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AAO’s CME Calendar

American Academy of Osteopathy®
3500 DePauw Boulevard, Suite 1080
Indianapolis, IN 46268-1136
Phone: (317) 879-1881 or FAX: (317)879-0563

/University of Medici@

June

24-27

HVLA Intermediate Refresher
AZCOM

Glendale, AZ

Hours: 20 Category 1A

July

23-25

Systemic Dysfunction
OSUCOM

Tulsa, OK

Hours: 20 Category 1A

August

20-22

Visceral Manip. (Abdominal/GI)
AAQ Headquarters
Indianapolis, IN

Hours: 24 Category 1A

September

3-6

Advancing Our Cranial Skills

The Cranial Academy

Tucson, AZ

Contact: The Cranial Academy
(317) 594-0411

22-25 (Wed PM thru Sat AM)
OMT Update

Contemporary Hotel

Orlando, FL

Hours: 23 Category 1A

October

1-3

Stimulated Ligament
Reconstruciton (Prolotherapy)
UNECOM

Biddeford, ME

Hours: 20 Category 1A

24-28

AOA/AAO Convention
Moscone Convention Center
San Francisco, CA

November

12-14

Introduction to OMT/Soft tissue/
Articulatory Technigues

COMP

Pomona, CA

Hours: 20 Category 1A

December

10-12

Visceral Manip. (Abdominal/Gl)
Holiday Inn Express

Phoenix, AZ

Hours: 24 Category 1A

Year 2000

January

20-23

Introduction to OMT/HVLA
Sanibel Harbour Resort
Florida

Hours: 23 Category 1A

and Dentistry
of New Jersey —
School of Osteopathic
Medicine

Chairperson
Department of Osteosciences

The University of Medicine and
Dentistry of New Jersey-School of
Osteopathic Medicine, New Jersey’s
University of the health sciences,
seeks nominations and applications
for the position of Chairperson,
Department of Osteosciences, at the
School of Osteopathic Medicine. This
is an exciting opportunity to lead a
growing department in a dynamic
academic atmosphere. Osteopathic
principles and practice arerecognized
as a vital ingredient to primary care
education and practice. Responsi-
bilities will include the administration
of undergraduate Osteoscience
lectures and laboratories, research
programs, clinical ambulatory and
inpatient services and programs at
multiple locations. Candidates must
be osteopathic physicians with board
certification or special proficiency in
osteoapthic manipulative medicine
and extensive experience in he
teaching and practice of osteopathic
principles and manipulative techni-
ques. Demonstrated experience as a
medical education and leader, with a
commitment to the encouragement
and support of osteopathic research is
essential,

Forward nominations and/or
curriculum vita to:

R. Michael Gallagher, DO,

Vice Dean UMDNIJ-SOM

One Medical Center Drive
Stratford, NI 08084

Minorities and women are encouraged
to apply. UMDNTJ is an Affirmative
Action/Equal Opportunity Employer,
m/f/h/v, and amember of the University

of Health System of New Jersey. J
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Instructions to Authors

The American Academy of Osteopathy
(AAO) Joumnal is a peer-reviewed publica-
tion for disseminating information on the sci-
ence 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 AAQ 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
Itemns 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 accepled on an
individual basis.

Submission

Submit all papers to Raymond J. Hruby, DO,
FAAO, Editor-in-Chief, MSU-COM, Dept.
of Osteopathic Manipulative Medicine, A-
439 E. Fee Hall, East Lansing, MI 48824.

Editorial Review

Papers submitted to The AAQ 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
ag 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 1 50-word abstract that summarizes
the main points of the paper and it’s
conclusions.

Tlustrations
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 per-
mission from patients to use their photos if
there is a possibility that they might be iden-
tified. In the case of children, permission
must be obtained from a parent or guardian.

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 AAQ Journal without the written
permission of the editor and the author(s).
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From the Editor

by Raymond J. Hruby, DO, FAAO
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I received this letter some time ago
from one of our readers. He poses an
interesting question regarding the teach-
ing of some of our more subtle and com-
plex techniques. The more I thought
about it, the more difficult I found it to
come up with a suitable answer. I will
give a few of my thoughts here, but I
thought it might be interesting to use
this as a topic for this editorial, and in-
vite responses from other readers. The
letter is as follows:

Dear Ray,

I would like to ask your opinion
about this item of interest. There is a
method of manipulation of the cervi-
cal spine which does not involve
touching the cervical spine area. It is
performed in the following manner.

The patient is supine and the exam-
iner is seated at the head of the table.

The examiner then puts his hands
on the patient’s shoulders and leans
forward and back until the point of
mutual resonance between the physi-
cian and the patient is achieved. This
portion of the maneuver is described
in detail in Dr. Becker’s book Life and
Motion. The position of resonance is
recognized by the occurrence of the
cranial thythmic impulse as recog-
nized by the treating physician. The
treating physician then turns his hands
toward the cervical area and passes the
“tide” through the area of somatic
dysfunction. It has been our experi-
ence that the area of somatic dysfunc-
tion undergoes resolution and be-

comes normal to motion testing. 1
demonstrated this to Dr. Sara Sutton
and Dr. Kappler. Dr. Sutton agreed that
the method worked. Dr. Kappler asked
me how I would teach it.

I did not have an answer to that ques-
tion. Do you have any thoughts regard-
ing this method?

Best regards,
Charles I. Crosby, DO,

Winter Park, FL.

