submit all papers to Anthony G. Chila, DO,
FAAO, Editor-in-Chief, Ohio University,
College of Osteopathic Medicine (OUCOM),
Grosvenor Hall, Athens, OH 45701.

Editorial Review

Papers submitted to The AAO Journal may
be submitted for review by the Editorial
Board. Notification of acceptance or rejection
usually is given within three months after re-
ceipt of the paper; publication follows as soon
as possible thereafter, depending upon the
backlog of papers. Some papers may be re-
jected because of duplication of subject mat-
ter or the need to establish priorities on the
use of limited space.

Requirements

for manuscript submission:

Manuscript

1. Type all text, references and tabular ma-
terial using upper and lower case, double-
spaced with one-inch margins. Number all
pages consecutively.

2. Submit original plus three copies. Retain
one copy for your files.

3. Check that all references, tables and fig-
ures are cited in the text and in numerical
order.

4. Include a cover letter that gives the
author’s full name and address, telephone
number, institution from which work initi-
ated and academic title or position.

5. Manuscripts must be published with the
correct name(s) of the author(s). No manu-
scripts will be published anonymously, or
under pseudonyms or pen names.

6. For human or animal experimental inves-
tigations, include proof that the project was
approved by an appropriate institutional re-
view board, or when no such board is in
place, that the manner in which informed
consent was obtained from human subjects.

7. Describe the basic study design; define
all statistical methods used; list measurement
instruments, methods, and tools used for in-
dependent and dependent variables.

8. In the “Materials and Methods™ section,
identify all interventions that are used which
do not comply with approved or standard
usage.

Computer Disks

We encourage and welcome computer disks
containing the material submitted in hard
copy form. Though we prefer Macintosh 3-

1/2" disks, MS-DOS formats using either 3-
1/2" or 5-1/4" discs are equally acceptable.

Abstract

Provide a 150-word abstract that summarizes
the main points of the paper and it’s
conclusions.

Illustrations
1. Be sure that illustrations submitted are
clearly labeled.

2. Photos should be submitted as 5" x 7"
glossy black and white prints with high con-
trast. On the back of each, clearly indicate
the top of the photo. Use a photocopy to in-
dicate the placement of arrows and other
markers on the photos. If color is necessary,
submit clearly labeled 35 mm slides with the
tops marked on the frames. All illustrations
will be returned to the authors of published
manuscripts.

3. Include a caption for each figure.

Permissions

Obtain written permission from the publisher
and author to use previously published illus-
trations and submit these letters with the
manuscript. You also must obtain written
permission from patients to use their photos
if there is a possibility that they might be
identified. In the case of children, permis-
sion must be obtained from a parent or guard-
ian.

References

1. References are required for all material
derived from the work of others. Cite all ref-
erences in numerical order in the text. If there
are references used as general source mate-
rial, but from which no specific information
was taken, list them in alphabetical order
following the numbered journals.

2. For journals, include the names of all au-
thors, complete title of the article, name of
the journal, volume number, date and inclu-
sive page numbers. For books, include the
name(s) of the editor(s), name and location
of publisher and year of publication. Give
page numbers for exact quotations.

Editorial Processing
All accepted articles are subject to copy ed-

iting. Authors are responsible for all state-
ments, including changes made by the manu-
script editor. No material may be reprinted
from The AAO Journal without the written
permission of the editor and the author(s).
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Component Societice”
CME (Calendar

and other Odtecpathic Hfiliated Onganizations

2003
February 26 - March 2

Midwinter Basic Course

The Cranial Academy

AZCOM

Phoenix, AZ

Hours: 40 Category 1A (anticipated)

Contact:  The Cranial Academy
317/594-0411

May 2-4

Intermediate Face Course

Course Director: Doug Vick, DO
Philadelphia, PA

Hours: 16 Category 1A (anticipated)
Prerequisites: 2 Basic Courses one
being SCTF, and 3 years Clinical
Practice

Contact:  Judy Staser
817/926-7705
May 14-17

Osteopathic Contributions to the
Health Perception: The Art and
Science of Osteopathy as it applies to
the use of optometric lenses, visual
dysfunctions, and perceptual strains.
Course Director: Joseph Field, DO
Kennebunkport, ME
Hours: 32 Category 1A (anticipated)
Prerequisites: 2 SCTF approved basic
courses in Osteopathy in the Cranial Field
Contact:  Joseph Field, DO
207/967-3311

May 30 - June 3
Osteopathy in the Cranial Field
Course Director: Andrew Goldman, DO
Philadelphia, PA
Hours: 40 Category 1A (anticipated)
Contact:  Judy Staser

817/926-7705

June 9-10

Addressing Medical Issues Conference:

*0IG Compliance, *Stark Rules,

*HIPPA Regulations,

*Center for Medicare and Medicaid.

Pinellas County Osteo Medical Society

Las Vegas, NV

Hours: 12 Category 1A (anticipated)

Contact:  Kenneth E. Webster, EdD
717/581-9069

June 14-18

Basic Course

The Cranial Academy

Founders Inn

Virginia Beach, VA

Hours: 40 Category 1A (anticipated)

Contact:  The Cranial Academy
317 594-0411

June 19-22

Annual Conference

The Cranial Academy

Founders Inn

Virginia Beach, VA

Hours: 40 Category 1A (anticipated)

Contact:  The Cranial Academy
317/594-0411

October 10-13

Research Symposium/SCTF

Continuing Studies Program

Indian Lakes Resort

Bloomingdale, IL

The Cranial Academy

Contact: ~ The Cranial Academy
317/594-0411

www.une.edu

Clinical
Specialist

Department of Osteopathic
Manipulative Medicine

The University of New England Col-
lege of Osteopathic Medicine
(UNECOM) invites applications for
Clinical Specialist in Osteopathic
Manipulative Medicine. Tﬁs individ-
ual will also hold the appointment of
Assistant Clinical Professor the
Department of Osteopathic Manipu-
lative Medicine. This position is 85%
dlinical time fulfilling the obligations
associated with patient care, dlinical
instruction and supervision of med-
ical students and residents, and 15%
time associated with UNECOM cur-
riculum related duties. This is a non-
tenure track, clinical position.

The successful applicant will: Have a
D.O. degree and proficiency in osteo-
pathic manipulative medicine. Board
Certification or eligibility by the AOB-
NMM or AOBSPOMM is preferred.

