

























































































5. The involuntary mobility of the
sacrum between the ilia.

All five components interact dy-
namically with each other to produce
what is called the cranial rhythmic
impulse (CRI) at the frequency of be-
tween 10 to 14 cycles per minute in
normal individuals. This impulse can
be palpated by a trained physician in
any part of the body, but particularly
the skull and the sacrum.

utherland considered that

the cerebrospinal fluid not

only has a definite fluctua-
tion but also has an inherent physical
potency/energy which acts upon the
body as a hydrodynamic force and an
inherent electrical potential that has
both positive and negative phases. He
called the system as the primary res-
piratory mechanism as opposed to the
secondary respiratory mechanismre-
sponsible for the pulmonary respira-
tion. CRI has two definite cycles
called the inhalation (flexion) and ex-
halation (extension) phases and rep-
resents a dynamic metabolic inter-
change in every cell. It is therefore
seen as a regulatory complex that
transcends any agencies within the
body.”

Patterns of diseases are produced
by the disturbances of the somatic
component of the craniosacral sys-
tem, such as: the disturbances of the
cranial mobility; connective tissue
scars or injuries; compression of spe-
cific cranial bones causing interfer-
ence with the dynamic flow of the
cerebrospinal fluid; postural stress;
facilitated segments created by irri-
tation of the autonomic nervous sys-
tem; obstruction and stasis of lym-
phatic flow; and entrapment neuropa-
thy from the mechanical effect of the
impinging adnexa. Treatment of the
somatic component of the craniosac-
ral system restores the primary respi-
ratory mechanism which has wide
ramifications upon the entire regula-
tory mechanism of the body includ-
ing the structure as well as the chem-
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istry of the whole organism. Although
the primary therapeutic effect is de-
livered by the physician through
physical manipulation of the somatic
component of the craniosacral sys-
tem, an open exchange of bioenergy
occurs between the patient and the
physician. This emphatic rapport has
been recognized as an essential com-
ponent in the bioenergetic regulatory
treatment.>'"* The cranial rhythmic
impulse becomes the significant de-
tector by which the physician moni-
tors the treatment process as the qual-
ity of CRI varies with the quality of
energy exchange, tissue responses,
vitality of the patient, disease pro-
cesses, and treatment phases. CRI
above 14 cycles per minute indicates
mental stress, fatigue, overtaxing of
the system, reduced vitality, and im-
munity. Depression, anxiety, and psy-
chosis is frequently associated with
CRI frequency above normal. Severe
cranial compression, autism, severe
depression, ADHD, brain damage,
schizophrenia, regressed states, and
severe pain are frequently associated
with reduced CRI frequency and am-
plitude.® The Psychosynergistic Diag-
nostic table (see table 1) developed
by the author summarizes his findings
regarding the nature of abnormal cra-
nial mechanism and bioenergetic sys-
tem in major psychiatric disorders.
The forces responsible for the heal-
ing process originate from these in-
ternal and dynamic forces rather than
applied externally by the physician.
The physician’s role is primarily to
direct these forces by removing re-
sistance and obstacles that prevent the
dynamic flow of energy within the
body as represented by the quality and
direction of CRI. The significant shift
within the dynamic balance of the
primary respiratory mechanism oc-
curs during a phase within the cycle
called the still-point. Exchange of en-
ergy among the fluid compartments
inside the patient’s body and between
the patient and the physician occurs
optimally during this s#ll-point. It ap-

pears that the energy exchange that
exists during this phase follows the
open energy exchange principle as
described by Prigogine.’ The syner-
gistic state that occurs during this
phase involving all meridian lines al-
lows the system to decrease it’s en-
tropy. The release of energy to the ex-
ternal system is accompanied by de-
crease of entropy and increased effi-
ciency of the regulatory mechanism.
In addition, frequently the release is
accompanied by emotional releases
and reliving of painful memory asso-
ciated with the original traumatic
states. Releases of foci of concen-
trated entropy in the body, associated
with stressed organs, scar tissues, fa-
cilitated segments, and diseased pro-
cesses are frequently facilitated dur-
ing this still-point. The release of en-
ergy can be accompanied by the re-
lease of heat into the surrounding tis-
sue and is usually heralded by the so
called “therapeutic pulse”. This pulse
can be palpated by the physician at
the local areas where the work is be-
ing done. The frequency is much
higher than the frequency of CRI and
often times comes in crescendo fol-
lowed by decrescendo. It may also
come in packets of impulses as if vi-
bration is being sent by the tissue to
the physician’s hand. The reappear-
ance of CRI and the disappearance of
therapeutic pulse accompanied by the
local release of heat and emotional
releases indicate that therapeutic
goals have been achieved optimally
at the local level.