I was very interested in Dr. Crosby’s
question, because for anumber of years
now I have used the cranial rhythmic
impulse (CRI), also called the “tide,”
as a kind of indicator to measure the
success, if you will, of my treatments.
No matter what types of manipulative
techniques I might use with a given pa-
tient, | always assess the attributes of
the CRI (rate, rhythm, and vitality) at
the beginning of the treatment and again
at the end. L have learned that being able
to restore the CRI to a body region
where it is initially diminished or ab-
sent is one of the most potent indicators
of treatment success.

So back to Dr. Crosby’s question:
how would one teach such a technique
as described above? To those who are
skilled in osteopathy in the cranial field
this would perhaps present little or no
difficulty. These practitioners are
skilled in palpating the CRI and using
the “tide” as well as the other compo-
nents of the Primary Respiratory
Mechanism to accomplish what they
need to do for the patient. But what
about those not skilled in this area, or

Teaching Osteopathic
Principles and Practice

those who would like a more “con-
crete” explanation?

If one were not familiar with oste-
opathy in the cranial field, one would
have to learn to at least palpate the CRI.
My experience in teaching CME
courses in this area, and my experience
with first and second year osteopathic
medical students leads me to believe
that this is not difficult. While some stu-
dents struggle at first, very few are not
able to eventually palpate the CRI, or
its absence. Having accomplished this
task, they can easily learn to position a
patient in such a way so as to allow the
CRI to “enter” this body region and re-
store physiologic motion.

Another method for teaching this
type of technique might be to use a
myofascial release model. I have met
many practitioners who utilize this type
of technique and in essence place the
patient in a position so as to relieve
myofascial tension, and hold this posi-
tion until they feel a rhythmic tissue
motility which they describe as “inher-
ent tissue motion.” I think that perhaps
the inherent motion of tissue is actu-
ally the presence of the CRI. This does
not seem much different than the cra-
nial model described above, but some
students seem to understand this de-
scription better and grasp the technique
more easily.

These are just a couple of my
thoughts as [ ponder Dr. Crosby’s ques-
tion. I would invite all readers of the
AAOQO Journal to contribute their
thoughts as well. We can all learn from
each other.(J
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Message from the President
by Mark S. Cantieri, DO, FAAO

T want to let you know how far I have come, so I will tell you
a brief story. I restarted medical school in 1978 at the College
of Osteopathic Medicine and Surgery in Des Moines Iowa, One
of our first lecturers was Bernard Te Poorten, DO, FAAQO. Those
here that know Bud understand when I say he was a particu-
larly colorful figure, one of the best diagnosticians and manipu-
lative DOs I ever had the pleasure to train with. But Bud was a
bit prone to expressing opinions bordering on the outrageous at
times. At this first lecture, Dr. T. was expressing the benefits of
osteopathic diagnosis and treatment. Really, it sounded pretty
rational until he went off on this wild tangent called cranial
manipulation. I am thinking to myself, “What have I just gotten
myself into?” I turned to a classmate of mine and said, “It will
be a cold day in hell before I ever buy into that” Tronic isn’t it,
that I now stand before my peers tonight as the president of the
Academy, the institution that is devoted to preserving, teach-
ing, practicing and researching osteopathic principles like no
other. For this opportunity I am humbled.

That day I promised myself that [ was going to approach
osteopathic manipulative medicine skeptically, but not cynically.
1 would look critically at what I was taught, learn it as well as I
possibly could and determine on my own if it warranted being
included in my care of patients. And do you know what I dis-
covered — osteopathy has not failed me. I have fallen short, as
have my professors, mentors, and clinical teachers but osteopa-
thy has not. Its fundamental truths have never failed my pa-
tients or me.

I began an evolution that day. With my training, I first learned
some anatomy. Why I say some anatomy, is because I refer back
to my anatomy books almost daily to learn more. With regard
to OMM, I first learned a very mechanical model revolving
around muscle energy and high velocity, low amplitude tech-
niques. I began to understand simple mechanics. Doctor Zink
helped me to understand health better than anyone I have ever
worked with. His emphasis of the respiratory-circulatory model
and fluid dynamics continues to influence my analysis of pa-
tients every working day.

After the first two years of medical school, Dr. Viola Frymann
came to our school, thanks to the UAAQ, and put a head on my
patient. Her cranial course gave me fundamental skills for the
successful treatment of some of my most personally satisfying
cases.

Next, I was coerced by Dr. Boyd Buser to join him in the

1999 AAO Inauguration Speech

OMM fellowship. Many of my classmates thought I was nuts. I
was in the last three-year program—why would I want to take a
fourth year? It was the best decision I ever made. I learned many
teaching skills, was able to greatly improve my existing tech-
niques and diagnostic skills and, I met my wife, Becky.

Tn my pre-graduate clinical year and then internship, the ab-
sence of good OMM role models was as obvious then, as it is
now for current graduates and undergraduates. But, I learned
that if T would take the initiative to treat patients with OMT and
rely on the sound osteopathic principles I had learned, I could
surprisingly get results and help people that others had not been
able to help. T took the initiative just as the graduates and un-
dergraduates in this audience must do, rather than worrying about
what others might think or copping-out because there was not
someone there to hold their hand. The best lessons I learned
were, when I had to think on my feet, not just mimic someone
else.

After my internship, I did general practice for three years.
This greatly improved my differential diagnostic skills. I next
went to Phoenix and joined Dr. Brad Klock as the assistant di-
rector of the OMM department at Phoenix General Hospital, At
this juncture, I was treating a large number of inpatients. I learned
counterstrain from Larry Jones and Bob Wendorf and really
began to appreciate the neuromuscular system. I began to un-
derstand muscle pain problems better. When muscles cause pain,
they become tight and cause referred pain. Another light came
on. I studied Travel’s work and realized with counterstrain,
stretching, and strengthening I could do a lot with pain prob-
lems that were muscular in origin. My evolution continued.