Review of applications will begin Jan-
uary 2003 and continue until the posi-
tion is filled. Applications should
indude a curriculum vita, names and
addresses of 3 references and a per-
sonal statement describing interest in,
and qualifications for this position.
Salary for this position will be com-
mensurate with experience and quali-
fications. To inquire further about the
position, please contact: Peggy Gray,
Human Resources, University of
New England, 11 Hills Beach Road,
Biddeford, ME 04005. Email:

pgray@une.edu

Please visit our website at:

www.une.edu
R e i

"

LIniversitf

NEWENGLAND
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The Sutherland Cranial Teaching Foundation, Inc.
(SCTF) was established in 1953 by William G. Sutherland,
DO and senior members of his teaching faculty. A not-
for-profit organization, the foundation was conceived by
Doctor Sutherland as a way of providing continuity for
his teaching. Doctor Sutherland was the first president of
the SCTE. Since his death in 1954, subsequent presidents
(deceased) were Howard A. Lippincott, DO, Rollin E.
Becker, DO, and John H. Harakal, DO, FAAO. Michael
P. Burruano, DO has served as president since 1993. The
charter of the SCTF calls for dedication to educational
activities. It specifically states its objective as “using its
resources to establish the principles of osteopathy in the
cranial field as conceived and developed by William Gar-
ner Sutherland, to disseminate a general knowledge of
these principles and the therapeutic indication for this
approach to treatment, to encourage and assist physicians
in osteopathy, and to stimulate continued study and greater
proficiency on the part of those practicing osteopathy in
the cranial field.” In anticipation of the 50% Anniversary
year of the Sutherland Cranial Teaching Foundation, a
Research Symposium is being planned. This event will
be held from Friday, October 17, 2003 through Monday,
October 20, 2003 at Indian Lakes Resort in suburban Chi-
cago. Joint sponsorship is being provided by the Cranial
Academy, an affiliate of the American Academy of Oste-
opathy, and the SCTE. The program is intended to pro-
vide a combination research symposium and an abbrevi-
ated SCTF continuing studies program. Michael P. Burruano,
DO will oversee the SCTF continuing studies portion of this
program, and I will be responsible for the research portion.
As a contribution to the significance of the anniversary year,
this and subsequent issues of The AAO Journal in 2003 will
feature archival and contemporary papers concerned with
the progression of Doctor Sutherland’s thought.

In 1954, the Journal of the Osteopathic Cranial Asso-
ciation stated that the purpose of the organization was to:
1. “establish a foundation for the growth of Cranial Oste-

opathy as conceived and developed by Dr. William G.

Sutherland.

2. “disseminate a general knowledge of the philosophy of,
and the therapeutic indications for Cranial Osteopathy.
3. “establish standards for adequate training in Cranial

Fifty Years

Osteopathy according to the principles as conceived and
developed by Dr. Sutherland.

4. “encourage osteopathic physicians to become ad-
equately trained in the principles and practice of Cra-
nial Osteopathy.

5. “stimulate continued study and greater proficiency on
the part of those practicing Cranial Osteopathy.”

Note: Rachel H. Woods, DO was serving as president
of the Osteopathic Cranial Academy (OCA) at that time.
The organization was an affiliate of the Academy of Ap-
plied Osteopathy. The OCA Journal was an annual publi-
cation. The table of contents of the 1954 volume included:
e President Rachel Woods’ Letter
e Embryology and Physiology of Fascia: G. E. Snyder,

PhD.

e Fascia in the Writings of AT Still: H.I. Magoun, A.B.,

DO.

e Malalignment of the Sternum and Fascial Strain: Sam

Hitch, DO.

° Glenard’s Syndrome and the Sutherland Fulcrum:

Rollin E. Becker, DO.

e A Pep Talk on Osteopathy: Paul E. Kimberly, DO.

 Orthoptics and Osteopathy: Paul W. Thielking, OD.

e Cranial Thinking and Meniere’s Disease: Howard A.
Lippincott, DO.

e Migraine and Its Treatment: O.R. Attebery, DO.

e Bulbs: H.G. Grainger, DO.

 Dental Pathology in the Light of Cranial Osteopathy:
H. I. Magoun, A.B., DO.

%7/00‘( 6( #/A.J\ dGJ FRARO

Author’s Correction:

At the end of the article “Digging On: Some thoughts on
the integration of Russellian Cosmology and Osteopathy” by
Paula D. Scariati, DO, MPH, please note the change in address
for correspondence:

Paula D. Scariati, DO, MPH
2265 Craft Drive
Blacksburg, VA 24060
Phone: 540/443-9106
E-mail: scariati@ewcom.org
The AAO Journal, Volume 12, No. 3, Fall 2002, pp 31-37
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Ward, RC. Social Capital and

Osteopathic Medicine in Transition.

Well known to members of the American Academy
of Osteopathy and respected throughout the osteopathic
profession, Doctor Ward presented the 2002 Scort
Memorial Lecture. A Professor Emeritus, Michigan
State University, he discusses the relational glue that
holds groups and societies together. His particular focus
in this presentation is the distinction between corporate
and commercial American osteopathy and institutionally
organized osteopathic medicine.

Nelson, KE.

The Primary Respiratory Mechanism.

Doctor Nelson presents a review of the Cranial
Rhythmic Impulse and the Primary Respiratory Mecha-
nism with respect to the Traube-Hering-Mayer oscilla-
tion and associated physiology and biochemistry.

Regular Features

Dig On. The 46™ Annual AOA Research Conference,
2002 provides the material for this issue. Four abstracts
are summarized which address various aspects of
osteopathic cranial research. Topics studied include the
effects of CV-4 on muscle sympOathetic nerve activity,
cranial rhythmic impulse, effect of OMT on recurrent
otitis media and effects of cranial manipulation on
visual function.

From the Archives. In keeping with the theme of
this issue, we refer to the pioneering work of William G.
Sutherland, DO, developer of the principles of Osteopa-
thy in the Cranial Field. Recognized as an astute
student of Andrew Taylor Still, the work of Doctor
Sutherland continues to provide the foundation for
practice utilized by osteopathic physicians throughout
the world. It is appropriate to reprint in full his 1944
Untitled Talk. The reader will have the opportunity to
follow this original thinker in great depth as he dis-
cusses the Primary Respiratory Mechanism.

Elsewhere in Print. The problem of unilateral low
back pain provides daily challenge to the knowledge
and skill of osteopathic practitioners. Michael T.
Cibulka, PT notes that numerous descriptions of

sacroiliac joint movement and dysfunction are also
problematic for physiotherapists trying to understand
the the sacroiliac joint. Osteopathic authors cited are
Mitchell and Beal. Michael P. Zumpano, PhD and co-
authors provide another perspective on the soft-tissue
bridge between the Rectus Capitis Posterior and the
Posterior Atlanto-occipital Membrane. Osteopathic
authors cited are Greenman and Rechtien.