Still-point state can be achieved by
many therapeutic techniques includ-
ing compression of the fourth ven-
tricle, mechanical energy delivered at
the sacrum or both feet to induce a
steady state, positioning of the limbs
or body parts to mimic the original
position of trauma, visualization and
imagery, indirect technique to change
cranial stress pattern, and exchange
of energy with the physician who de-
livers this bioenergy at the vault in
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Disorders |CRI | SCL |Cranial CRIto cold | SCR to cold SCL Affected Organ Significant
cpm | mhos|Lesions Challenge | Challenge Recovery Fields/Meridians Acupuncture pts
schizophrenia LOW | LOW |LOM/ROM slightly elev. min, response slow steady thyroid, hypothalamus, GV22, ST10, MHN3
<4 <9 Extension up to 30 cpm + or - <lmhos refurn pineal, pituitary TB20, TB1
slow SBS comp 4 x baseline
bipolar disorder | HI HI L. torsion rapid response steep resp. labile + and - heart H9, GB 20 & Acpt. pts
12 to 12 to Sidebend marked elev. always + (up) gall bladder for Schizophrenia in
120 >100 rotation 8 x baseline up to 2-3 x (+ in depression psychosis & Acpt. pts
Flexion up to 160 cpm baseline spleen, liver) in MDD in depression
major HI HI Torsion mod. response mod. response rapid return spleen SP1, SP6, SP15,
depressicn 12 to 12 to Sidcbend upto4dx always + (up) Lo basclinc liver SPo, K1 (D), Li-1
*associated 80 80 rotation baseline upto2x thymus gl. Li-13, plus TB1, 20,
with SBS comp. —}*zcro -% *SBS comp up to 100 cpm baseline kidney (7) & Co, 13, 17, 24, MHN3
**Chronic fatigue| >80 in Flexion *no response hypothalamus, and L1, 2, 11 in CFS**
Syndrome (CFS) | AIDS in SBS comp. pancreas in CFS (plus Co 8 in AIDS)
Anxiety HI HI torsion mod responsc mod. response slow return lung L1,L2,L11
Disorders 12 to 20 to vertical up to 2-3 x always neg. to baseline kidney (7)
cating disorder &I 80 100 strain baseline (up (down)
obsessive comp. y > | SBS comp to 100 cpm)
disorder Ze10 > no response
schizo- LO HI LOM/ROM slight resp. flat resp. slow return heart, pineal, H9, GV22, MHN3
affective <4 20 to extension upto2x + or - < lmhos or labile hypothalamus, ST10, TB20, TB1,
disorder 100 or flexion baseline or rapid resp. pineal, thyroid GB20
attention LO HI medial comp. slight resp. depends on comorbid usually labile inner ear/ TB1, TB20, GB20,
deficit disorder <6 20 to & ext. rotation up to 30 psychiatric disorders or depends on mastoid, sympathetic Right NHN 54
(frequently 60 of L temp bone comorbid syst. hypothalamus
associated with FP lesion psychiatric
learning disability sagital ridge, disorders
prominences
substance abuse e DEPENDS ONJCOMORBID DISORDERS liver, brain L1,L2,L11,Li1,13 N
~ pd
seizure/brain LO LO? _» DEPENDS| ON COMORBID |DISORDERS sympathetic GB 19 (seizure) ~
damage ~ syslem, brain 7
alzheimer’s LO LO? SBS/FPcomp h Y MHN3

TABLE 1: This Psychosynergistic Diagnostic Table © (by K. Pribadi, MD, 1996) is developed by K. Pribadi, MD based upon a series of Cranial Osteopathic investigations of various
psychiatric disorders from 1988-1996. The significant Organ Fields and Acupuncture points were determined by Pribadi-Upledger’s sign (abrupt cessation of CRI when the significant

