






















































spinal fluid was absent and the lat­
eral fluctuation of the cerebral spinal 
fluid was present and somewhat in­
creased in its amplitude. The upper 
cervical area showed a general reduc­
tion in inherent mobility, but nothing 
that would suggest any focal or so­
matic dysfunction and appeared to be 
secondary muscular strains due to the 
straining of secondary respiration. 

Examination of the thoracic spine 
and the thorax revealed there was no 
symmetrical motion within the 
claviculars during the inhalation 
phase of the primary respiratory 
mechanism. The examination also 
revealed there was extremely limited 
motion of the rib cage. The ribs are be­
ing held in inhalation, with some ex­
piratory excursion but only minimal. 
My initial impression of this particu­
lar part of the structural examination 
was the that intercostal muscles were 
spastic and excessively tense. The re­
maining evaluation of the thoracic 
spine showed a general decrease in 
motion with a general paravertebral 
spasm. Auscultations of the lungs re­
vealed that the patient had a minimal 
amount of wheezing, but he had just 
taken his medication prior to my ex­
amination. The patients ENT exami­
nation showed some engorgement of 
the mucus membranes of the upper res­
piratory tree but was essentially unre­
markable for any gross pathology. 

Examination of the lower thoracic 
spine and the lumbar spine and ex­
amination of the diaphragmatic 
movement showed that the patient 
had very very little, if any, abdomi­
nal respiration. Most of his respira­
tory action was thoracic in nature. The 
patient was holding his abdominal 
musculature very tensely and was not 
relaxed in his respiration. This I found 
interesting because the patient was 
not in the extreme grips of his asthma 
at the time of the examination, yet, 
he was unable to relax the visceral so­
matic overload on his system. There 
was no involuntary motion of the 
sacrum. There was no involuntary 
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motion of the innominate bones dur­
ing the inhalation period of the respi­
ratory mechanism, and there was no 
movement of the pelvic diaphragm in 
synchrony with the thoracic dia­
phragm. 

Initial Assessment 
My initial impression was that the 

patient probably had a psychosomatic 
component to his asthma. That the 
loss of his wife and his mother, his 
two primary relationships, left the pa­
tient debilitated psychologically. At 
that point, he was unable to under­
stand his feelings and started to close 
himself off emotionally which re­
sulted in the asthma. 

I also feel that the exposure to the 
wood dust probably stressed his im­
mune system in this area enough so 
that he developed a decreased physi­
ological response in the mucus mem­
branes of his lungs. Obviously, the 
patient was not getting better and 
even though he was taking medica­
tion, antibiotics had not worked as 
effectively as before. It was obvious 
that his disease pattern was showing 
a poor prognosis even with the evo­
lution of only two years of time. 

I also felt that the patient's 
asthma was primarily a neuroendo­
crine immune disorder and that he 
responded to osteopathic treatment. 
I told the patient, at that point, that 
I would like to give him three treat­
ments and then reassess the general 
functioning of his system as I had 
just done, to see if, in fact, it would 
be able to help his situation. 

Treatment Plan 
Treatment plan was to give him os­

teopathic treatment to decrease the 
amount of sympathetic overload in 
his system both from the visceral and 
the psychological, as well as release 
somatic function. My plan was to 
encourage him to continue his read­
ing and his counseling and to get to 
know as much as he could about him-

self emotionally and about his feel­
ings, and begin to try and relax into a 
more compassionate state of under­
standing toward the amount of stress 
that he had been through in his life. 

Course of Treatment 
I began the treatment with a CV-4. 

It took approximately 15 minutes. It 
did show some response in that the 
longitudinal fluctuation of the cere­
bral spinal fluid became much more 
active. There seemed to be a very 
good amplitude to the longitudinal 
fluctuation after the CV-4 and with 
the increase in this fluctuatio n 
throughout the posterior, medial and 
anterior cranial fossas. There was a 
change in the amplitude of the inher­
ent motility of the central nervous 
system, as well as a softening of the 
inertia in the reciprocal tension mem­
brane but, at that point, there was no 
change in the movement of the recip­
rocal tension membrane. 

Following the CV-4, I applied a 
base spread across the base of the cra­
nium in order to try and increase the 
amplitude of the longitudinal fluctua­
tion to its maximum, to study the re­
sponse of the reciprocal tension mem­
brane and the general function of the 
cranial mechanism. The base spread 
took approximately four minutes. 
There was a widening of the trans­
verse· diameter during the swelling 
phase which did give some motion to 
the reciprocal tension membrane, but 
it did not reestablish any significant 
amount of motion. 

Following this, I did a temporal 
lift, a frontal lift, a parietal lift and 
some cervical traction, trying to de­
compress the amount of inertia in the 
reciprocal tension membrane. Fol­
lowing these procedures, there was a 
definite change in the reciprocal ten­
sion membrane but, again , the 
hyperflexion of the tentorium was not 
yielding to treatment. Following these 
procedures, I decided to take the ten­
torium cerebelli into extension and 
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using a direct action technique, held 
it in that position to see if the recip­
rocal tension membrane would not 
resolve its intrinsic inertia. This pro­
cedure was done successfully. 

Following this, I did a lot of soft 
tissue to both the anterior, lateral and 
posterior areas of the thorax. I cre­
ated as much fascia! relaxation and 
lymphatic stimulation as possible 
doing soft tissue technique. 

Following this and using balanced 
ligamentous articular tension, I 
treated the diaphragm both in the tho­
racic and pelvic area, and followed 
those treatments with a balanced 
membranous tension technique on the 
sacrum which restored its motion. 