I have to thank my son, Marcus, and Dr. Robert Fulford for
the next lesson. Marcus was ten pounds and eight ounces when
he was bom. This resulted in a child with terrible sleeping pat-
terns and recurrent right-sided otitis media. My cranial exami-
nation revealed a restricted right temporal bone, which I would
correct, but would always reoccur. Marcus had antibiotics and
tubes placed in his ears. His sleep patterns were horrible. He
rarely napped as an infant and would get up at the most inhu-
mane hours of the moming. When I heard about Dr. Fulford, [
took Marcus to see him. I explained his history and my findings
to the doctor. After examining him, he kindly spoke to me and
said, “the problem is not in his head, stupid, but is a long

continued on page 11
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Message from the Executive Director

by Stephen J. Noone, CAE

At their March 1999 meeting, the Board of Governors
approved a new Strategic Plan to guide the Academy’s
leadership over the next three to five years. The plan ex-
pands upon the original long range plan adopted in 1992
to provide a roadmap to the new century. The five pri-
mary goals are (specific objectives and action plans were
published in the May 1999 issue of The AAO Newsleiter):

1) To maintain, advance and advocate the AAO as a
resource of educational excellence on osteopathy.

2) To evaluate and advance policies which will assure
the financial growth and viability of the AAO.

3) To evaluate and implement policies responsive to
the membership which foster growth of at least 3 percent
annually.

4) To evaluate and create policies ensuring optimal struc-
ture and function of the AAO's boards and commilttees.

5) To develop, implement and evaluate programs pro-
moting ongoing research to explore indications, outcomes,
efficacy and applications of OPP/OMT.

Is this Strategic Plan attainable? Certainly it is in the
judgment of the Academy’s leadership! However, these
ambitious goals will not be accomplished without the sup-
port of each and every member of the Academy.

How can you help? First of all, you can volunteer to
share your time and talent on any of the Academy’s 15
committees (see the annual membership directory for a
list of committees.) President Mark Cantieri would be most
interested in learning your particular interest and how you
would like to participate this year. President-elect John
Jones will spend the next six months preparing his com-
mittee appointments for approval by the Board of Trust-
ees. Now is the time to speak up!

You also can recruit your colleagues to AAO member-
ship, to join you in support of one of the most open orga-
nizations within the osteopathic medical profession. Re-
gardless of their specialty, all osteopathic physicians can
reap the benefits of AAO membership through increased

Members Must Help
AAO Reach Goals

knowledge of osteopathic principles and practices and
osteopathic manipulative treatment by way of our publi-
cations and continuing medical education programs.

Furthermore, you can encourage colleagues to enroll
in AAO’s CME programs — there will 14 opportunities
available in these next 12 months. Tuition revenues rep-
resent nearly 50 percent of the Academy’s annual opera-
tional income, with less than 25 percent coming from
membership dues.

Finally, you can support the Academy in your annual
charitable giving. The Golden Ram Society is the AAO’s
annual fund which generally supports the Academy’s edu-
cational endeavors. You have an opportunity to include a
voluntary contribution to this annual fund along with your
membership dues. The Finance Committee also promotes
TRUST 2000: A Legacy for the Osteopathic Profession,
encouraging members to include the Academy in their
planned giving strategies. The Committee includes infor-
mation on planned giving in each issue of both The AAO
Journal and The AAO Newsletter.

T look forward to your support of this energetic and
viable organization!

Academy Publishes Electronic Journal

The UAAQ Council consulted with the officers of
UAAO chapters regarding the conversion from delivery
of hard copy editions of The AAO Journal to an electronic
format available on the Academy’s Web site. The UAAO
Council supported the conversion to this method of deliv-
ery of the journal to UAAO members. In the past, many
students have not received their copies of the journal, es-
pecially when they were away from the college on rota-
tions. The Academy would also benefit from decreased
production and mailing expenses.

Editor Raymond Hruby supported the conversion as
well. Beginning with this issue of the journal, students
will have unlimited access to the journal if they are UAAO
members, using, last name, college of osteopathic medi-
cine and year of graduation as their password, e.g.
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<smithccom2001> In the future, this
same format may also enable the
Academy to consider providing ac-
cess to all AAO members and sub-
scribers via a similar password entry.
Overseas AAO members would ben-
efit most since postal delivery is in-
consistent in many foreign countries.

AAO Recruits
UAAO Graduates

Acting on arecommendation from
the Membership Committee, the
Board of Trustees have determined
that UAAO members who graduate
in the Spring will “automatically”
become AAQO Intern members upon
payment of their dues, eliminating the
need to complete a new membership
application. The Board also approved
another Committee recommendation
to permit UAAQ graduates to make
one, lump-sum payment for multiple
years of postdoctoral training, e.g. $20
for one year, $40 for two, $60 for three.
The AAO staff will issue dues invoices
to all UAAO graduates in the Summer
at the same time as they mail statements
to AAO members.

Chairperson Kenneth Johnson re-
ported that the Committee’s rationale
stems from the growing assumption
on the part of UAAO members that
they continued to be AAO members
upon graduation. The Committee be-
lieves that implementation of these
recommendations will better enable
the Academy to maintain contact with
these new physicians who exhibited
such enthusiasm for OMM during
their student years. With the availabil-
ity of the AOA’s new “electronic phy-
sician master file,” the Academy will
be able not only to identify reloca-
tion addresses of Intern members but
also document professional data
which would have been part of a sepa-
rate AAO membership application,
e.g. college/year of graduation,
postdoctoral training, licensing, etc.(J

What You Can’t Give Us

You can give money to the Ameri-
can Academy of Osteopathy. You can
give stock and real estate. You can
give personal property like artwork,
antiques, coins and cars. You can give
promissory notes and royalty rights.
You can give life insurance and pen-
sion funds.