Three Books on One CD

Trilogy of Osteopathic Archives

Osteopathic Mechanics
by Edythe F. Ashmore, DO

Applied Anatomy of the Lymphatics
by F. P. Millard, DO

Intra-Pelvic Technic
by Percy H. Woodall, MD, DO

ONLY $19.95

to order, call:

Kelli Bowersox, Receptionist/Secretary
American Academy of Osteopathy
Phone: 317/879-1881
E-mail:
kbowersox @academyofosteopathy.org

Item No.: WPCD03

AAO accepts checks/money orders
Visa or MasterCard
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Over 9,000 pages
of osteopathic literature

CD-ROM version
of AAO Yearbooks
1937-1998

CD-ROM will be
full-text searchable,
enabling the user to find
articles by title, author,
and key word.

An attractive resource
for researchers,
physicians-in-training,
and to AAO members
who do not currently
have a full set
of AAO Yearbooks.

$149.95

to order, call:

Kelli Bowersox,
Receptionist/Secretary
American Academy

of Osteopathy
Phone: 317/879-1881
E-mail:
kbowersox
@academyofosteopathy.org

AAQ accepts checks/
money orders
Visa or MasterCard

440 2003 CIME (alendar

For information, contact

American Academy of Osteopathy, Phone: 317/879-1881
Visit AAO’s Web site at: www.academyofosteopathy.org

January 16-19

Manual Medicine/Manipulation for
Physicians: Lower Back, Pelvis and
Lower Extremities

in San Antonio, TX

February 6-9

Diagnosis and Treatment of Low
Back Pain and Introduction to
Prolotherapy in Santa Rosa, CA

March 17-19

Visceral Manipulation: Manual
Thermal Diagnosis

in Ottawa, Ontario, Canada

March 19-23

2003 Annual Convocation:
Education and Research:

The Backbone of Osteopathy

in Ottawa, Ontario, Canada

April 26-27
Dr. Fulford’s Basic Percussion
in Chicago, IL

May 2-4
Prolotherapy: Above the Diaphragm
in Biddeford, ME

June 27-29
Manual Medicine/Manipulation for
Physicians: Upper Back, Neck and

Upper Extremities
in Chicago, IL

July 18-20

OMT for Common Organic and
Clinical Problems

in East Lansing, MI

August 21-24

13th Annual OMT Update “Appli-
cation of Osteopathic Concepts in
Clinical Medicine plus Preparation
for Certifying boards”

at Walt Disney World

in Buena Vista, FL

September 19-21

Unlocking the Cranial Sutures I:
Development and Release

in San Francisco, CA

October 11

One-Day Pre-AOA Convention
Workshop: OMT in Geriatrics
in New Orleans, LA

October 12-16
AAO Program at AOA Convention
in New Orleans, LA

November 7-9
Prolotherapy: Below the Diaphragm
in Biddeford, ME

December 5-7
Visceral Manipulation: Urogenital
in Fort Lauderdale, FL

PRACTICE FOR SALE

Very successful, established OMT practice for sale
in northern California. One hour north of San Francisco.

For more information, contact: AAQ, Box #: 121802
3500 DePauw Blvd, Suite 1080, Indianapolis, IN 46268
Call: (317) 879-1881 or Fax: (317) 879-0563
E-mail: dfinley @academyofosteopathy.org
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Anthony G. Chila, DO, FAAO

Recent Research

Inregard to Osteopathy in the Cra-
nial Field, the 46" Annual AOA Re-
search Conference, 2002, gave evi-
dence that a number of investigators
are pursuing aspects of that model.
The following abstracts are cited from
JAOA, Vol 102, No 8, August 2002:

1. THE EFFECTS OF CRANIO-
SACRAL CV-4 ON MUSCLE
SYMPATHETIC NERVE AC-
TIVITY: Cutler MJ, Stupski BA,
Gamber RG, Smith ML. 437

In this study, 6 subjects partici-
pated in each of three trials of ran-
domized order which included CV-4
trial, sham and control. Heart rate,
mean arterial pressure and muscle
sympathetic nerve activity were mea-
sured continuously during each trial.
Directly measured efferent mSNA
was obtained using standard
microneurographic technique at the
fibular nerve. The authors concluded
that a modest decrease in mSNA is
associated with the CV-4 induced
“still point”.

2. UNDERSTANDING THE CRA-
NIAL RHYTHMIC IMPULSE:
Lenahan BJ, Nelson KE,
Sergueef N, Glonek T. 438

The investigators hypothesize that
the Traube-Hering-Mayer oscillation,
measured by laser-Doppler blood
flowmetry, is useful in aiding the un-
derstanding of the basic physiology
of osteopathy in the cranial field.

Forty-four subjects were evaluated. It
was determined that flowmetry pro-
vides frequency and signal power
data, the interpretation of which is
consistent with concepts of Cranial
Rhythmic Impulse (CRI) potency,
fast and slow tides, and still points.

3. EFFECT OF OSTEOPATHIC
MANIPULATIVE TREAT-
MENT (OMT) ON RECUR-
RENT ACUTE OTITIS MEDIA
IN CHILDREN: Mills MYV,
Henley CE, Barnes LLB,
Carreiro JE, Degenhardt BF,
Worden K. 441

This multicenter study utilized a
prospective blinded non-placebo con-
trolled study design. Fifty-seven sub-
jects, 3 months to 6.5 years of age
were randomized and completed the
study. Each subject served as its own
control. The “OMT” group received
routine medical care and OMT. The
“non-OMT” group received routine
medical care. After a one-month
washout period, the OMT group
showed fewer surgical interventions,
fewer average monthly episodes of
AOM, and fewer average monthly
antibiotics prescribed.

4. THE EFFECTS OF CRANIAL
MANIPULATTON ON VISUAL
FUNCTION-A PILOT STUDY:
Greenblatt J, Sandhouse M,
Shechtman D, Sorkin R
Matterson M, Hardigan P, Snyder
A, Shallo-Hoffman A. 448

This study was a double-blind ran-
domized trial. Thirty subjects were
given optometric examinations,
evaluated for cranial asymmetry and
randomly assigned to treatment or
control groups. The treatment group
was given treatment to correct iden-
tified dysfunction, while light pres-
sure without treatment was adminis-
tered to the control group. Subjects
were then reassessed for the presence
of cranial dysfunction and subse-
quently receive repeat optometric ex-
amination. Results suggested that vi-
sual function can be altered follow-
ing cranial treatment and that cranial
treatment can be useful in certain ocu-
lar conditions.

Are you interested
in becoming board certified
in Neuromusculoskeletal
Medicine and OMM?

Practice Track Closes
December 31, 2005.

Application Deadline
for the November 2003
Exam is May 1, 2003.

Contact:

Dee Kieffaber
AOBNMM coordinating secretary
for more information!