Following the restoration of mo­
tion in the sacrum, I reevaluated the 
cranium. At that time, it was evident 
that the reciprocal tension membrane 
was really making an effort to move. 
It almost felt like the membrane was 
idling. It was quite a strange sensa­
tion, but very evident. 

Following this observation, I de­
cided to try and use the direct action 
technique of taking the tentorium 
cerebelli into extension and was suc­
cessful after about two minutes. 

Following this, the patient became 
extraordinarily quiet and stated that 
he felt very relieved and there was a 
stillness not only within the patient's 
mechanism, but within the general 
area of the treatment room. 

Following the stillness which her­
alded the completion of the treatment, 
I spoke with the patient briefly and 
asked him if he would reschedule an 
appointment with me in approxi­
mately 4 weeks. My timing of this at 
4 weeks was simply because the treat­
ment had been so dramatic. I figured 
that the patient needed time to inte­
grate and allow his system to accept 
and integrate the changes that had 
come forth. The patient returned to 
my office 31 days later and, at that 
point, he said that he was doing quite 
well. He said that he had seen an al-

Summer 1997 

lergist and had tested negative for all 
antigen antibody reactions. He had 
been reducing his medications since 
our office visit and slowly got to the 
point where he was able to discon­
tinue both the azmacort and the 
alupent. 

The patient did state, however, that 
even though he had not taken these 
on a regular basis that several times a 
week he did need to take a single dose 
of medication. His morning mucus 
production had slowly declined to the 
point now where it was quite normal 
and he did not have a cough. He was 
exercising without asthma. The read­
ing and counseling had helped him 
significantly. His self-esteem levels 
were much improved. At this point, I 
reevaluated his entire mechanism 
from his cranium down to his sacrum. 

He had an overall 80 percent im­
provement in the findings that we had 
discussed earlier. However, he was 
showing some inertia in his recipro­
cal tension membrane. It was not 
hyper flexed any longer. He still had 
some residual restrictions in the tho­
racic cage and there was no restric­
tion in the anterior abdominal mus­
culature. The patient's abdominal 
breathing pattern was quite well. I 
commented to the patient about the 
change in his breathing, and he said 
that having spoken with me earlier 
about his breathing had helped him 
to relax this particular area. 

I treated the patient again and re­
solved the minor somatic dysfunction 
that I was able to find. I told him to 
return to my office for a follow-up in 
approximately 6 to 8 weeks. 

The patient's follow-up examina­
tion was unremarkable. He said he 
felt quite well and if he needed any 
more further medical care he would 
be anxious to contact me, but at the 
present time he was doing quite well. 

Discussion 
Obviously, the patient had a psy­

chosomatic, viscerosomatic and a 

somatovisceral inner play that con­
tributed to his asthma. I think he had 
a disease process which involved the 
whole patient, not just his lungs, and 
that by treating the whole patient and 
restoring the function of his neuroen­
docrine immune system through the 
use of cranial osteopathic techniques, 
the patient did quite well. I also feel 
that the soft tissue work on the 
patient's thorax helped to remove a 
tremendous amount of resistance to 
good venus arterial, lymphatic and 
neurotrophic flow to the thorax, and 
this played a significant role in the 
decrease of the patient's mucus pro­
duction. 

Obviously, balancing the patient's 
cranial, thoracic and pelvic dia­
phragms is of major importance to the 
restoration of normal neurotrophic 
function. 

The patient's most important 
change was the reestablishment of the 
longitudinal fluctuation of the cere­
bral spinal fluid . This is one of the 
main physiological events in the sup­
port of the neurotrophic functions of 
the central system both psychologi­
cally, neurologically and endocrino­
logically. The restoration of the lon­
gitudinal fluctuation was probably the 
key in terms of restoration of this 
problem. I do not feel that without a 
complete understanding of osteopa­
thy in the cranial field that this pa­
tient would have recovered as quickly 
or as dramatically.□ 
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From the Archives 

From ''Osteopathic Manipulative 
Procedure in Disorders of the Eye'' 

by A. Hollis Wolf, DO, FAAO -AAO Yearbook, 1970 

Specific manipulative measures are 
directed to the eye and the orbit, them­
selves. Dr. Martin D. Young describes 
measures to "milk" congestion from 
these areas. They consist of stroking 
medialward over the eye, with lids 
closed, to move fluids in the normal 
direction. In order to stretch eye mus­
culature, he recommends pressing the 
eye upward, downward, lateralward, 
and medial ward- through closed eye­
lids, of course. He also describes a 
technique of grasping the eye through 
closed eyelids, and gently rolling it 
about in its orbit. These measures 
move fluids and stretch muscular at­
tachments, thereby promoting good 
circulation and drainage. 

A second principle consists of uti­
lization of the so-called "balanced ten­
sion" technic. It consists of gently 
grasping the eye, through closed lids, 
and determining (by moving the eye 
superiorly, inferiorly, laterally, and 
medially) just where a point of bal­
anced tension exists. The eye is held 
in this position, or even moved slightly, 
as tensions change. This latter principle 
was described in great detail by the late 
Dr. Harold Hoover, and he called it 
"Functional Technique." His articles 
on this subject appear in Academy 
Yearbooks, although I do not recall his 
mention of its application directly to 
an eye problem. 

The third specific manipulative pro­
cedure, and the one which I feel is 
most specific and effective, consists of 
the application of Dr. Ruddy's "Resis­
tive Duction" treatment to the muscu­
lature of the eye. This is made pos­
sible by the fact that the cornea bulges 
forward to produce a palpable bulge 
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against which one can direct a resis­
tive force. Therefore, with the palms 
of the physician's index fingers placed 
above the cornea, he resists the pa­
tients attempts to move the eyes down­
ward, lateral ward, medialward, as well 
as obliquely inferolaterally, infero­
medially, supero-laterally, and supero­
medially, by placing fingers in such a 
manner to obstruct the path of intended 
motion. Normally, these procedures 
are given to a slow counting proce­
dure-such as, "One! Two!" The pull 
lasts about one second, and the rest­
ing period about one second, alter­
nately. Each attempt at motion is re­
peated about ten times in each plane. 
This is a useful approach whenever 
treating any area with the resistive 
duction method of Dr. Ruddy. 