You can give your time. You can
donate your special expertise and your
leadership skills. You can volunteer to
help with various events. You can give
a hundred different ways.

But there’s one thing you cannot
give the American Academy of Oste-
opathy: a gift that will jeopardize your
financial security. We won’t let you. At
least, we will try our best to prevent it.

That’s because we value you and
your ongoing partnership with us. We
want your giving to be right for you
in every way.

Making a major gift to the Ameri-
can Academy of Osteopathy requires
great care. The gift plan needs to fit
you like a glove. It should make sense
and contribute to your satisfaction
and enjoyment. Tt should be one of
the high points of your life.

Mr. Steve Noone is the executive
director of the American Academy of
Osteopathy. He is able to explain vari-
ous giving opportunities and help you
and your advisor(s) tailor the ideal
gift plan for you. Whether it is a be-
quest designation in your will or a
life-income gift you establish now, he
can help you.

Have you considered creating an
endowment fund? Mr. Noone can
help you. Would you like to know
how to give a life insurance policy
you no longer need? Mr. Noone can
help you. Do you want to explore a
possible gift of closely held stock, a
vacation home you no longer use, or
a piece of undeveloped land? Mr.

Noone can address all of these things,
and more.

You can contact Mr. Noone by di-
aling (317) 879-1881 or by mailing
the coupon below. You will find him
personable, knowledgeable and trust-
worthy. He will guard your confi-
dences and honor your privacy. No
arm-twisting. His services are com-
plimentary and you are under no ob-
ligation to proceed with a gift.

One more thing: Mr. Noone will not
try to take the place of your own legal,
tax or financial advisors. Instead, he
will urge you to obtain independent
counsel to make sure that any major
gift you make to the American Acad-
emy of Osteopathy is appropriate in
light of your overall estate plan.

Let Mr. Noone tell you about the
planned gifts others have made and
what opportunities exist for you. Call
him or mail in the coupon today.

(Please complete and return |
this reply form.) |
I

Dear Friends at the American Academy |
of Osteopathy: |

Please send me free literature about |
planned giving. |
Please contact me about a personal |
visit or other assistance. I

__I'have provided for American Academy |
of Osteopathy in my will or other estate- I
planning document.

| ___Please send me information about the
| American Academy of Osteopathy.

I
|
l Name: I
l Address: |[
I
|
I

II City:
State: Zip:
I Phone:

|  Mail this form to: American Acad- |
| emy of Osteopathy, 3500 DePauw |

Blvd., Suite 1080, Indianapolis, [Nl
L46268-1136) _ 4
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Affiliated organization’s 1999 CME calendar...

June 12-15

Biodynamics - Phase V

Franconia, NH

Contact:  James Jealous, DO
(207) 778-9847

June 18-21

Intro to a Biodynamic Model of
Osteopathy in the Cranial Field
Franconia, NH

Contact:  Jeffrey Greenfield, DO

(603) 641-2070

June 27-30

Biodynamics - Phase VI

Franconia, NH

Contact:  James Jealous, DO
(207) 778-9847

June 17-20

100th Annual Convention

Texas Osteopathic Medical Association

Dallas, TX
Contact: TOMA
(512) 708-TOMA

June 19-23

Basic Course

The Cranial Academy

San Antonio, TX

Contact:  The Cranial Academy
(317) 594-0411

June 23-26
1999 O0A Annual Meeting
Ohio Osteopathic Association
Columbus, OH
Contact:  Jon Wills

(614) 299-2107

June 24

Competency Testing

The Cranial Academy

San Antonio, TX

Contact:  The Cranial Academy
(317) 554-0411

June 25-28

The Cranial Academy Conference

San Antonio, TX

Contact:  The Cranial Academy
(317) 394-0411

June 23-26
1999 OOA Annual Meeting
Ohio Osteopathic Association
Columbus, OH
Contact:  Jon Wills

(614) 299-2107

July 30-August 1

1999 Annual Meeting

Colorado Society

of Osteopathic Medicine

Vail, CO

Hours: 18 Category 1A

Contact:  Patricia Ellis
(303) 322-1752

August 20-22

Psycho-Tmmmuno-Neuro-
Toxicology Training
Indiana Academy of Osteopathy
Indianapolis, IN
Hours: 20 Category 1A
Conbtact: LA.O.

(317) 926-3009

September 3-6

Advancing Our Cranial Skills

The Cranial Academy

Tucson, AZ

Contact:  The Cranial Academy
(317) 594-0411

September 24-26
10th Annual Fall Conference

Osteopathic Phys. & Surgeons of Calif.

Monterey, CA
Hours: 20-22 Category 1A
Contact: OPSC

(916) 447-2004

October 16-19
Biodynamics Phase VII
Franconia, NH

Contact:  James Jealous, DO

(207) 778-9847

7

\

OMM Physician

The Philadelphia College of
Osteopathic Medicine, an
independently operated medical
school, is seeking a BC/BE
(CSPOMM) OMM Physician
interested in practicing state-of-
the art Osteopathic Manipulative
Medicine. The chosen candidate
will practice at our site locations
and will also be responsible for
teaching medical students and
residents. Previous clinical and
classroom teaching preferred as
the chosen candidate will have
course content and lecturing
responsibilities in all techniques
of OMT. Research orientation
also a plus. Applicant must be a
DO with experience in academic
settings. This position offers a
competitive salary and an
excellent benefit package.