(317) 879-1881
E-mail:
dkk @academyofosteopathy.org
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Diagnosis and Treatment of Low Back
Pain and Introduction to Prolotherapy

John C. Glover, DO, Program Chair

The program anticipates being approved for 22 hours of AOA
Category 1-A CME credit pending approval by the AOA
CCME.

Course DEescriprion: LEVEL IT

The course will focus on the mechanical causes of low back
pain. Differential diagnosis will be discussed and several dif-
ferent models of evaluation will be presented. The physiologi-
cal basis, indications and contraindications, evaluation, and
treatment utilizing different manipulative models will be pre-
sented. The participants will be introduced to the concept of
ligament laxity and tendon instability and treatment with pro-
lotherapy.

LEARNING OBJECTIVES:

At the end of each session, participants should:

e Differentiate the different causes of low back pain (mechanical,
nerve root & disk, spinal & systemic pathology)

e Choose the appropriate manipulative model for the patient and
the problem on the basis of indications and contraindications.

e Differentiate the different manipulative models on the basis of
physiological mechanisms

e Understand the physiological basis, mechanisms of action, and
indications/contraindications of prolotherapy

e Utilize a palpatory screen to evaluate ligamentous laxity

e Utilize a postural/structural model of evaluation to determine
the use of osteopathic manipulative treatment

e Practice treatment of findings using multiple models (balanced
ligamentous tension, counterstrain, facilitated positional
release, Still technique, etc.)

e Observe/practice selected injection techniques used for
treatment of low back pain of ligamentous origin

° Evaluate the lumbar spine, pelvis and lower extremity for
sources of low back pain

e Understand the role of the viscera in low back pain

e Discuss issues relating to coding and billing

Course LocATION AND HOTEL INFORMATION:
Hilton Hotel, Sonoma County

3555 Round Barn Boulevard

Santa Rosa, CA 95403

Reservation Telephone: 707/523-7555

Room Rate: $109.00

Reservation Cut-off Date: January 7, 2003

Santa Rosa, California
February 6-9, 2003

ProGRAM TIME TABLE:

Thursday, February 6 ..........ccoevevereennne... 5:00 pm — 10:00 pm

Friday, February 7 .......ccoooeevvvieiieeieenee, 7:00 am — 1:30 pm

Saturday, February 8 ........ccccccoveeivieieriiennnen, 7:00 am — 1:30 pm

Sunday, February 9 ..........ccccoovvveeviiniinenn. 7:00 am — 1:30 pm
(each day includes (2) 15 minute breaks)

Afternoons are open
to experience wine-tasting at local vineyards

REGISTRATION FORM
Diagnosis and Treatment
of Low Back Pain & Intro to Prolotherapy
February 6-9, 2003

Nickname for Badge
Street Address

I
I
I
I
I
| Full Name
I
I
I
I

| City
| office phone #
| E-mail:

AOA #

State Zip
Fax #:

College/Yr Graduated

I

: (AAO makes every attempt to provide meals that will
I meet participant’s needs. However, we cannot guarantee
I

I

I

to satisfy all requests.)

REGISTRATION RATES
ON oR BEFoRE 1/6/03 ArtER 1/6/03

| AAO Member $630 $730
| Intern/Resident/Student $530 $630
| AAO Non-Member $1,000 $1,100

[ (Non-members — see membership application on page 14)

: AAOQ accepts Visa or Mastercard

I Credit Card #
I Cardholder’s Name

| Date of Expiration

I Signature

I
I
I
I
I
I
I
I
I
I
I
I
I
I
.
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From the rnchives

Untitled Talk

Contributions of Thought, Sutherland Cranial Teaching Foundation
1967, pages 101-115, William Garner Sutherland, DO

This talk was given without notes during a course of instruction at the Des Moines Still College of Oste-
opathy and Surgery in 1944. The talk was transcribed from either shorthand notes or a recording. A mounted
disarticulated skull, separate cranial bones and many anatomical charts were on display as was customary
in Dr. Sutherland’s courses of instruction in cranial osteopathy. These and the actual demonstration of tech-
nics are frequently referred to in the talk.

At the time of my talks before
the Academy of Applied Osteopa-
thy meeting in Chicago, a mem-
ber of the profession put two
questions to me: “Is the cranial
concept a religious one”? and
“Where did you find the bug to
think out this stuff”?

While meditating on a prom-
ise to write an autobiography, that
it seems there will never be time
to fulfill, I have wondered if 1
might devote the opening chap-
ter to a consideration of these two
questions. My answers at the time
were as follows:

If the recognition by Dr. Andrew
Taylor Still of God as creator of the
human body is religious then the sci-
ence of osteopathy, in concept, is re-
ligious. If the science of osteopathy
is religious then the cranial concept
in osteopathy is religious. The science
of osteopathy is a specialty and those
who practice that specialty are spe-
cialists. The cranial concept itself is
not a specialty. It is osteopathy and
the credit belongs to Doctor Still.

The concept of the science of os-
teopathy came during a sad period in
Dr. Still’s life when he had lost mem-
bers of his immediate family. The
experience was related to his loss of
faith in orthodox medical methods.
The new concept came at an hour

“To the dreamer who can work and

to the worker who can dream,
life surrenders all things.”

That might be modified to read,

“To the dreamer who will dig and

to the digger who can dream,
the science of osteopathy

provides possibilities superior
to all other therapeutic methods.”

when a sincere prayer went up to his
Maker for guidance. Dr. Still studied
the living human body in great detail
and developed a knowledge of its
anatomical-physiological mecha-
nisms that became the keynote of his
phenomenal skill in diagnosis and
technique. In all of his lectures and
talks he never neglected to refer to
his Maker, the Maker of the human
body.

Where did I find “the bug” to think
out this “cranial stuff?” Some forty-
six years ago, while a student at the
American School of Osteopathy in
Kirksville, Missouri, my attention
was drawn to the bones of a disar-
ticulated skull that Dr. Still had on
display among other anatomical

specimens. This thought came,
like a bolt from the blue: “Bev-
eled like the gills of a fish; indi-
cating articular mobility for a res-
piratory mechanism.” Because of
my doubt of the possibility of such
mobility that guiding thought be-
came a compelling whip stimulat-
ing me to dig and find out. It be-
came “the bug” in my system.

In my study of the intricate ar-
ticular surfaces on the cranial
bones, I found that every detail on
those articular surfaces indicated
mobility for a respiratory mecha-
nism. In the continued study, I
eventually began experiments on my
own skull even to the point of creat-
ing cranial lesions for the study of
their effects. Some of these effects
were quite serious, but they helped
to show the way.

Someone has said, “To the dreamer
who can work and to the worker who
can dream, life surrenders all things.
“That might be modified to read, “To
the dreamer who will dig and to the
digger who can dream, the science of
osteopathy provides possibilities supe-
rior to all other therapeutic methods.