This "resistive duction" procedure 
releases tension in the muscles of the 
eye and permits better circulation and 
drainage via the ciliary system of 
blood vessels. Equally important, 
however, is the effect when one de­
creases the abnormal, stressful, ten­
sions of the sclera. These distort the 
shape of the eye and produce tension 
upon all structures entering or leaving 
the eye; thereby, adversely affecting 
fluid movement and resulting in in­
traocular passive congestion and re­
sultant increase in intraocular pressure. 
Other described procedures for ma­
nipulation to the eye similarly affect 
circulation and drainage. 

Finally, "armed" with all these 
ideas, what sort of eye problems are 
we going to treat? Inflammatory con­
ditions, regardless of where found in 
the body, are greatly helped in their 
resolution by attention to circulation 

and drainage. Thus, considerable sup­
port for management of such problems 
as retinitis, iritis, choroiditis, or con­
junctivitis will be found in manipula­
tive treatment of the eye. For many 
years, Dr. Ruddy has favorably af­
fected the resolution of early cataract 
of the lens so as to defer, or avoid, cata­
ract surgery. Glaucoma is an obvious 
"candidate" for such management, and 
measurable decrease in intraocular 
tension can be expected. Surface phe­
nomena, as corneal ulcer, pterygium, 
and pinguecula respond far more 
swiftly when this form of treatment is 
used. The pterygium or pinguecula 
will often disappear under this treat­
ment, without the usual surgical re­
moval or transplant procedure. Recur­
rent eyelid pathology is usually related 
to eye strain, and this fundamental 
approach should not be neglected. Eye 
muscle disorders, such as strabismus 
or even nystagmus, are indications for 
such treatment. This is not a treatise 
on cranial manipulative procedure, but 
it would be an extreme oversight not 
to mention its possibilities in normal­
izing the delicate nerve-reflex func­
tion. When one considers the anatomi­
cal relationships of the various fo­
ramina through which the eye is 
served, then he realizes the potential 
in cranial manipulative procedure. 

In summary, then, I believe it is rea­
sonable to apply the same principles 
of physiologic management of circu­
lation and drainage to the eye as to 
other organs. I believe it is practical, 
feasible to learn or teach, and I know 
it is the most effective single measure 
one can employ in the field of eye 
problems.□ 
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Student's Corner 

Case study: Use of the pedal 
lymphatic pump in a patient with 

restless legs syndrome 
by Mark Ragucci MS-Ill, Kelly Swanson MS-Ill, and Eric Cook MS-Ill 

Midwestern University - Chicago College of Osteopathic Medicine 

Identification 
The patient is a 53-year-old 

Caucasian female. 

Chief Complaint 
"Crawling sensations deep in my 

calf that keep me from sleeping." 

History of Present 
Illness 

The patient reported these 
"crawling sensations" have been 
experienced "for as long as I can 
remember." She reported that the 
sensations kept her awake most of the 
night. The sensations subsided with 
walking, but when she returned to 
bed, they reappeared in minutes. The 
symptoms usually occurred within a 
half hour of settling down. She 
estimated that she was able to sleep 
only two hours per night. The 
symptoms reappeared every night 
with equal intensity in both legs. The 
sensations were restricted to the 
patient's calves, and she experienced 
cold feet but no pain or dullness in her 
legs. 

Past Medical History 
The patient reported a past medical 

history significant for osteoarthritis 
of the left knee. 
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Past Surgical History 
The patient stated she had a 

cholecystectomy in 1994. She also 
stated she had a prosthetic replacement 
of the left stapes in 1987 secondary to 
deafness from multiple ear infections 
in childhood. She reported that in 
1980, she had a hysterectomy, and 
segmental resection of the sigmoid 
colon secondary to endometrial 
seeding. 

"Crawling sensations 
deep 

in my calf 
that keep me 

from sleeping." 

Family History 
The patient reported that her mother 

died at age 79 of a cerebrovascular 
accident, and that her father died at 
age 67 of pneumonia. Her father was 
suspected of having restless legs 
syndrome. She reported having three 
living brothers; one with possible 
restless legs syndrome, all in good 
health, and one living sister in good 
health. She stated that she has a 

positive family history of non-insulin 
dependent diabetes mellitus and 
hypertension. 

Social History 
The patient noted that she is a retail 

store owner who has been married for 
30 years with two grown children in 
good health. She reported a 15 pack­
year smoking history but quit in 1970. 
No ethanol or illicit drug use is 
reported. 

Allergies 
The patient reported allergies to 

sulfa drugs, aged cheeses, and 
fermented foods. 

Medications 
The patient reported taking Estrace 

one milligram per day . 

Review of Systems 
Review of systems was remarkable 

only for the chief complaint of bilateral 
nocturnal "crawling sensations" of 
the calves, and left knee pain. 

Physical Examination 
Vital signs at the time of physical 

examination were: Blood pressure 
110/70, pulse 70, respirations 16, 
height 5'4", and weight 165 pounds. 