MAIL

Please forward your
CV including salary
requirements to:

Alexander S. Nicholas, DO,
Chairman, PCOM, Dept. of
Osteopathic Manipulative
Medicine, 4190 City Avenue,
Suite 320, Philadelphia, PA
19131. EOE

\
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Research resources to advance
osteopathic theory and practice

by Albert F. Kelso, PhD and Deborah M. Heath, DO

The fundamental concept in osteopathic philosophy is
that the human body reacts to external and internal envi-
ronmental changes as a unified organism. The dilemma
faced by basic and clinical researchers is “How is a basic
research hypothesis related to somatic function and total
body health?” or “How is clinical or research investiga-
tion on disease or other response to manual interventions
related to the osteopathic concept?”’

Recent clinical advances have identified the integra-
tion of several systems to account for effects of environ-
mental stimuli on total body response with an emphasis
on a somatic component of the stimulus or response’ and
the interactions in the neuroendocrine-immune system.

Physiologists have contributed significant information
on the integration of somatic system functions with total
body health. Exercise: Regulation and Integration of Mul-
tiple Systems is a 1996 American Physiologic Society
publication.’ The editors, Rowell and Shepherd, integrate
the disciplines biochemistry, pharmacology, cellular and
molecular biology and medicine. Three sections, neural
control of movement, control of respiratory and cardio-
vascular systems, and control of energy metabolism, are
used to organize the multiple systems integration. While
the emphasis is on exercise and movement, motor control
of somatic motor function of posture and movement are
presented in depth.

Comprehensive Human Physiology provides a model
for integrating reductionist information with physiologic
functions.* The editors, Gregor and Windhorst, integrate
the quantitative details from basic science disciplines into
new concepts and classifications for the presentation of
human physiology. Their selection of authors and objec-
tives for specific chapters led to a few basic themes that
lead to a better understanding of the massive accumula-
tion of biologic knowledge in each discipline. Functions
at the molecular, biochemical, cell, tissue, organ and or-
ganism levels provide insight into the mechanisms at each
level and their contribution to a systemic or total human
performance.

The editors of American Academy of Osteopathy year-
books and special publications® have provided a nearly

complete researcher’s bookshelf on osteopathic basic and
clinical research. This is a valuable resource that modern
communication on the world wide web (www) can not
duplicate at the present moment. In addition to the Fel-
lows™ published clinical theses, the collected papers of
Beal, Burns, Cole, Denslow, Johnston, Frymann and Korr
supplement the osteopathic profession’s textbook, Foun-
dations for Osteopathic Medicine® by providing docu-
mented evidence from research conducted in different eras
of the osteopathic profession’s growth and development.

An increased emphasis on the health care needs, health
care provided and the health outcomes provides the clini-
cal researcher with an opportunity to include this “inte-
grated” information as part of any clinical research. The
change in a patient’s activities of daily living (ADL) or
quality of life (QOL) are accepted measures of change in
total body performance.

Rescarch data and the relationship of isolated facts at
any level to its place in the chain of molecular, cellular,
tissue, organ and organism function is gaining favor in
the basic science arena and will help support the funda-
mentals of osteopathy. These references are valuable re-
sources for the investigator of osteopathy.

References

1. 1989 International Symposium: The Central Connection:
Somatovisceral/Viscerosomatic Interaction, 1992, Indianapolis, IN,
American Academy of Osteopathy, affiliated with the American
Osteopathic Association

2. 1991 International Symposium: Nociception and the Neuroendo-
crine-Inumune Connection, edited by FH Willard and MM Patterson,
1994, Indianapolis, IN, American Academy of Osteopathy, affili-
ated with the American Osteopathic Association

3. Handbook of Physiology Section 12. Exercise! Regulation and In-
tegration of Multiple Systems, edited by LB Rowell, JT Shepherd,
1996, New York, Oxford University Press, Published for the Ameri-
can Physiologic Society

4. Comprehensive Human Physiology: From Cellular Mechanisms to

Integration, 1996, New York, Springer

American Academy of Osteopathy, Indianapolis, IN

6. Foundations for Osteopathic Medicine, edited by RC Ward, 1997,
Williams and Wilkins(
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President’s Message
continued from page 6

myofascial strain pattern by coming from his right foot and ankle
area. [t is due to his prior intrauterine position and failure to get a
complete first breath.” I was dumbfounded. Dr. Fulford treated
Marcus. Marcus slept all the way home and slept from 7 p.m. that
night until 7 a.m. the next day. He never had another ear infection.
I promptly took two courses from Dr. Fulford and began to appre-
ciate, as never before, long myofascial strain patterns and energy
restrictions and their resultant impact on health.

In 1995, I moved to South Bend, Indiana and my practice
evolved into primarily a chronic pain practice. In 1995, Brad
Sandler joined me and turned me onto the world of Vladimir
Janda and Phil Greenman. I now began to appreciate move-
ment patterns and how alterations of normal movement pat-
terns caused ongoing pain problems. Bringing all the influences
together, over my years of practice, greatly improved my treat-
ment success rate. But, there was still a group of patients that
did not tolerate appropriate rehabilitation. When we had a joint
or muscle loaded with weight to strengthen it, the patient would
initially progress but then reach a weight where the progress
would stop because of pain.

At this point, we realized that underlying ligament or tendon
instability was the problem so we started doing prolotherapy.
Again we saw our success rate climb, but saw people who did
not respond to the prolotherapy even though the underlying prob-
lem was a ligamentous and/or tendonous. In analyzing these
people many, because of their chronic pain, were hormonally
suppressed. Frank Willard would have been proud that we fig-
ured this out. Hormonal evaluation and treatment allowed these
people to progress through rehabilitation where they never could
have before. What will be next in my evolution? I have a few
ideas.