8661 Sundg

organ fields/acupuncture points are palpated). SCL and SCR were measured using the Autogentm 3000, Feedback Dermograph manufactured by Autogenic Systems, Inc, SCL:basal skin
conductance level. CRI: Cranial rhythmic impulse, SCR; Skin Conductance Response, LOM/ROM: Left/Right Occipito-mastoid lesions. SBS comp: sphenobasilar symphsis compression,
FP: fronto-parietal. Acupuncture points used are according to the numbering system devised by the American Society of Chinese Medicine. This is not to replace the standard psychiatric
interview but is intended to supplement the psychiatric diagnostic process. All rights reserved. This table may not be reproduced in whole or in part by any means without permission.



order to induce a steady state of ex-
change and somato-emotional re-
lease. The author has demonstrated
that the skin conductance response is
decreased considerably following the
termination of this steady state, thus
demonstrating that the autonomic
nervous system is balanced and
shifted towards the parasympathetic
side.” This indicates that upon the ter-
mination of the steady state (s#ill-
point) the bioenergetic pattern and the
regulatory mechanism of the patient
are improved and synergized. Fre-
quently, there is a shift of the brain
wave pattern from predominantly
beta to alpha or even theta waves. The
patient becomes extremely relaxed
and often times has fallen asleep on
the treatment table, feeling refreshed
upon awakening.'

Auricular cardiac reflex,
CRI, and homeopathic
medicine

One interesting phenomenon that
the author has consistently encoun-
tered is that the CRI can be used to
detect pathological acupuncture
points, areas of restriction, foci of en-
tropy and old injury sites within the
body as CRI will invariably stop as
soon as these pathological points are
palpated by the therapeutic hand or
when the therapeutic hand is placed
above the pathological areas. This
phenomenon is difficult to explain.
The only explanation that seems rea-
sonable is that these pathological
points become the windows through
which energy exchange with the phy-
sician takes place. CRI will invariably
return upon the removal of the
physician’s hand from the areas or
when the therapeutic process is com-
pleted. This phenomenon is exploited
by the author to induce a prolonged
still-point by sequentially placing the
therapeutic hand at those areas to sup-
press the return of CRI. The author
took the liberty of naming this phe-
nomenon (the abrupt cessation of cra-

nial rhythmic impulse upon the pal-
pation of the significant acupuncture
points and organ fields) as the
Pribadi-Upledger’s sign.

It is the opinion of the author that
by inducing this prolonged still-point

~ state, a synergistic state of the bioen-

ergetic and regulatory mechanism is
optimally achieved. Often times, this
process is coupled by visualization to
allow the patient to manipulate the
pathological areas with his imagina-
tion which usually is accompanied by
intense emotional releases, reliving of
memory or a relaxation state. The
phenomenon that the CRI can be used
as a detector can be compared with
the auricular cardiac reflex (ACR)
discovered by Nogier who champi-
oned the Auricular Medicine.”? As a
matter of fact the author uses this
phenomenon exclusively to detect
pathological acupuncture points
within the body and the auricles. It is
more difficult to detect the auricular
cardiac reflex than the CRI since ACR
is very much affected by the cardiac
and autonomic nervous responses.
ACR is detected by placing the pal-
pating thumb on the radial artery dis-
tal to the standing wave created by
the interference pattern of the fluid
waves traveling in the opposite direc-
tions. A positive ACR is felt when the
examining thumb detects an increase
of the amplitude of the radial pulse
caused by the passing of the standing
wave under the thumb. A positive
ACR occurs when a palpator or a
needle is placed on top of a patho-
logical point on the auricle. Needling
of the pathological point with either
gold or silver needle will invariably
revert the ACR back to negative. One
can also place the seven-color filters
upon the sympathetic skin (usually
the forearm) while scanning the au-
ricle area with the palpator or one pole
of the positive/negative, gold/silver,
black/white and north pole/south pole
hammer designed to detect acupunc-
ture points. These filters are regarded
as tuning devices and serve to lower

the background noises so that only
fewer and more specific pathological
points are detected on the auricle. One
can also use drug filters such as ho-
meopathic remedies, nosodes, tissue
complexes, morphine, noradrenaline,
naloxone, allergens, etc. to detect spe-
cific points on the auricle requiring
specific treatment. Of interest is the
potential use of epiphysis (pineal
gland) D4 as a filter to detect patho-
logical points in psychiatric disorders.
It is the author’s opinion that CRI is
a more sensitive and reliable indica-
tor to detect the pathological points
needing treatment as well as the
amount of time needed for the treat-
ment. CRI will cease to be detected
as soon as treatment is applied to the
specific point. When treatment is
completed, CRI will invariable return
and shows improved amplitude and
more normal frequency. The author
routinely monitors the CRI at the
vault with one hand while the other
hand (or an assistant or the patient’s
hand) is used to deliver bioenergetic
force at the acupuncture points, “en-
ergy sensitive areas” during the treat-
ment process.