➔ 
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Head, eyes, ears, nose, and throat 
examinations were unremarkable. 
Heart exam showed regular rate and 
rhythm with no extra sounds or 
murmur and apical impulse at fifth 
intercostal space midclavicular line. 
Chest and lungs were clear to 
percussion and auscultation in all 
fields. Her abdomen was soft and 
nontender with no palpable masses 
and no organomegaly. All extremities 
showed no cyanosis or clubbing. Left 
knee tenderness was noted with slight 
edema around the left patella. Pulses 
were full and symmetrical in all limbs. 
Deep tendon reflexes were intact in 
all limbs. Neurologically, the patient 
was intact. Osteopathic examination 
showed the patient to have well 
developed musculature, normal 
anterior-posterior curves, and level 
landmarks. She had full range of 
motion in the cervical, thoracic, 
lumbar, and sacral regions with no 
significant tissue texture changes or 
somatic dysfunction. The patient was 
noted to have a right anterior ileum 
which was refractory to treatment. 
No piriformis, psoas, or hamstring 
tension were present. 

Initial Assessment 
The above described history, 

symptoms and signs were consistent 
with a diagnosis of restless legs 

I 
syndrome. 

Treatment Plan 
Manipulative treatment was 

planned focusing on the reduction of 
the uncomfortable sensations in the 
patient's lower legs and improving 
the quality of the patient's sleep. A 
lymphatic technique was chosen in 
order to improve lymphatic and 
venous flow in the patient's lower 
extremities and to decrease the buildup 
of metabolic waste products. 

The pedal lymphatic pump is a 
technique which incorporates an 
oscillatory movement to enhance the 
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circulation fluids and mobilize tissues. 
This movement stretches fascia and 
soft tissue aiding venous and 
lymphatic flow. The procedure is 
performed as follows: With the patient 
in a supine position, the operator 
grasps the patient's feet and applies a 
superiorly directed force to 
hyperdorsiflex the feet. The force is 
applied rhythmically in a cycle of one 
to two oscillations per second for a 
period of five to ten minutes. The 
technique can also be performed by 
hyperplantarflexing the feet with a 
posteriorly-inferiorly directed force 
in the same cycle of one to two 
oscillations per second. 

2 

Manipulative treatment 
was planned focusing 

on the reduction 
of the uncomfortable 

sensations 
in the patient's lower legs 
and improving the quality 

of the patient's sleep. 

The pedal lymphatic pump was 
taught to the patient's spouse to be 
performed nightly on the patient for 
at least five minutes before the patient 
was to retire. The patient was 
instructed to keep a sleep and 
symptomatology diary. 

Course of Treatment 
Prior to treatment, the patient stated 

that the nocturnal "crawling 
sensations" kept her awake most of 
the night. Walking caused the 
symptoms to subside but the 
sensations would return within 
minutes of returning to bed. If she 
could not fal\ asleep before the 
symptoms would reappear, she would 
attempt walking again. This cycle 

would continue throughout the entire 
night. The sensations appeared every 
night with equal intensity in both legs. 
She estimated that she was able to get 
only two hours of sleep per night. 

The pedal lymphatic pump was 
performed nightly with at least three 
minutes of dorsiflexion and at least 
two minutes of plantarflexion. 
Concurrent with treatment, the patient 
began to keep a sleep and 
symptomatology journal. 

With this osteopathic treatment, 
the patient reported that her sleep 
time doubled from two to four hours 
per night, with complete disap­
pearance of symptoms. If treatment 
was discontinued, the symptoms did 
not reappear for a few days. With 
reappearance of symptoms, the pedal 
lymphatic pump was resumed and the 
symptoms again resolved. 

Discussion 
Restless legs syndrome is a 

condition described as an aching 
discomfort or era w ling sensation deep 
in the calves, as well as a need to 
move the legs while trying to fall 
asleep or during prolonged periods of 
inactivity. Symptoms are reported to 
be worse at night and this discomfort 
can only be relieved by walking or 
movement of the legs. 

3 
The diagnosis 

of restless legs syndrome can be made 
by the subjective complaints described 
above. Because 80 percent of patients 
with restless legs syndrome have 
repetitive flexions of the hips, knees, 
and ankles, the diagnosis is further 
strengthened by a clinically measured 
periodic limb movement of sleep 
index of greater than five per hour of 
sleep .

1 
Restless legs syndrome is found 

in 10 to 20 percent of patients with 
insomnia referred to sleep disorder 
clinics.

4 

The exact etiology of restless legs 
syndrome is unknown but most cases 
are idiopathic in nature. Conditions 
reported to be associated with restless 
legs syndrome include iron, folate or 
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vitamin B
12 

deficiency; pregnancy; 
polyneuropathy such as in diabetes 
mellitus or chronic renal failure; 
chronic myelopathy; Parkinson's 
disease; partial gastrectomy; 
carcinoma; chronic obstructive 
pulmonary disease; peripheral 
embolism; venous insufficiency; and 
medications such as neuroleptics7 
lithium, tricyclic antidepressants 
anticonvulsants, caffeine, or alcohol.

4 

There is also thought to be a genetic 
component to restless legs syndrome 
exhibiting an autosomal dominant 
inheritance pattem.

5 

The pathogenesis in restless legs 
syndrome is uncertain. It was 
proposed by Ekbom, who first 
described the condition, that restless 
legs syndrome could be a result of 
accumulation of metabolites in the 
legs as a result of vascular disease. 
Movement of the legs may relieve 
symptoms by increasing venous and 
lymphatic flow. This theory may 
explain the increased incidence of 
restless legs syndrome in pregnancy, 
peripheral embolism, and venous 
insufficiency.