Certainly we, as a group, need to all continue to grow per-
sonally as osteopathic physicians. There is no place for stagna-
tion if we want to provide the best possible care for our patients
and remain competitive in the evolving health care market. We
must support research in osteopathic medicine in the United
States and throughout the world where it is being birthed and
also evolving. Our international brothers and sisters are look-
ing to us for direction and support.

A.T. Still probably gave us all the best advice we can still
live and practice by: “Keep it pure boys, keep it pure.” Maybe
that is what we can use for the AOA unity campaign. Probably
won’t fly, will it?

So, I encourage all of you to grow and evolve in a way that
keeps you excited about going to the office and meeting new
challenges everyday. Not saying to patients: “Well, we have
ruled out all this bad stuff, I guess you will just have to live
with it.” But, rather keep digging until you find the answer.
And, bring those answers to your colleagues here at the Acad-
emy so we can all grow together loving and helping our pa-
tients, our brothers, and sisters. Thank you.(J

PRACTICE FOR SALE

Established Traditional Osteopathy/
Classical Homeopathy practiceinNYC
for sale. Serious inquires only. For more

information send C.V. to: PO. Box
20142,D.H.C.C.,NewYork,NY 10017.

NOVA SOUTHEASTERN
UNIVERSITY COLLEGE
OF OSTEOPATHIC MEDICINE

CHAIR FOR DEPARTMENT OF OSTEOPATHIC
PRINICIPLES AND PRACTICES

NSU College of Osteopathic Medicine is seeking an
Osteopathic Physician with vision and leadership skills
who is Board Certified in Family Practice.

e If you can accept a challenge and are motivated to lead
a University department into the 21st Century,

» If you have prior experience in medical education and
administration,

e If you find collaborating with colleagues to develop
more effective approaches to teaching students
osteopathic manipulative skills, an exciting opportunity,

» Ifyouwanttodevelop andimplement OMM fellowships
and residencies,

* Ifyou are a pragmatic innovator, and

e If competitive compensation for your unique talents is
in your agenda,

Then you may well be the candidate that we are seeking for
this full-time appointment.

Submit curriculum vita with letter of interest and three
professional references to:

Lawrence E. Jacobson, DO,
Associate Dean for Medical Education
College of Osteopathic Medicine

Nova Southeastern University

3200 South University

Ft. Lauderdale, FL. 33328

or fax (954) 262-2250

NSU is an affirmative action/equal opportunity employer.
Smoke-free campus.
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From the AOBSPOMM Files

Case Study:

OMT and urinary incontinence

by James E. Farley, DO

Patient Identification
G.L.1is a 62 year old Caucasian male,
status post radical prostatectomy.

Chief Complaint

Urinary incontinence

History of Chief Complaint

Patient underwent radical prostate-
ctomy for benign prostatic hypertro-
phy seven weeks prior to this first
vigit. Patient denied urinary inconti-
nence prior to radical prostatectomy.
Patient stated that urinary inconti-
nence occurred only when he
coughed or played the bagpipes. He
had played the bagpipes for over 40
years and it was a significant part of
his life. Review of surgical report re-
vealed a routine radical prostatectomy
without complications during surgery
or during recovery.

Past Medical History

Hypertension for 20 years.

Past Surgical History
Hemorrhoidectomy 1980

Social History

Denies tobacco, alcohol or caffeine
use. Widowed 12 years ago, remar-
ried 6 years ago - happy marriage.
Retired school teacher - now raises
30 sheep per year as a hobby - plays
bagpipes professionally.

Allergies
Denies MEDICATIONS: Zestril
10 mg QD

Physical Examination
Height5’6". Weight 170pounds.

Blood Pressure 138/86. Pulse 72. Res-

pirations 20. Oral Temp. 99.0.

Head, ears, eyes, nose and throat
were normal. Lungs were clear to aus-
cultation. Heart exhibited regular rate
and rhythm without murmurs. Abdo-
men was soft and non-tender with
bowel sounds present in four quad-
rants. No masses were palpated. Skin
was warm and dry. Pulses were +2/4
upper and lower extremities bilater-
ally. Deep tendon reflexes +2/4 up-
per and lower extremities bilaterally.
Cranial Nerves 1-12 intact.

Structural Examination was per-
formed in the standing position. Ante-
riorly the chin deviated slightly to the
left. Left shoulder was posterior and
superior versus the right. Left sterno-
cleidomastoid muscle and scalenes
were tense versus the right. Umbilicus
was deviated 2 cm to the right of the
midline. The right superior anterior iliac
spine was posterior and superior ver-
sus the left.

Structural examination was then
performed in the seated position. Pas-
sively the pelvis rotated more easily to
the right. Actively the pelvis rotated
with greater excursion to the right.

Structural examination was then
performed in the supine position. Sac-
roiliac articulations were found to be
tense with restriction of sacral motion.
Pelvic diaphragm was restricted in in-
spiration bilaterally. L5 N SR RL. Tho-
racic ribs 12 were restricted in inspira-
tion bilaterally. Respiratory excursion
was observed to descend to umbilicus.

Psoas muscles were tense bilaterally,
right greater than left. Thoracic ribs 11
through 7 on right were restricted in
inspiration. T1 N SR RL. C 23 ERR
SR. Occipital condyles were anterior
on C1 hilaterally. Cranium exhibited a
sidebending rotation with convexity to
the left . Primary respiratory mecha-
nism cxhibited only fair amplitude and
rate.