oll has shown that homeo
pathic remedies have spe
cific effects upon the

measurement when they are placed
serially upon the circuit used to mea-
sure the electrical property of the acu-
puncture points.'* This technique is
useful to determine the specific ho-
meopathic remedies indicated for
various disorders as well as psychi-
atric disorders. The author has devel-
oped and conducted studies on a few
microdosed herbal preparations that
specifically influence the frequency
and quality of CRI. These prepara-
tions are virtually devoid of the mol-
ecules of the original chemical sub-
stances extracted from the herbs. This
indicates that the craniosacral system
is intimately connected with the
bioenergetic system as represented by
the acupuncture meridian system and

—
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that homeopathic remedies and
microdosed-herbal preparations can
affect the bioenergetic patterns of the
body by working at the craniosacral
system and the specific meridian lines
at the bioenergetic level. Whitmont
considers the characteristic emotional
and mental traits of the patient to be
the most practical guide in the selec-
tion of the effective homeopathic
remedies. This empirical fact shows
that psycho-emotional patterns are
crucial in the development of specific
disease patterns.”

Conclusion
Psychosynergisis® can be defined
as a bioenergetic regulatory treatment
method that specifically facilitates the
synergistic actions of the bioenergetic
forces within the patient’s body by re-
moving obstacles, resistance and pa-
thology that interfere with the dy-
namic balance of the bioenergetic
system. It borrows the concepts from
cranial osteopathy, acupuncture
medicine and homeopathy, and it
achieves its diagnostic and therapeu-
tic results by the manipulation, cor-
rection, and regulation of the disor-
dered bioenergetic patterns created by
diseases. Psychiatric disorders includ-
ing addictive disorders are frequently
associated with the disruption of the
bioenergetic dynamic balance. The
symptoms represent the manifesta-
tion of the constellation of dysfunc-
tional internal organs, abnormal cran-
iosacral mechanism and disharmony
with the environmental bioenergy
patterns. Consequently, psychiatric
disorders may not reveal structural,
chemical, or gross pathological
changes in the body but invariably are
associated with abnormal bioener-
getic patterns and craniosacral
mechanism. One consistent and spe-
cific physical finding in psychiatric
disorders is the presence of abnormal
cranial rhythmic impulse.®'® Theo-
retically, one can correct the disease
patterns by improving the cranial

rhythmic impulse using specific tech-
niques to influence the craniosacral
system/bioenergetic system. Further-
more, one can delineate specific
bioenergetic patterns for specific psy-
chiatric disorders. The bioenergetic
regulatory techniques such as EAV
test, Mora therapy, Segmental Elec-
trogram, Vega Test, Impulse Demog-
raphy, Thermography, Theratest
method and Ryodoraku (Japanese
Acupuncture) can be useful in delin-
eating the specific pathology as well
as the specific treatment methodol-
ogy for psychiatric disorders. Thus,
Psychosynergisis® program can be
summarized as follows:

1. Measure the meridian line sys-
tem objectively using the
Bioelectronic Regulatory Technigues
such as the EAV Test or Vega Test to
determine the patient’s bioenergetic
profile. The author uses the Autogen
3000 ( Feedback Dermograph) to
measure the skin conductance level
of specific acupuncture points to de-
velop the bioenergetic profiles of pa-
tients with psychiatric disorders.
Table 2 (next page) indicates some
of the profiles in some of the patients
who suffered from various psychiat-
ric disorders.

2. Diagnose and treat the somatic
component of the craniosacral system
by specific cranial osteopathic ma-
nipulation technique.

3. Determine the pathological acu-
puncture points, foci of entropy, old
injuries and scar tissue, facilitated
segments, inflammation sites and ac-
tive injuries by using CRI as the de-
tector while the therapeutic hand is
placed above the suspected signifi-
cant areas on the body surface (acu-
puncture points, scar tissues, diseased
organs, old injuries, etc.). If neces-
sary, verify the findings with
Dermatron or other bioelectronic de-
vices to detect pathological acupunc-
ture points.