6 
Ekbom's theory may 

also explain the response of restless 
legs syndrome to vasodilators such as 
clonidine 

4 
and relief secondarx to 

sclerotherapy for varicose veins.
7 

Restless legs syndrome may have 
a pathology related to defects in the 
inhibitory reticulospinal pathway in 
the central nervous system. This is 
based on the increased incidence of 
restless legs syndrome in Parkinson's 
disease,

4 
and the response of restless 

legs syndrome to medications such as 
dopaminergic agents,

8 
opioids,

9 
and 

benzodiazapines.
10 

It has also been 
proposed that the pathogenesis in 
restless legs syndrome is related to 
peripheral neuropathy such as in 
diabetes mellitus or chronic renal 
failure accounting for the comorbidity 
of restless legs syndrome with these 

4 
conditions. 

Successful treatment for restless 
legs syndrome has included treatment 
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of the underlying condition such as 
iron supplementation in iron 
deficiency anemia

11 
or sclerotherapy 

for treatment of saphenous varicose 
. 7 

veins. All the above pharma-
cotherapies mentioned have been 
successful treatments, as well as 

. 12 13 
carbamazepme, and propranolol 
treatment regimens. Anecdotal reports 
also tell of potassium, magnesium, 
calcium, vitamin E, and vitamin C 
being beneficial in treating restless 
legs syndrome. 

Anatomically, it is known that 
fascia is the support structure for 
lymphatic vessels. Fascia contraction 
and stretching, either active or passive, 
moves lymph unidirectionally 
towards the heart in large lymphatic 

14 
vessels. This way, the lymphatic 
pedal pump moves lymph and 
metabolites out of congested tissues.

2 

The pedal lymphatic pump appears 
to have increased the sleep time and 
completely resolved symptoms of 
idiopathic restless legs syndrome in a 
suffering patient. This osteopathic 
manipulative technique may have 
provided a means of passively 
removing irritating metabolites from 
the legs of a suffering patient by 
mobilizing fluids to enhance venous 
and lymphatic drainage. This would 
be in support ofEkbom' s stasis theory 
of the pathogenesis of restless legs 

7 • 
syndrome, and the pedal lymphatic 
pump provides an easy to perform 
nonpharmacologic intervention. 
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Osteopathic research: 
A challenge to the specialist 

A truth is like a machine made for 
a purpose. All parts must be in place, 
and power applied to suit, or that 
machine fails to perform the service 
for which it is designed, and the object 
is lost if this is not done. 

Andrew T. Still wrote this in his 
autobiography. If this "truth" could 
be the knowledge about human 
structure and function that can be 
gained from clinical research, then 
we, the osteopathic profession, have 
our work cut out for us if we are to 
preserve our truths about the 
osteopathic philosophies and 
practices. 

Are the life-long research efforts 
of a few clinicians trained in 
osteopathic manipulation enough? Of 
course, not. However, if our 
profession added a few clinicians in 
each specialty, perhaps this body of 
truths could grow enough to never be 
lost and to only flourish . 

How many times have we heard 
our students say, " ... osteopathic 
manipulation is great for the 
osteopathic specialist or the family 
practitioner, but I am going into 
surgery, or obstetrics, or emergency 
medicine. I would not need this in my 
practice." Our students are bright, 
they are inquisitive, they require 
scientific evidence for the material 
we teach. And they deserve it. We can 
not just tell them that osteopathic 
manipulation improves post-operative 
ileus. They need data. Hard statistics . 
And who could be better suited for a 
study on post-operative ileus than the 
surgeon? 
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by Anita W. Eisenhart, DO 

Albert K. Kelso said in his Louisa 
Bums Memorial Lecture in 1981, 
"Although the needs of students, the 
profession and the public for evidence 
differ, it is my opinion that the trust or 
faith in evidence produced by 
clinicians will be more satisfying than 
evidence from fundamental research. 
Clinical research has the advantage 
of providing direct evidence on the 
contributions of ostecipathic medical 

A truth is like a machine 
made for a purpose. 

All parts must be 
in place, and power 

applied to suit, 
or that machine fails 

to perform the service 
for which it is designed, 

and the object is lost 
if this is not done. 

practice while fundamental research 
only provides additional evidence to 
support osteopathic theories." 

As an emergency medicine resident 
at St. Barnabas Hospital/NYCOM, I 
just completed a pilot study funded 
by a Glaxo-Wellcome fellowship 
grant. I showed osteopathic 
manipulation to be efficacious in 
treating acute ankle sprains in the 
Emergency Department. This study 
was presented at the 1996 AOA 

Research Conference and the 1996 
fall meeting of the American College 
of Osteopathic Emergency Physicians 
(ACOEP). To my knowledge, this 
was the first osteopathic study ever 
presented to ACOEP. It was very 
well received and, perhaps, awoke a 
need for osteopathic research and 
teachings in emergency medicine. 

I challenge residents and 
practitioners in all specialties to 
produce osteopathic research. I 
challenge obstetricians to show 
manipulation efficacious during 
pregnancy. I challenge ophthal­
mologists to read Louisa Bums' paper 
How Osteopathic Lesions Affect Eye 
Tissue. Can ophthalmologists do 
osteopathic research? 

I challenge emergency physicians 
to produce outcomes research on 
manipulation of acute soft tissue 
injuries, asthma, noncardiogenic or 
pulmonary chest pain, CT-negative 
headaches, and torticollis. 

I challenge gastroenterologists to 
read Louisa Burns' paper Vertebral 
Lesions and Gastric Ulcers. I 
challenge surgeons to read John 
Steadman Denslow' s paper Report of 
a Case: Acute Cholecystitis and 
Colitis. Could there be an osteopathic 
research project in gall bladder 
disease? 

Are there osteopathic techniques 
for draining sinusitis? Has it ever 
been shown to be efficacious in a 
clinical trial? A group of clinicians at 
the Phi ladelphia College of 
Osteopathic Medicine are researching 
this very topic in a clinical study. Is 
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there a role for osteopathic research 
in the field of otorhinolaryngology? 
Of course. 