Initial Assessment
1. Status post Radical Prostatectomy
2. Ligamentous Articular Strain of
pelvic diaphragm, respiratory dia-
phragm and psoas muscles.
3. Ligamentous articular strain of
lumbar, thoracic and cervical vertebra.
4. Cranium with sidebending ro-
tation with convexity to the left.

Treatment Plan

On the first visit, after examina-
tion, the patient was told that a series
of five to seven treatments would be
required to bring some resolution to
his chief complaint. A brief, but il-
lustrative description of the anatomy
involved in his problem was pre-
sented. After the patient seemed to
understand the problem and how it
would be approached osteopathically,
the treatment was initiated.

The patient was treated 5 times us-
ing the principles of Balanced Mem-
branous /Balanced Ligamentous Ten-
sion and direct and indirect myofascial
release. The first goal of treatment fo-
cused on resolution of restriction in the
pelvic diaphragm and respiratory dia-
phragm. The somatic dystunctions in
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the cervical and thoracic vertebrae and
ribs were then addressed. The cranium
was then treated last with osteopathy
in the cranial field.

Course of Treatment

The patient noted significant im-
provement after the first visit. He no
longer became incontinent after
coughing. He still, however, became
incontinent of urine when attempting
to blow the bagpipes.

On the third visit the patient stated
his neck and upper thoracic area felt
much looser and he could turn his
neck much easier but continued to be
incontinent of urine when blowing the
bagpipes.

The fourth visit brought in a much
happier man. He stated he could blow
the bagpipes without any urine incon-
tinence.

He returned for the fifth visit with-
out complaint. The original chief
complaint and any other questions the
patient had were addressed. The pa-
tient was treated and discharged. The
next time [ saw G.L. was eight
months later, dressed in a kilt, play-
ing his bagpipes in our local St.
Patrick’s Day parade.

Discussion

The urinary stress incontinence
was in part due to restrictions in the
pelvic and respiratory diaphragms.
The pelvic diaphragm serves as a
sling or hammock on which the pel-
vic organs are supported. Further-
more, the pelvic diaphragm must
have the ability to descend on inha-
lation and ascend on exhalation in
concert with the respiratory dia-
phragm. If the pelvic diaphragm does
not respond as a diaphragm in re-
sponse to respiratory inhalation, the
abdominal contents will be forced
down on the unyielding pelvic con-
tents causing pressure on the bladder,
contributing to urinary stress incon-
tinence. The respiratory diaphragm,
ribs (especially the twelfth) and psoas
muscles can limit the excursion of the
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Letter to A.T. Still

Dear Doctor Still,

One of your students, Percy H,
Woodall, MD, DO, wrote a book,
Osteopathy, The Science of Healing
by Adjustment. Perhaps because he
was an MD before he became a DO
he has some interesting ways of de-
scribing the principles and practice of
osteopathic medicine. For example,
he notes that human beings have al-
ways used adjustment as a method of
healing. This is particularly true of
fractures, and dislocations of large
joints. He notes that eventually “ma-
nipulative surgery” was born, and “Its
function is to deal with the adjustment
of the gross derangements of the large
joints, neglecting the minor and
minute irregularities of these large
joints and practically all derange-
ments of the small joints.” He goes
on to describe the well-known story
of how you came to understand the
mportance of these “minor” irregu-
larities in structure, and how you sub-
sequently developed the principles
and methods of osteopathic medicine.
He states unequivocally that *“...the
peculiar, the distinctive, the essential
feature of osteopathy is adjustment,
adjustment of the structures of the
human body.”

Doctor Woodall also notes that
“The purpose of an osteopathic ex-

respiratory diaphragm. The ligament
of Treitz, originating from the crura
of the diaphragm, serves as a suspen-
sory muscle of the duodenum. So re-
lieving the diaphragm restriction en-
hances the suspensory function of the
ligament of Treitz. This in turn re-
duces some of the pressure from the
abdominal contents on the bladder.
The ribs and vertebrae are attached

amination is to find the maladjust-
ment that is interfering with a free
play of Nature’s forces. The object of
an osteopathic treatment is to readjust
the deranged parts or conditions so that
the natural state of health may be re-
gained.” T always admire his ability
to so eloquently describe the essence
of osteopathic medicine.

He cautions that it is the ability to
properly diagnose structural problems
that is the most important part of os-
teopathy. He states” Yet, while ma-
nipulations are a necessary part of
osteopathy they are relatively of mi-
nor importance. The matter of prime
importance is the ability to locate the
maladjusted part and to interpret its
effects. To do this requires the most
comprehensive knowledge of all parts
of the body and their respective uses,
and of the evidences of their derange-
ment. Without this knowledge of
structure, function, and disorder, no
degree of manipulative skill can make
one and osteopathic physician.
Merely to be able to manipulate no
more makes an osteopath than the
ability to cut makes a surgeon.”

Wise words from a wise physician.
May we always remember them.

Your ongoing student,
Raymond J. Hruby, DO, FAAOO

to the anterior longitudinal spinal
ligament. Their somatic dysfunctions
put a strain on the anterior longitudi-
nal spinal ligament which also at-
taches to the crura of the diaphragm.
Relieving the somatic dysfunctions in
the above-mentioned areas ease the
fascial and ligamentous drag on the en-
tire system which is designed to sup-
port and nourish the internal organs.(J
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Letters to the Editor

Dear Editor:

The article by Kenneth E. Nelson,
DO, FAAQ”...short leg syndrome...”
(AAO Journal Spring 99) is very well
written, covers most aspects of the
subject, and should serve as instruc-
tional material for our students.