4. Treat the pathological acupunc-
ture points using the acupuncture
medicine concept while monitoring
the CRI at the vault. Depending on
the specific findings, charging or dis-
charging the points should be con-
ducted accordingly. (The author uses
his therapeutic hand or finger(s) in-
stead of needles to discharge or
charge the acupuncture points.)

5. Conduct psychotherapeutic dia-
logue including guided imagery and
visnalization techniques with the pa-
tient during the prolonged still-poini.
Facilitate emotional releases, resolu-
tion of conflicts and problem solving
using psychotherapeutic, body-mind
imagery, and behavioral techniques
during still-point.

6. Re-measure the meridian line
system using the same bioelectronic
Regulatory Technique Test after in-
terventions are delivered (if neces-

sary).

7. If indicated prescribe homeo-
pathic remedies according to the clas-
sical homeopathic principles aided by
the bioelectronic regulatory testing or
specific herbal remedies/formulas to
support the affected bioenergetic sys-
tem and specific organs.

8. Psychotropic medications can
be prescribed judiciously as indicated
by the severity, acuity or chronicity
of the symptoms and psychiatric di-
agnoses provided that they do not in-
terfere with the self-healing capacity
of the patients caused by drug effects
such as: drowsiness, cognitive im-
pairment, emotional detachment,
drug dependency, medical complica-
tions, etc. Psychosynthesis (and the
cranial concept) has a place in psy-
chiatry in that it can deliver more
holistically oriented and refined di-
agnostic and treatment approaches
and, indeed, is quite rewarding for the
patient as well as the physician.
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Meridian profile in 28 y. old woman with CFS
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Meridian profile of a 7 y. old boy with ADHD,BIPOLAR PSYCHOSIS,0CD,GAD
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Meridian profila of a 53 y. o woman with Schizoaffective disorder
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Above X line are SCR; under are CRI of respective acupuncture points. Zero value of CRI
indicates positive Pribadi-Upledger’s sign. SCR: Skin conductance response. CRI: cranial thyth-

mic impulse. © by K. Pribadi, MD in 1996
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Scott Memorial Lecture

Entering a Clinical Discipline

By William L. Johnston, DO, FAAO

Editor’s Note: William L.
Johnston, DO, FAAQ, presented the
Scott Memorial Lecture at the 1997
Kirksville College of Osteopathic
Medicine Founders Day Program. Dr.
Johnston is a 1943 graduate of the
Chicago College of Osteopathic
Medicine and is currently a Profes-
sor Emeritus at Michigan State
University’s College of Osteopathic
Medicine. Dr. Johnston’s résumé in-
volves extensive curriculum develop-
ment and osteopathic clinical re-
search, which follows on 28 years of
clinical practice in New Hampshire.
His honors include Louisa Burns Me-
morial Address, the Gutensohn/
Denslow Award, the A. T. Still Me-
dallion of Honor, and the Volume 95
JAOA Northup Writing Award. His
presentation follows:

Ladies and gentlemen, fellow stu-
dents, all. It is a distinct honor to be
your Scott Lecturer for 1997. My goal
is to speak with you, each quite per-
sonally. How can 1 do that? What do
we have in common? Together, we
have at least one major thing in com-
mon, a personal interest in the disci-
pline referred to as osteopathic medi-
cine, a professional discipline, a clini-
cal discipline. And, not surprisingly,
that is not only what the Scott Lecturer
is supposed to address, that is, also spe-
cifically, what T would like to explore
with you.

T will be focusing, first of all, on Dr.
Still, osteopathy was his discipline. I
will have some remarks regarding clini-
cal discovery, new clinical knowl-

edge, and you, each of you, as scien-
tists in the clinical practice of osteo-
pathic medicine. I will be dealing with
each of these items, discovery, new
knowledge, and clinical science, be-
cause they are descriptive of a profes-
sional discipline, a field for clinical
study, and that is what you are enter-
ing.

Let me start with Dr. Still. Like
many other clinical investigators, the
patient was his field of study. He es-
pecially used palpation as a means to
study the entire body, not only its
structure and how it moved, but then,
more broadly, the interactions of struc-
ture and the other systemic functions
in their total clinical context. His clini-
cal success affirmed his clinical skill.
Our problem is to acquire / learn / and
teach today, what has been, for the
past 100 years, an area still difficult
to communicate. | am referring to the
physical exam, and palpable findings,
especially when they are present on
musculoskeletal (msk) examination.