You already know from Dr.
Kimberly’s lectures covering the
anatomy of this region that you are
going to have many dreams and that
there is reason for meeting with oth-
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ers in monthly study groups to dig
into this subject further. Remember
that Dr. Still said in reference to os-
teopathy, “We merely have a grip on
the tail of the squirrel in the hole of
the tree. “Much of the osteopathic
squirrel is still within “the hole of the
tree.” The cranial concept is but a
portion of the whole. There are un-
dreamed possibilities in the science
of osteopathy as conceived by Dr.
Still. Each dream may initiate the
working out of a hypothesis. Itis nec-
essary to have a beginning.

We learn of the creation of man
that, “The Breath of Life,” not the
breath of air, “was breathed into the
nasals of a form of clay and man be-
came a living soul.” I consider the
breath of air as one of the material
elements utilized by man in his walk
about here on earth. The human brain
is a motor; the Breath of Life is a spark
of ignition to the motor, something that
is not material, that we cannot see.

In my hypothesis, I have described
what we call the primary respiratory
mechanism. This mechanism in-
cludes the brain, the cerebrospinal
fluid, the intracranial membranes and
the articular mobility of the cranial
bones; and also the spinal cord, the
intraspinal membranes, the same
cerebrospinal fluid and the involun-
tary mobility of the sacrum between
the ilia. Critics have pointed out to
me that there are no muscles attached
to the sacrum and the ilia to provide
for articular mobility between them.
Yet mobility between them has been
demonstrated. It has also been pointed
out that there are no muscles attached
from bone to bone in the cranial struc-
ture to provide articular motion be-
tween them. It is therefore apparent
that the mobility of the sacrum be-
tween the ilia and the mobility be-
tween the cranial bones is not pro-
vided by muscular agencies. It is not
the voluntary articular mobility that
is motivated by muscular action. The

mobility of the cranial mechanism
and also the mobility of the sacrum
between the ilia is an involuntary
movement and the whole functions
as a unit during the periods of respi-
ration. The mechanical interpretation
of the design of the articular surfaces
of the cranial bones, such as the bev-
eled articular surfaces, indicates mo-
bility related to a respiratory mecha-
nism. This does not refer to the respi-
ratory mechanism concerned with the
breath of air. As all the physiologic
centers of the human body, including
the respiratory center, are located in
the floor of the fourth ventricle, a pri-
mary respiratory mechanism that in-
cludes all the elements already named

The cranial concept
is but a portion
of the whole.

There are undreamed
possibilities in the science
of osteopathy as conceived

by Dr. Still.
Each dream may initiate
the working out
of a hypothesis.
It is necessary
to have a beginning.

would be primary to thoracic respira-
tion through the center of respiration.
As a beginning in the study of the
primary respiratory mechanism, con-
sider a cast of the ventricles of the
brain and spinal cord. Notice its bird-
like form. Here we have the body of
the bird and the cerebral aqueduct
with the fourth ventricle and the cen-
tral canal of the spinal cord resemble
the tail of the bird. Notice, where
these lateral ventricles are attached.
They are located, as one would find
the wings of a bird attached, at the
superior anterior border of the third

*Hilton, John. Rest and Pain. 1863. new and revised edition. 1950. p. 24. J. B. Lippincott Co. Philadelphia

ventricle. Thus we can use the lateral
ventricles as an illustration of the
wings of the bird that flies. We will
take this cerebral hemisphere and put
it around that lateral ventricle in its
normal position. This develops the
wings of the bird. Now, put the breath
of Life in there with the spark that
ignites the motor and visualize the
convolutions of the hemisphere ex-
panding. What does the bird do when
it flies? The wings move outward
posteriorly during the inhalation pe-
riod of respiration. Now watch the
third ventricle. See the third ventricle
dilating in a V-shape manner. Note
that the floor of the ventricle moves
upward and that the roof stretches out.

What is attached on the floor of the
third ventricle? The infundibulum,
which runs down to the little pituitary
body riding in the sella turcica, or the
saddle. The body is not riding freely
in the saddle, but is strapped down
into the sella turcica by dural mem-
brane. The infundibulum draws that
little body upward at the posterior
area of the sphenoid during inspira-
tion. Consequently the anterior end
of the sphenoid goes downward. The
brain does not require muscular agen-
cies for the movement of its structure
within the cranium. It lifts the little
pituitary body upward and tips the
sphenoid into a nosedive during the
period of inhalation. What happens
during the exhalation period? Birds
fly, light on trees and fold their wings
down. The upper area of the third
ventricle where the wings are at-
tached moves inward, the roof of the
third ventricle crowds together, the
floor drops down and the little pitu-
itary body drops downward while the
anterior end of the sphenoid elevates.

Hilton stated in Rest and Pain*,
“. .. the central parts of the base of
the brain . . . rest upon this collection
of cerebrospinal fluid which forms for
ita most beautiful, efficient and per-
fectly adapted water-bed;” To this
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I add, not only rests, but rocks its
cranial articular cradle. There are
two “water-beds,” the cisterna
interpeduncularis and the cisterna
magna.

In the study of the spinal column
you learned that the ligaments hold
the vertebrae together and allow a
range of mobility. You might call
them check ligaments or reciprocal
tension ligaments. Direct your attention
to the reciprocal tension membrane
here in the cranium, the falx cerebri and
the tentorium cerebelli. I have told you
that the membrane continues down
the spinal column, hanging like a hol-
low tube, with firm attachment only
at its upper area around the foramen
magnum and one or two of the upper
cervical vertebrae and at its lower area
to the sacrum. Here, in the falx cerebri
and the tentorium cerebelli, we have
the reciprocal tension membrane be-
tween poles of articular attachment
in the cranial mechanism. As the
sphenoid is lifted during inhalation
the reciprocal tension membrane lifts
the petrous portions of the temporal
bones into external rotation from the
median line. At the same time we see
the foramen magnum move forward
lifting the intraspinal membranes and
drawing the sacrum posteriorly be-
tween the ilia. During exhalation the
reciprocal tension membrane moves
the opposite way; the posterior part
of the sphenoid drops down, the pe-
trous portions rotate internally and the
intraspinal membrane drops the
sacrum anteriorly between the ilia.

Beneath the dural membrane we
have the arachnoid membrane be-
neath which the cerebrospinal fluid
fluctuates within the brain, around the
brain, around the spinal cord, like a
hydraulic brake mechanism in an au-
tomobile. It has an intracranial force.
The emergency brake system in an
automobile can really stop the car.
The cerebrospinal fluid is not only an
hydraulic mechanism but also has
chemicals within it similar to those

found in arterial blood plus something
else - elements of which more may
be known in the future. The arterial
stream may be supreme but the cere-
brospinal fluid is in command.