I challenge orthopedic surgeons, 
too, show that their post-operative 
joint-replacement patients do better 
if treated with osteopathic 
manipulation and physical therapy 
than with physical therapy alone. 
Perhaps their range of motion will be 
greater. Perhaps they will improve 
faster. Perhaps there will be less 
associated compensatory spinal 
dysfunctions. 

Louisa Burns also wrote a paper, 
The Effects of Bony Lesions on 
Behavior. Could the field of 
osteopathic psychiatry produce 
osteopathic outcomes research? 

Several Louisa Burns Memorial 
Lectures have addressed the need for 
clinical research. Anthony G. Chila 
said, "Basic research is the foundation 
for understanding the premise of 
osteopathic philosophy. In order to 

avoid a serious intellectual vacuum, 
widespread and large-scale integrated 
activity involving basic researchers 
and osteopathic clinicians is sorely 
needed." When he speaks of 
"widespread and large-scale" 
research, perhaps research by several 
disciplines within the field of 
osteopathy is required. 

I ask many questions. Many 
unanswered questions. There is clearly 
a void in osteopathic outcomes 
research in the specialities. Perhaps 
in the future, we can answer some of 
these now rhetorical questions with 
scientific data. 

My challenge lies not only on the 
shoulders of the specialists. I challenge 
those in osteopathic academia to 
inspire and work with specialists to 
produce osteopathic outcomes 
research in al 1 disciplines of medicine. 
Together, we can show these 
osteopathic truths and make them a 
part of standard osteopathic literature 

for medical students and clinicians to 
study and practice for generations. 
Andrew T. Still also said, "We often 
speak of truth. We say great truths, 
and use many other qualifying 
expressions. But no one truth is 
greater than any other truth. Each 
has a sphere of usefulness peculiar to 
itself Thus, we should treat with 
respect and reverence all truths, great 
and small. A truth is the complete 
work of Nature, which can only be 
demonstrated by the vital principle 
belonging to that class of truths. Each 
truth or division as we see it, can only 
be made known to us by the self­
evidentfact, which this truth is able to 
demonstrate by its action. " 

[Editor's Note: Dr. Eisenhart is a 
1994 graduate of PCOM and is 
currently an emergency medicine 
resident at St. Barnabas Hospital in 
New York.JO 
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Errata slip 

Conflicting Visions 

Editor's Note: Below are corrections 
to be made in the Conflicting Visions 
article published in the December 
1996 issue of The AAO Journal be­
ginning on page 9. A copy of the re­
vised article can be obtained from the 
AAO upon request. Our apologies to 
Dr. Stiles. 

Page 12, 2nd Column, last paragraph, 
beginning at 2nd sentence 

The limbic system also neurologi­
cally can impact on the hypothala­
mus, and therefore the autonomic 
systems can impact on the hypothala­
mus, and therefore the autonomic 
systems, plus the pituitary and endo­
crine organs. Pain modulation can 
also be altered by the limbic system. 
Some feel the limbic system is also 
the region that stores abusive and 
traumatic memories. This region is 
thought to be the area where we ap­
praise new situations as to whether 
they are safe or threatening. 

AAO member James A. Keller, 
DO, of Kirksville Missouri died on 
July 13. He was 89. 

A native of Weiser, Idaho, he 
graduated from Kirksville College of 
Osteopathy and Surgery in 1932. He 
practiced four years in Butte, 
Montana, and 10 years in Jennings, 
Louisiana, after completing his 
internship at Laughlin Osteopathic 
Hospital in Kirksville. Dr. Keller 
joined the faculty at KCOM in 1948 
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by Edward G. Stiles, DO, FAAO 

Page 31, 1st column, 
2nd paragraph, I st sentence 

I hypothesize that the memories 
stored in the limbic system are often 
ineffectively resolved and reconciled 
by an understanding of the circum­
stances surrounding the abusive or 
non-nurturing events. 

Page 31, 2nd column, last sentence in 
first paragraph 
These statements by the medical gi­
ants Cannon and Osler, help to ex­
pand our vision of our osteopathic 
potential as well as appreciate Korr's 
statement that we have the potential 
of impacting the total nervous system 
when we provide comprehensive os­
teopathic care. 

Page 31, 3rd column, 
2nd paragraph, 1st sentence 

Davidoff, a neurologist at the Uni­
versity of Miami and publishing in the 
Journal, Neurology, in May 1992, 
made some interesting observations. 
His article was entitled, Skeletal 

In Memoriam 
James A. Keller, DO 

retiring in 1976. He held the title of 
emeritus professor of osteopathic 
technique at KCOM at the time of his 
death. 

An honorary life member of the 
American Academy of Osteopathy, 
Dr. Keller was the recipient of the 
Kirksville Osteopat hic Alumni 
Association Living Tribute Award in 
1982. Certified in rehabilitation 
medicine, his professional affiliations 

Muscle Tone and the Misunderstood 
Stretch Reflex. In that article, he em­
phasized the fact that myotatic reflex 
discussions are based on data from the 
Sherrington research model. Unfor­
tunately, our understanding was lim­
ited because decerebrate animals 
were utilized. 

Page 32, 1st paragraph, last sentence 
Remember this represents only one 

Renshaw cell. Through this system 
alone, both the alpha and gamma 
motor neurons can be influenced by 
supraspinal centers, including the 
limbic system. 