For most osteopathic students,
classes in physical examination begin
the first week. In general, the history
and physical exam engage all of our
sensory skills in medical problem
solving. They engage our visual skills,
auditory, olfactory, sociologic, prop-
rioceptive, but especially our palpa-
tory skills. In addition to applying sen-
sory perception, msk palpation de-
mands also motor skills, administer-
ing procedures like motion testing,
and then psychomotor, engaging the
brain to interpret what we sense.

A.T. Still had all of these faculties

in abundance. His discovery process
was through palpation. His new
knowledge was relevant to a human
structure that moves. He had no hesi-
tation in recognizing movement as the
primary body function that it is. But
particularly, he was exploring move-
ment function, and its interaction with
the function of all other body systems,
as a distinctive new emphasis in
medicine. Much of medicine empha-
sizes external factors and the agents
and end products in disease. In addi-
tion, Still was recognizing the re-
markable internal resources of the
body in health. When health was im-
paired, he looked for impediments to
the body’s internal delivery of those
resources. His clinical insight was
extremely innovative. He recognized
and removed structural impediments,
restored movement function, and ob-
served the circulatory, respiratory and
nervous functions returning to a
healthy status. His new knowledge
was about significant function in the
body, positive signs of which he could
palpate with his hands. Those posi-
tive signs were from bony and other
soft tissues. They did not move as
expected when he tested them for
mobility. Again with his hands, he
devised means to remove those func-
tional impediments, allowing the
body itself to return toward healthy
function. The hands discover new
knowledge, a discipline.

How did he communicate his new
knowledge? Anatomy was immedi-
ately relevant to the body structures
he was studying. The body was a ma-
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chine and he applied mechanistic ter-
minology and concepts, as well as
anatomic references, to describe his
work with it. He read the physiologic
responses of the body, right at his fin-
gertips, both in his examination and
in his treatment procedures, but
anatomy was his reliable knowledge
base. His writings fully report his ana-
tomic and mechanical principles.'
They do not, however, include suffi-
cient description of his palpatory pro-
cedures, that is, how he actually ex-
amined the body. Nor, did he detail
his findings. Fortunately, he did freely
demonstrate his techniques of ma-
nipulation, and he could demonstrate
clinical results. Everyone, however
encounters the same difficulty he en-
countered. How does one describe
what one is palpating, and then using
as a focus for manipulative treatment?
All positive signs on physical exami-
nation bear the same burden. They are
fundamental building blocks of medi-
cal decision-making, vet so difficult
to verbalize, teach, and learn.

Now the issue of “being scientific”
raises its ugly head. Physical signs are
considered “subjective.” You will
hear this issue raised again and again.
Better to rely on radiology, MRI, CAT
SCAN, laboratory research, and all
the other products of science that are
more objective. They obviously have
their place, but they often have the
same problem. Someone reads and in-
terprets the printout, quite subjec-
tively. How is the level of agreement
among readers? Science says not very
good. I will come back to this issue.

‘What has happened in the interven-
ing years, to help us better communi-
cate today what Still struggled to re-
port, at the turn of the last century?
Obviously a lot has happened. The
world of knowledge never stands still.
I want to select only a few key items,
ones I have found helpful in under-
standing some directions needed for
the evolution of osteopathy as a clini-
cal discipline. 1 prefer the term evo-
lution, not revolution.

Sometime after Still’s death in
1917, a number of renowned philoso-
phers and scientists from other bio-
medical disciplines were coming to-
gether, joining their talents, to try to
understand better the human condi-
tion.” They began to question the prin-
ciple of causation. This straight-line
cause-and-effect model had been so
productive early on for programming
specific research in the physical sci-
ences. Was this model as appropriate
for investigating human function?
Scientists like sociologist Lawrence
K. Frank were challenging their peers

.. .new studies are
continuing to explore
the neural basis
for motor control
in a movement system.’
1o advance
the clinical discipline
of osteopathic medicine,
what could be more
important today than
applying this new
knowledge from the
bioscientists, especially
in physiology.

to recognize the importance of “the
individual,” where heredity and prior
life-experience make each individual
unique. (You notice I said prior life-
experience, not prior-life experi-
ences. Those may add a unique qual-
ity to Shirley McLaine, but they are not
what I am referring to.) — a unique he-
redity and life experience —.