Out on the battlefields today ter-
rific explosions are creating heavy
vibrations. In many instances these
affect the membranes of people in the
environment locking them down over
the little cerebral lakes of cerebrospi-
nal fluid. We will be meeting this ef-
fect in our practices of the future.

The Breath of Life,
not the breath of air,
was still present. It was the
spark that ignited the motor.
I merely “cranked the
starter mechanism”
of material respiration.

These cases will have the same
problem as one I will cite that arose
from a combination of toxic and
physical causes. The instance oc-
curred on the shore of Lake Erie
where there is a long stretch of shal-
low water. The man had been imbib-
ing moonshine liquor of poor qual-
ity, for it was in the days of prohibi-
tion. He had waded out into the wa-
ter and was suddenly taken with a
meningeal shock where the depth was
hardly above his knees. His compan-
ion carried him back to shore where
they worked over him with methods
of respiratory resuscitation even
though there was no water in his
lungs.

I was a guest in a nearby cottage
and we hastened to the scene upon
hearing the commotion. The man was
blue and stiff as a cadaver with no
sign of respiration. He appeared to be
dead. I grasped his temporal bones
and threw them into external rotation.
A warm sensation appeared and res-
piration began. I released my grasp

and respiration ceased. Bystanders
called out, “Why doesn’t someone
send for a doctor? “ I repeated the
technic and the same warm sensation
resulted as respiration returned. The
man turned his head and spoke to his
sister. The Breath of Life, not the
breath of air, was still present. It was
the spark that ignited the motor. I
merely “cranked the starter mecha-
nism” of material respiration.

The ventricles are expanding dur-
ing inhalation. Visualize that body of
cerebrospinal fluid fluctuating
through the fourth ventricle during
inhalation as well as through the third
and the two lateral ventricles. The
ventricles dilate during this period.
During exhalation the ventricles con-
tract and the fluid fluctuates in the
opposiie direction, fluctuating also
around the brain and the spinal cord.
It is a hydraulic mechanism, which
we utilize with respiration in the re-
duction of cranial lesions.

We have an articular mobility in
the cranial base, which is formed by
bones that ossified in cartilage. This
is the cranial bowl and mobility
would be impossible here without
some compensation in the vault
whose bones are formed and ossify
in membrane. This compensation is
achieved by two features. One is the
provision for sutural movement indi-
cated in the serrated design of the ar-
ticulations between the bones that
form the cranial vault. The other is
the flexibility throughout the struc-
tural portions of these bones that form
in membrane. The diploe has two
walls. The inner wall is smooth and the
outer is rough. There is fluid between
the two walls. Thus, to repeat, the bones
that are formed in membrane provide
compensation to articular mobility be-
tween the bones of the cranial base that
are formed in cartilage.

Here we have a schematic sketch
designed to clarify the movement of
the sphenoid and occiput. The sphe-
noid, including the sella turcica, is
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shown as a wheel with spokes. As the
sphenoid circumducts, or revolves,
the various locations on the wheel
move as suggested by the spokes. The
movement of the sphenoid is not a
backward, nor a forward movement.
The occiput, too turns like a wheel.
The two wheels turn at the same time.
During inhalation the sphenoid wheel
turns anteriorly and the occiput pos-
teriorly. Thus you see the sella tur-
cica and the anterior end of the basi-
lar process of the occiput both mov-
ing upward. During exhalation just
the opposite occurs. The sphenoid
bone turns posteriorly and the occiput
anteriorly. Thus the sella turcica drops
downward, the basilar process drops
downward and the jugular foramen
and the foramen magnum turn with
the wheel, as represented by the
spokes.

The junction of the sphenoid and
the basilar process of the occiput is
an arch. It is somewhat like one of
those bridges on the Chicago River
that opens up and closes down, both
sides together. Although it moves
downward it remains an arch as it
lowers. This is an important point in
visualization when it comes to cra-
nial technic. This junction has been
likened to a symphysis. It is most
important as an area in the cranial
mechanism, an area which you can-
not feel directly but which you must
visualize. It is like the area of the ver-
tebral bodies in that you cannot pal-
pate the body of a vertebra but you
have the mental picture. Your sense
of touch observes the transverse pro-
cesses and that observation tells you
of the position of the body. You can
learn to tell the position at the junc-
tion between the body of the sphe-
noid and the basilar process of the
occiput by the sense of touch. This is
not difficult although it may seem so
to you right now.

Now we come to the study of the
two temporal bones as they join in the
movement of the cranial base. First

we consider their form and location
between the sphenoid and occiput and
then we note what the study of their
articular surfaces tells us about the
mechanics of their motion as the
sphenoid and occiput circumduct into
flexion and extension at the sphe-
nobasilar symphysis. This mental pic-
ture will give us the understanding of
the normal motion going on all the
time in the cranial bowl. From this
mechanical understanding of the nor-
mal we will be able to observe and
interpret the variations and abnor-
malities to be understood when we
meet them in our patients. For we
must have a working diagnosis before
we come to consider lesions of this
area and technics for correcting them.
Two basic motions that occur in the
cranial base other than flexion and ex-
tension are sidebending and torsion.
The temporal bones enter into these
significantly. In fact T sometimes think
of them as mischief-makers.

The temporal bone moves like a
wobbling wheel. If you hold one in
your hand with one finger on the tip
of the petrous portion and another at
the base of the mastoid process and
then contact the zygomatic process
with the other hand you will observe
that when you pull down on the zy-
gomatic process the petrous portion
rotates externally, that is, away from
the medial line. As I lift up on the
zygomatic process you see that the
petrous portion rotates internally to-
ward the medial line. Now you note
that the petrous portions are located
on a diagonal that points forward into
the head. Place them into the cranial
base between the occiput and the
sphenoid and fit the grooves on them
to the tongues on the sides of the basi-
lar process of the occiput and you
have the picture for motion. When the
sphenoid and occiput move into flex-
ion during the inhalation period the
petrous portions rotate externally.
When the sphenoid and occiput turn
into extension the petrous portions

rotate internally.