Page 33, 2nd paragraph, 1st sentence 
Thus during the 80s and 90s, our 

vision and understanding of the neu­
rophysiology of the cord, stress, the 
limbic system and its impact on the 
hypothalamus, autonomic nervous 
system, pituitary and endocrine or­
gans, we well as, the afferent impact 
on the cerebellum and cerebral cor­
tex expanded and matured. 

included the American Osteopathic 
Association, the American 
Osteopathic College of Rehab ii itation 
Medicine, the Missouri Association 
of Osteopathic Physicians and 
Surgeons, and the Northeast Missouri 
Association of Osteopathic Physicians 
and Surgeons. 

Dr. Keller is survived by his wife, 
the former Jean Evans Lowe, and a 
son, James A. Keller, Jr.0 
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Letters to the Editor 
continued from page 26 

References: 
1) Nemon BM: Osteopathic Medi­
cal Profession: Who are we & where 
are we going? The AAO Journal, Vol. 
7, No. 1, Spring 1997 

2) Zanakis M: Cranial bone motion 
in humans. JAOA, to be printed in 
1997. 

3) Warner MJ, Mertz JA, 
Zimmerman AS: The Hysteresis 
Loop as a Model for Low Back Mo­
tion Analysis, JAOA, September 
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4) The Collected Papers oflrvin M. 
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ative Collaboration, Addison-Wesley 
Pub. Co.,. Massachusetts, 1997, 
ISBN 0-201-57051 -3 

• • • • • 
Dear Sir: 

I am writing you about the Carpal 
Tunnel article appearing in the Spring 
1997 issue of The Journal of the 
American Academy of Osteopathy. 
This exceptional article, appearing in 
the student's comer and well-written 
by Kelly Miller, shows great thought 
and appreciation for the relevant 
anatomy involving osteopathic Carpal 
Tunnel Syndrome treatment. Ms. 
Kelly rightly notes that reieasing 
tension of the flexor retinaculum 
enlarges the carpal tunnel and helps 
remove pressure (compression 
neuropathy) of the Median Nerve. 
The home exercises reviewed here 
and others developed by Ben Sucher, 
DO, offer great relief to Carpal Tunnel 
Syndrome sufferers. 
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I wish to add one other anatomical 
aspect of CTS etiology and describe 
a brief treatment that has helped my 
CTS patients. Of course, this aspect 
follows upon proper medical 
diagnostic evaluation and osteopathic 
treatment of the patient's general and 
specific musculoskeletal strains and 
appropriate areas of somatic 
dysfunction. 

The treatment, then, focuses 
around the capitate as "troublemaker." 
When the entire capitate bone 
translates toward the palmer surface 
or when the capitate body, rotating 
about the capitate' s short transverse 
axis, moves toward the palmer 
surface, carpal tunnel stress ensues. 
The capitate's malposition with the 
carpal tunnel makes it a "space 
occupying lesion."The malpositioned 
capitate compresses the deep flexor 
tendors (flexordigitorum profundus) 
against the superficial flexor tendons 
(flexor digitorm superficials). The 
whole tendon mass, then, pushes 
against the median nerve, superficial 
to them. The median nerve, the softest 
and most vulnerable of the prior 
structures, now becomes compressed, 
the mean nerve complains, producing 
those familiar Carpal Tunnel 
Syndrome symptoms of which our 
patients complain. 

Following this anatomical 
reasoning so far, it is now time to do 
something about our "carpal tunnel 
troublemaker" - diagnosis and 
treatment. A malpositioned capitate 
may be easily diagnosed as an unusual 
depression by comparing normal and 
CTS symptomatic patients. After a 
while, the differences between normal 
and abnormal depth, tissue elasticity, 
texture changes, and resiliency, not 
to mention motion, (somatic 
dysfunction) become immediately 
apparent. 

Treatment consists of simply 
analyzing the bony mal-alignment and 
correc ting it with whatever 
manipulative paradigm works best 
for you. A technique that I have found 
helpful follows: 

1. Place an index fingeronthedorsum 
of the wrist on the distal end of capitate 
body and the thumb of the same hand 
on the capitate body, palmer surface. 
That is, the distal end of capitate body 
is held between the thumb and index 
finger. 

2. With the free hand, hold the distal 
phalanges of the second, third, and 
fourth digits. Apply traction, 
localizing your tension to the capitate 
carpal joints just distal to your capitate 
hand-hold. 

3. With a direct or indirect action 
maneuver, reposition (translate, de­
rotate, de-twist) the capitate to its 
proper or more proper anatomical 
relationship. 

4. Now, thatthecapitateisin its more 
normal anatomical relationship, check 
to see if the "depression" at the base 
of the third metacarpal has "filled 
in ." 

5. Finally, normalize, if necessary, 
the relationship between capitate had 
and lunate. 

I hope these few osteopathic 
thoughts add a few more percentage 
points to our reader's Carpal Tunnel 
Syndrome successes. I thank Ms. 
Kelly for her well-written and well­
researched article. 

Stephen M. Davidson, DO 
Phoenix, AZ 

□ 
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1997 AOA/AAO Convention 
San Antonio, Texas 
October 20, 22, 1997 

Claudia L. McCarty, DO, AAO Program Chairperson 

"Research 101" 

Monday, October 20, 1997 
8:00 am AOA Opening Session - Keynote Speaker 
9:00 am Welcome: Claudia L. McCarty, DO 

9:15 am 

9:30 am 

Program Chairperson 
Research in the Profession 
Howard Levine, DO 
Opportunities for Osteopathic Physicians 
in Clinical Research 
David Baron, DO 

10:30 am Examples of Current Clinical Research 

11:00 am 

Otitis Media 
Karen Steele, DO, FAAO 
Examples of Current Clin ical Research 
Carpal Tunnel Syndrome 
Benjamin Sucher, DO 