For example in illness, application
of the principle of causation, appro-
priately, can draw major attention to
a specific microbe. However Frank,
like Still, was focusing attention on
the totality of each individual, and the
unique quality of a human being’s re-
sponse.’ There is seldom a given hu-

man response to any one isolated
causal event. Rather, each response
is tempered by the fact that, up to any
given point, each individual has been
actively changing within a unique se-
quence of life events developing an
individual identity, and a very indi-
vidual status of healthy function, and
dysfunctions. Thus, in the study of
human reactions, there is not neces-
sarily a predictable effect from a
given cause. The human response to
a microbe can be adequate, or it can
result in illness and disease. Our re-
sponse to the tubercle bacillus is a
good example of how both the ad-
equacy and the disease can result, The
human condition of illness is multi-
factorial. This beginning realization
was spurring new advances in human
science.

Frank visited here at Kirksville as a
consultant briefly in the 1950s. By this
time, the Harvard neuroscientist, K.S.
Lashley was emphasizing the brain and
spinal cord as “a system never quies-
cent.” Rather, the system is “already
actively excited and organized.” Walter
Cannon was contributing the principle
of homeostasis, a principle for better
understanding the organization of these
active body functions. From each of
these men, there was not only recogni-
tion of the discrete causal event. There
was also an emerging priority for study-
ing the human condition, both in the
laboratory, and in the clinician’s office.

Emerging from this same period
was system theory,> and Norbert
Weiner’s cybernetics, the feedback
of information for control of func-
tion.” Within that context, a new in-
dustry of computer technology
emerged. You may be familiar with
that. But for the human disciplines,
(and if there is a computer listening,
I'am not implying you are not human)
but especially for the human disci-
plines, this principle of feedback for
control was revolutionary. From stud-
ies in neurophysiology came descrip-

tion of the muscle spindle, and feed
_’
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back for control of movement func-
tion. Increasingly, new studies are
continuing to explore the neural ba-
sis for motor control in a movement
system.®

To advance the clinical discipline
of osteopathic medicine, what could
be more important today than apply-
ing this new knowledge from the bio-
scientists, especially in physiology. A.
T. Still did not have the advantage of
this new knowledge. Yet, it is so inti-
mately related to his clinical studies
of the body’s mobility, a mobile sys-
tem, and how its interactions with
other body systems influence health
status. Today, we can consider not
only bones and the anatomy of joints
and mechanical principles, but also
physiology and functional principles,
and the movement of bones in a mo-
bile system. There is growing oppor-
tunity to consider not only structure,
and not just “a bone out of place,” but
also structure/function: bony and
soft tissue structures and how they are
organized, with feedback for control,
to be in the right place at the right
time, to move together as mobile units
in a mobile system.” Within this new
field, some of our own research has
lead to documentation of a specific
pattern of spinal dysfunction, its per-
sistence in time, and its association
with persistence in elevation of
blood pressure, hypertension.'®!!
Movement function and cardiovascu-
Iar function systems interacting; how
does their interaction break down?
These are questions for basic science.
However, it is often the clinician who
can provide clinical clues to a direc-
tion the basic scientist will take.

You all know what science is, right?
Before you make judgments about
what is scientific, and what is not, let
us look at the process of scientific dis-
covery. What items are fundamental to
any scientific protocol? You carefully
state your question and describe your
methods, you detail your procedures
and establish criteria for findings, and
then you can document response. Why,

these necessary steps? Obviously, so
someone else can apply your proce-
dures, with expectation that your find-
ings will be reproducible/factual.
Herein lies the scientific method. . .
Will science take place in your of-
fice, five, six, or seven years from
now? In Clinical Judgment, Feinstein
says, it will."”? In fact, he says it quite
clearly, and I quote: “During a single
week of active practice, a busy clini-
cian conducts more experiments than
most of his laboratory colleagues do
in a year.” Will you be ready for that?
Obviously, part of that scientific con-
duct is in the physician who applies

If we cannot come
to provide our palpable
findings
with factual descriptors
that have a
scientific basis
in the conduct
of physical exam,
then we cannot
move forward
with our
professional identiry.