When the petrous portion of a tem-
poral bone rotates externally this
mastoid portion moves outward and
this mastoid process moves inward.
That is, in external rotation of the
petrous portion we find the mastoid
portion more prominent on the out-
side of the skull and the mastoid pro-
cess less prominent. When the petrous
portion rotates internally it is the other
way around. Then the process moves
outward and the portion inward. Thus
we have evidence on the outside of
the skull of the comparative rotations
of the petrous portions on the inside
of the skull. This evidence can be
palpated and used in the construction
of a mental picture of the positions in
the sphenobasilar area. Because of the
tongue and groove articulations be-
tween the basilar process of the oc-
ciput and the petrous portions of the
temporal bones, the relation between
them is direct. From the evidence on
the outside as to the rotation of the
petrous portions, we can interpret the
position of the basilar process of the
occiput. The mechanism of the move-
ment between the occiput and the
temporal bones is quite intricate and
needs detailed study. In some degree
the temporal bones move with the
occiput because they are carried by it
on the jugular processes. The strange
part lies in realizing that when the
basilar process, as a spoke on the oc-
cipital wheel, turns, the petrous por-
tion of the temporal turns along with
it. Yet, at the same time there is a
motion between the two bones that
resembles the motion between a fruit
jar and its cap.

The circumduction of the occiput
not only turns the basilar process but
also the foramen magnum and the
jugular processes. We view the jugu-
lar processes as a combined pivot and
fulcrum process, an arrangement on
which the petrous portion is fixed.
Thus, if the basilar process moves the
pivot moves along with it, yet that
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pivot allows the tip of the petrous
portion to move forward and the
lower area of the mastoid portion to
turn backward. This occurs in inha-
lation or flexion at the sphenobasilar
symphysis. As the basilar process
turns backward during exhalation the
pivot moves along with it and the tip
of the petrous portion moves back-
ward as the lower area of the mastoid
portion turns forward. As with the
fruit jar and its cap, when you turn
the jar in one direction and the cap in
the other, while the pivot and the pe-
trous portion move forward the basi-
lar process moves in one direction and
the petrous portion in the opposite.
You can now see why we have that
concavity right back of the jugular
processes and the pivot, and why the
lower area of the mastoid portion is
convex.

During inhalation the anterior end
of the sphenoid makes a nosedive,
that is, moves down as the area of the
sella turcica moves up. What happens
at the sphenosquamous articulation?
We find that the upper half of the greater
wing is beveled externally and the up-
per half of the squamous portion of the
temporal bone is beveled internally
and then at a niche at about the in-
fratemporal line the beveling changes
so that the lower half of the greater
wing is beveled internally and the
lower half of the temporal is exter-
nally beveled. In the early days of my
explorations, I was able to disarticu-
late the temporal bone from a skull
that I owned, by prying it apart with
a small blade of a penknife. Because
of my mental picture of this mecha-
nism I knew how to take it apart. If
you will place the fingers of one hand
beneath the mastoid process and
spring in on the greater wing of the
sphenoid with the other hand, or bet-
ter with another finger of the same
hand, you will feel the action that this
sphenosquamous design permits. It is
not difficult.

To feel the intricate movement be-

tween the occiput and the temporal
bones first feel along the occipitomas-
toid suture and locate each bone. In
getting acquainted with the area use
light palpation and locate the groove
on the undersurface medial to the
mastoid process, then feel the pulse
of the occipital artery. The articula-
tion is medial to this. Draw your fin-
gers along it at the same degree of
palpation. You can detect the move-
ment like the fruit jar and its cap of
which I spoke. The movement is
somewhat like a crease in a piece of
cardboard. It moves outward and in-
ward. Do not press in and obstruct the
movement. This is an intricate mecha-
nism and your touch must be very
light in order to sense the movements
and interpret them in making your
diagnosis. You do not do this to fix a
suture. You feel it.

When you have the feeling it is
necessary to visualize the mechanism
and how it works in order to under-
stand what you feel and learn to know
the difference between the normal
and abnormal from experience. You
have the pivot going forward and the
petrous going along with it during in-
halation and yet the petrous is turn-
ing in the opposite direction at the
same time. You have the pivot and
fulcrum moving backward in exha-
lation and yet the temporal bone is
turning in the opposite direction. As
you study this mechanism you will
find that this is a lateral and inferior
area. But when you examine this
pivot it is more of a superior articular
surface. A little turning point that means
a lot in that mechanism. The pivot
moves forward and the temporal bone
turns on the lateral surface. That pic-
ture must be in mind when you come
to a lesion. You are twisting it in the
concave and convex surface.

What is a cranial lesion? Suppose
we use flexion as an example. If the
sphenobasilar symphysis had moved
a little beyond its normal range of
movement in the direction of flexion

and become fixed in that position
there would be lack of mobility that
would prevent the movement in the
direction of extension. For diagnosis
you would have all the appearances
that go with the flexion position and
when you tested for motion you
would find that the area could move
in the direction of flexion but not in
the direction of extension. So you
would call it a flexion lesion. The
opposite would be the case with an
extension lesion. We will also discuss
sidebending and torsion lesions of the
sphenobasilar area. Thus for diagno-
sis and technic we will have these four
sphenobasilar patterns to work with.
There are these factors to think about:
the mechanics of movement that the
anatomical design of the articular sur-
faces permits; what each of the four
patterns looks like and feels like on
the outside of the head; how to test
for motion in making a working di-
agnosis and how to use that diagno-
sis in applying a technic that will cor-
rect the lesion in the easiest and most
successful way.

What happens in flexion of the cra-
nial base?

We have seen that when the oc-
ciput turns as a wheel the basilar pro-
cess is turned forward and the jugu-
lar process and foramen magnum are
also turned forward. The petrous por-
tions of the temporal bones rotate
externally and we have the mastoid
portions more prominent on the out-
side of the skull and the mastoid pro-
cesses inward. The upper area of the
temporal bones is turned forward and
the area at the parietomastoid articu-
lation is outward.

The sphenoid wheel also turns at
the same time and as the anterior end
goes into its “nosedive” the greater
wings move forward. This movement
carries the eyeballs forward, the angles
of the frontal bones outward and there
is thus a receding at the metopic suture
where the two frontal bones join. We
find that the ethmoid notch in the or-
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bital plate of the frontal is widened pos-
teriorly and the ethmoid bone is moved
backward. The lateral parts of the eth-
moid contain a collection of air cham-
bers and the fragile turbinates curl and
uncurl during inhalation and exhalation
like the leaves of a tree. In the midline
you have the perpendicular plate of
the ethmoid articulating with the eth-
moidal crest on the front of the sphe-
noid body and with the vomer, which
in turn articulates with the body of
the sphenoid at the rostrum. The
vomer runs out over the palatines and
maxillae like a plowshare and with
the perpendicular plate of the eth-
moid makes up the bony part of the
nasal septum.