11 :30 am Clinical Research Opportunities 

12:30 pm 
1 :15 pm 
2:30 pm 
3:00 pm 

4:00 pm 

5:00 pm 

The Interface between Clinical and Basic 
Science Research 
Pharmaceutical Update and Exhibits 
Alumni Luncheons 
Pharmaceutical Update and Exhibits 
Workshop: Treatment of the Eustachian 
Tupe with Osteopathic Manipulation 
Karen Steele, DO, FAAO 
Workshop: Treatment of Carpal Tunnel 
Syndrome with Osteopath ic Manipulation 
Benjamin Sucher, DO 
Adjourn for the day 

Tuesday, October 21, 1997 
8:00 am Tools: Research Instruments, Samples 

and Data Collection 
Michael Kuchera, DO, FAAO 

38/AAO Journal 

9:00 am 

11 :00 am 
12:00 pm 
1:00 pm 

2:30 pm 

4:00 pm 

5:00 pm 

How to Write a Research Proposal 
Mary Banihashem, DO 
Pharmaceutical Update and Exhibits 
Lunch 
Workshop: Myofascial Release 
Judith O'Connell, DO, FAAO 
Workshop: Facil itated Positional Release 
Eileen DiGiovanna, DO, FAAO 
Workshop: Modification of OMM 
Techniques 
Charles Smutney, DO 
Adjourn for the day 

Wednesday, October 22, 1997 
8:00 am 

9:00 am 

10:00 am 

11 :00 am 

12:00 pm 
1:00 pm 

3:00 pm 

5:00 pm 

Outcomes Research 
James Lipton, DO, FAAO 
Research on an Emergency Room 
Schedule 
Theordore Geta, DO 
Grant Opportunities inOsteopathy: 
Finding Dollars and Strategies for 
Getting Them 
Lynn Miner, PhD 
Northup Memorial Lecture 
Edna Lay, DO, FAAO 
Lunch 
Workshop: How to Write an Outline and 
Develop a Protocol for Research 
Charles Smutney, DO 
David Yens, PhD 
Workshop: Coding and Reimbursement 
Judith O'Connell, DO, FAAO 
Adjournment for AAO Program 

Summer 1997 



--

NEED ASSISTANCE IN EDUCATING 

THE THIRD-PARTY PAYERS 

IN YOUR STATE? 

order the brochure: 

OSTEOPATHIC MEDICINE: 
A COST-EFFICIENT APPROACH 

TO MEDICAL CARE 

• Provides statistical information about osteopathy and patient care. 
• Explains the osteopathic difference 
• Justifies how third-party payers can add osteopathic cost-saving 

medical care to their plan. 

Cost of brochure: 1-25 copies @ $.75 each 
26- 100 copies @ $.50 each 
100+ copies @ $.35 each 

Name - --------- -------- ----

Address --------- ----------- -

City ____ ____ ____ State _ __ Zip ____ _ 

Phone _ _ ______ ___ ___ _ 

Charge to my: (circle one) 

Cardholder's Name _____ _ _ ___ _ _ _ _ _ _ _ _ _ 

Card Number ___________ _ _ _______ _ 

Expiration Date _______ _ _ _ _ _ _ _ _ ____ _ 

Authorized Signature _________ _ _ _ _ ____ _ _ 

Summer 1997 AAO Journal/39 



,~~2 American 
Academy of 
Osteopathy 
3500 DePauw Boulevard 
Suite 1080 
Indianapolis, IN 46268-1136 

ADDRESS CORRECTION AND 
FORWARDING REQUESTED 

NON-PROFIT ORG. 
U.S. POSTAGE 

PAID 
PERMIT NO. 14 

CARMEL, INDIANA 

"THE COLLECTED PAPERS OF IRVIN M. KoRR • Vol. 2n 
HOLLIS H. KING, DO, PHD, EDITOR 

PRE-PUBLICATION SALE 

Sll9. 95 INCLUDES SHIPPING/HANDLING 
ORDER BY JULY 1, 1997, AND CiET THE "HARDBOUND" EDITION OF THIS NEW PUBLICATION AT THE REDUCED PRE· 

PUBLICATION SALE PRICE OF $ifl9. 95 WHICH INCLUDES SHIPPINCi/HANDLINCi. THIS NEW BOOK Will BE SHIPPED ON OR 

AROUND JULY 1. 

By popular demand fromAAO members, Editor Hollis King has assembled the works of Dr. Korr which have been published since 
the first volume appeared in 1979. Dr. King states in the book's Foreword:" . .. Volume 2 contains the best collection of modern era 
statements on osteopathic medical philosophy and education, philosophy of science, and commentary on heal th care and the human 
condition in print. In fact, these papers of I.M.Korr make an excellent reference volume, complementary, and second in scope only 
to the recently published Foundations of Osteopathic Medicine . . . Together these two books contain primary resource documents 
relevant to the discussions and decisions by osteopathic physicians regarding their practice principles and fate of the profession. 

r----------- ---------------------------, 
The Collected Papers of Irvin M. Korr - Vol, 2 Number of Books Ordered _____ _ 
Order Your Copy Today! Total $ Amount _ _ _ ______ _ 

Printed Name _____ ___ _________ _________ _________ _ 

Street Address ___ _ _______________________________ _ 

(NO POST OFFICE BOX #s) 
City ____ _________________ State _ ____ Zip ________ _ 

VISA/MasterCard Number __________________ Expiration Date ________ _ 

Signature ________________ _ Daytime Phone ____ ________ _ 

FAX No. (317) 879-0563 or mail to the 
American Academy of Osteopathy, 3500 DePauw Blvd., Suite 1080, Indianapolis, IN 46268-1136 

L---------------------------------------J 