the knowledge base of science. Part
is in the application of scientific in-
struments with standardized mea-
sures, But that is not all. What about
the method of science? John Dewey
clarifies this other fundamental aspect
of scientific conduct. It engages the
clinician, in the office, with the pa-
tient. For me, it was a simple key, but
it took a very complex book to ex-
press it. In Dewey and Bentley’s
book, Knowing and the Known, let me
read you a brief example of what 1
call “complex”: I quote: “In this trans-
fer of matters at issue from their prior
ontological setting into a context that
is set wholly and only by conditions
of the conduct of the inquiry, what had
been taken to be inherent ontological

demands were seen to be but arbi-
trary assumptions from their own
standpoint, but important distinctions
of use and office in the progressive
carrying on of inquiry.”"” Now that is
a sentence! (My editor might say itis
almost as complex as what 1 try to
write sometimes.) Dewey was dis-
cussing the conduct of inquiry . . . ac-
quiring knowledge. The simplicity
is that knowledge relies on the inde-
pendent existence of a knower and of
something to be known, example: the
clinician and the patient. Clinical ob-
servation becomes scientific, if, you
can report your findings in direct re-
lation to the procedures used to elicit
them. Description of the procedure
must provide the context of the
knowing, thereby establishing a
proper relevance to the known, and
creating a first-order fact during a
clinical examination.

For myself in clinical practice,
clinical research became a reachable
goal. The physician’s office can be a
setting, appropriate to conduct in-
quiry for new medical knowledge. I
did not need a half-million-dollar
grant and a million-dollar lab to be-
gin to observe with care, that primary
machinery that allows us to be mo-
bile to observe with my hands and
record factually what was observed
in the context of how it was observed.

When does this become blurred?
The known becomes blurred when
you report what you think you have
found theories, rather than first-order
facts. There is something very impor-
tant about both the fact and the theory
of a palpable finding. But everything
can become blurred in our discipline
if we seldom come to the point of dis-
tinguishing between them. This is
crucial for communication. For one
thing we can disagree freely in a dis-
cussion of theories and concepts; ev-
eryone can have a favorite theory, and
contribute to the discussion. How-
ever, agreement should be possible
when palpable facts are concerned.
Clinical fact is our knowledge base
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first, then you can theorize. Suddenly,
Still’s motion tests, and criteria, be-
come key components for reporting
the palpable findings that are not de-
scribed! The full context of how he
observed was missing from the im-
portant knowledge base he was try-
ing to convey. Our own continuing
struggle for terminology illustrates
that the problem of distinguishing
clearly between fact and theory was
not his alone. Twould like to give you
a thousand examples, but that’s part
of your quiz, later. Do you easily dis-
tinguish fact and theory? Start think-
ing right now!

So — do you see yourself in clini-
cal practice as a clinical scientist? Or
simply, a practitioner of what is al-
ready known? I am issuing this chal-
lenge as one aspect of personal re-
sponsibility that students, and clini-
cians often do not assume. Instead,
science becomes a tool out there
somewhere else, to be applied, but not
happening as an integral part of the
way you think. Our profession has ex-
perienced 100 years of successful
practice and phenomenal growth. It
is still only on the brink, however, of
the health science knowledge that can
be available from clinical study of the
neuromusculoskeletal system. And
when I say it is available, I really
mean available, accessible right at
your fingertips with palpation. This
is the exciting area of clinical knowl-
edge that Still began to tap. He sensed
its clinical significance, applied it

successfully, and prompted our access
to it by opening a door.

As a discipline, we are still just on
the doorstep. Our attention has con-
centrated on the importance of ma-
nipulation as something to apply,
rather than attending to the importance
of msk findings as something to be
described. If we cannot come to pro-
vide our palpable findings with fac-
tual descriptors that have a scientific
basis in the conduct of physical exam,
then we cannot move forward with our
professional identity. To aid us, we
have the opportunity for improved ter-
minology, physiologic concepts for
movement in a mobile system, and for
systemic interactions and their rel-
evance to health. In fact, these pro-
vide a new opportunity to discover!
To report not only what Still was
struggling to describe 100 years ago,
but now to move on with continuing
new clinical knowledge about osteo-
pathic medicine into the 21% century.

As osteopathic students, and
eventually as physician DOs, Be
what you are!

Establish ownership in the discipline
of osteopathic medicine. Apply the sci-
entific method to the palpatory exam
of the msk system, in your college lab
units, in your hospitals, in your clinics,
in your office. Participate in discovery.
Improve not only your patient’s health,
improve your discipline, by adding to
the clinical knowledge base for osteo-
pathic medicine.

Visit the
American Academy of Osteopathy’s
Home on the Internet
http:/www.aao.medguide.net
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