As the sphenoid circumducts there
is movement between the ethmoid
and the vomer, a little gliding move-
ment. The pterygoid processes hang
down below the body of the sphenoid
and as we follow their movement as
spokes of the wheel we find that they
go downward and backward. They
turn, as you know, in grooves or
tracks on the back of the little pa-
latines. The palatines fit into the max-
illae so that the pterygoid processes
turn the maxillae through them out-
ward and posteriorly, the same as the
angles of the frontal bones are turned.
You will find that the teeth, the upper
incisors, will have a receding move-
ment the same as the frontal bones.
As the greater and lesser wings of the
sphenoid form part of the orbital cavi-
ties and as four of the extrinsic
muscles of each eyeball have their
origin around the optic foramen be-
tween the roots of the lesser wing, the
forward movement of the greater
wings makes for a forward position
of the eyeballs in flexion.

The greater wing of the sphenoid
articulates with the zygomatic bone
in the lateral wall of the orbit. As the
wing comes forward in flexion of the
cranial base it tips the zygomatic bone
outward. As the zygomatic process of
the temporal bone is moved in exter-

nal rotation of the petrous portion it
also aids in external rotation of the
zygomatic. The sphenoid does not as
arule articulate with the maxilla and
neither does the temporal bone, but
they do articulate with the zygomatic,
which in turn articulates with the
maxilla. In the orbital cavity there is
the sphenomaxillary fissure which we
see can provide for a widening and
narrowing of the cavity.

In the flexion type lesion at the
sphenobasilar area we have what we
call a wide type of skull with the wide
orbital cavity and the forward eyeball.
This gives you an observation cue for
diagnosis. You palpate for motion to
confirm your diagnosis through ob-
servation. In the extension type lesion
we have the case where the physi-
ologic motion in the direction of ex-
tension has gone beyond the normal
range at the sphenobasilar symphy-
sis. You may find it in cases of bron-
chitis and asthma. The petrous por-
tions have rotated internally and so
you find the mastoid portions and the
mastoid angles of the parietals to be
medial and the mastoid processes
prominent. The effect is a narrow
shape of the skull. The sphenoid is
backward, the frontal inward and the
ethmoid notch is narrowed posteri-
orly. The maxilla is up and drawn in-
ward and the zygomatic bone has
turned inward thus narrowing and
deepening the orbital cavity. The eye-
ball is receded into the deepened
space. Here you have a factor to con-
sider when thinking about the shape
of the eyeballs as related to near and
distant vision.

You see that patient coming in with
anarrow skull and receding eyeballs.
Observation indicates the sphenobasi-
lar extension type. Palpation tells the
story. Why? Because you have the
anatomical-physiological under-
standing and the ability to apply the
keynote of Dr. Still’s technique,
namely, thinking, feeling, seeing,
knowing fingers. Osteopathy still has

undreamed of possibilities to yield.
It is not a speciality in the sense of
applying to just one region of the
body but it does provide the opportu-
nity, should you wish, to specialize
osteopathically in the treatment of
eyes, ears, nose and throat.

Now to consider the sidebending
type of sphenobasilar lesion. In a
sidebending rotation of the sphe-
nobasilar junction with the convex-
ity to the left, the greater wings of the
sphenoid would be tipped so that the
right wing would be higher than the
left while the sphenobasilar junction
would rotate down on the left. At the
same time the occiput tips upward on
the right and downward on the left
side. The basilar process is included
in this so that it is tipped upward on
its right side and downward on its left
side: on the side, not the end. When-
ever the basilar process tips up on one
side and down on the other side in
this way, the effect on the position of
the petrous portions of the temporal
bones is direct. The petrous portion
on the high side is carried into the
position of internal rotation and the
petrous portion on the low side is car-
ried into the position of external ro-
tation. So, again, the evidence as to
the position of the petrous portion of
the temporal bones tells you about the
position of the basilar process of the
occiput. On the face there will be a
wider orbit and a forward eyeball on
the side of the higher great wing and
anarrower orbit with a receding eye-
ball on the side of the lower great
wing. Thus, with sidebending to the
left the great wing being high on the
right the wider orbit and the forward
eyeball will be on the right.
Sidebending rotation at the sphe-
nobasilar to the right would be just
the opposite.

Here we have what we call a tor-
sion lesion, meaning here a twist at
the sphenobasilar junction. In this
case the greater wing is high on the
right and the basilar process is high
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on the left. You see that the basilar
process is tipped in the opposite di-
rection to the tip of the sphenoid.
Now, whenever the basilar process is
tipped up on its side you will always
find the petrous portion in internal
rotation on that side. In this case the
left petrous portion is in internal ro-
tation. With the greater wing high on
the right we have the wider orbit and
the forward eyeball on the right and
the externally rotated temporal on the
right. On the patient’s left side we
have the narrower orbit with the re-
ceding eyeball and the internally ro-
tated temporal.

Now look at these differences as
they can be seen in the general effect
they make on the contours of the head
as a whole. In the sidebending type
you will see that the side of the head,
from front to back, on the side where
the sphenoid and occiput are high, is
flatter, even concave in some in-
stances, and on the other side it is
longer and fuller, even convex to a
marked degree in some instances.
This can be verified by palpation.
With this picture in mind you then
make your real working diagnosis by
the feel for mobility.

Now you can’t get your feel down
to the area of the sphenobasilar junc-
tion itself but you can grasp the sphe-
noid in front and the occiput in back
and turn each of them gently, care-
fully, so as to get the range of mobil-
ity or possible motion. If you find that
the range of mobility is more in ex-
tension then it is the extension type
of lesion. If you find that the greater
wing moves up farther on the right
and the occiput farther on the left then
it is the torsion type with the greater
wing high on the right. If you find that
the greater wing moves up farther on
the right and the occiput also moves
up farther on the right then you have
the sidebending type with the convex-
ity to the left. With the necessary ana-
tomical-physiological knowledge

your fingers can determine the type
you are dealing with.

In technic we endeavor to follow
Dr. Still’s methods. That is, getting
the point of release with no jerking
and then allowing the natural agen-
cies to return the bones to their nor-
mal relations and positions. What are
the natural agencies? The ligaments,
not the muscles, are the natural agen-
cies for this purpose of correcting the
relations and positions at joints. Dr.
Still’s application of the technic is the
gentle exaggeration of the lesion that
allows the natural agencies to draw
the bones into place. Dr. Still has
taken my hand in his and allowed me
to feel the lesion as it was being ex-
aggerated and then as the natural
agencies pulled the bones back into
place. There is reason for applying
that technic in the cranial mechanism.
The difference between spinal tech-
nic and cranial technic is like the dif-
ference between an automobile me-
chanic and a watchmaker. We do not
force anything into place in the re-
duction of the lesion. We have some-
thing more potent than our own forces
working always in the patient towards
the direction of the normal.

What are the normal agencies in
the cranium? They are:

1 —The brain - the motor of
respiration.

2 —The cerebrospinal fluid.

3 —The reciprocal tension membrane.

When we exaggerate the cranial
lesion to the point of articular release
we have the patient cooperate through
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