The statistics about the number of
students with the “problem” is not
unexpected in that Wallace Pearson
did an analysis of many high school
students in Kirksville in the 1940s,
and had similar findings. In my prac-
tice, I found incidence of 9% +/- of
significant leg length inequality.

Dr. Nelson did indicate that this
article “was limited to the typical pat-
terns.” However, I would like to make
a few other points. Many DOs philo-
sophically feel that inequality symp-
toms can be managed by manipula-
tion without lifts (Medical Tribune
April 12, 1978). Many check medial
malleoli on the table before and after
manipulation and consider that they
have solved the problem. I believe
that, as osteopathic physicians, we
should be more thorough in consid-
ering that an actual short leg prevents
the pelvis from being level.

Dr. Nelson indicated that most pa-
tients are middle aged. It is my plea to
recognize the problem in childhood or
teenage years so symptoms do not de-
velop. He also indicated that it may be
“organic.” | would like to plead for a
complete evaluation by all physicians in
order to properly address the problem.

Many growing children are
brought to the doctor because of a
change in “posture” in a “scoliosis
screening” during school indicating
curvature, or the fact that a girl’s skirt
does not hang straight, etc. A com-
plete physical is essential. Examples:

A 12-year-old boy was seen for a
1 1/2" difference in leg lengths. The
problem was from the ankle down,
as a result of surgery for a “bone cyst”
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in distal calcaneus at 4 years of age.
The solution was to correct the ankle
and foot.

An 8-year-old girl was seen for a
“limp.” Dr. Donald Siehl found a sig-
nificant curvature of the spine and leg
length discrepancy due to an arterio-
venous fistula in the long leg. The long
leg was larger than the other. The solu-
tion was to correct the A-V fistula, then
use a lift in the short leg, adjusting the
lift every six months as the child grew.

A 13-year-old girl was seen for a
curvature and pain in her kneecap. We
carefully examined the patient and
found cafe au lait spots over the pel-
vis and spine. An x-ray indicated sev-
eral punctate “cysts” in the distal fe-
mur. This was not neurofibromatosis
but was a rare hemangioendothe-
lioma. Simple lift therapy would have
delayed radiation and chemotherapy
which was required. The patient in-
dicated that no previous doctor had
undressed her and looked at her skin.

T had many other patients with “or-
ganic” changes resulting in sacral-
pelvic imbalance and curvature.
There are best identified by a com-
plete evaluation of the patient.

Minimal Cerebral Palsy may be
unrecognized, but may be responsible
for curvatures with or without leg
length discrepancies. These may be
improved by cranial therapy and re-
habilitation exercises.

In older patients, these problems
may be the result of small strokes,
simulating a short leg syndrome.

At any age, the apparent or actual
short leg may become symptomatic be-
cause of inversion or eversion of ankles,
variation in arch, unrecognized injuries
and degeneration of the knee, tibial tor-
sion, or other errors in locomotion.

My plea is to do a complete visual
and palpatory examination of both ex-
tremities, as well as the spine,
particiularly in the child with scoliosis

and/or “short leg.” (Visual inspection
of the skin requires that clothing be re-
moved.) Examine an old pair of shoes
and watch the patient walk down a cor-
ridor with and without shoes.

If the physical is negative for these
rare problems, then you can begin the
therapy for the “short leg” with lifts,
OMT, exercises, etc., as described in
the other articles. Remember that, in
the growing child, it will be neces-
sary to re-evaluate at intervals.

Historical note:

In the 1920s-1940s, Dr. George
Laughlin in Kirksville developed a
reputation for correction of scoliosis.
Patients came from long distances.
He treated these patients by putling
them on a device which exerted trac-
tion on the spine and pressure to
straighten the curves, and then by ap-
plying a plaster body cast from pel-
vis to armpits, changing it at intervals.
I do not know if he analyzed results.
Inever heard him say anything about
leg lengths.

Dr. George thought that young fe-
male teenagers developed scoliosis
from carrying their heavy school
books on their flexed left arm. (Boys
carried theirs in a “school bag” held
in hand. However, this was consid-
ered to be “too unfeminine” for the
girls.)

Martyn E. Richardson, DO, FACOP
Scarborough, ME

TR NCRER T

To: Editor
Re: The Osteopathic Research
Agenda: 100,000 cases of influenza

I'have read with interest the series
of articles on osteopathic research
authored by Drs. Heath and Kelso in
the last three issues of the AAO Jour-
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nal. | was pleased to know more about
the efforts of the Louisa Burns Clini-
cal Research Committee and viable
avenues for garnering funds for os-
teopathic outcomes research, but the
epidemiologist in me walked away
confused.

In the last article, the osteopathic
success story of the influenza epi-
demic of 1919 was recapped. We see
that because one physician was able
to mobilize a reporting system from
2,445 osteopathic physicians, he was
able to look at information on the os-
teopathic treatment of 100,000 cases
of influenza. While the authors point
out that the data was statistically
flawed, they go on to call this valu-
able “outcome data.” On this last
point I would have to disagree.

As [ see it, this is nothing more
than descriptive data that calls for a
more controlled study to produce
valuable outcome data. The question
that begs to be answered is: “Com-
pared to what?” I have no sense of
whether the osteopathic data collected
was comparable to data collected on
patients receiving allopathic care. Ido
not know if the populations were
comparable in terms of their demo-
graphics, comorbidity, and other po-
tential effect modifiers and confound-
ers. Could it be that osteopathic phy-
sicians were located in more rural
areas, whereas the allopaths were
practicing in the more urban areas
where the toll from the epidemic was
the greatest? Was any death not
treated by an osteopath considered a
death attributable to an allopath?

The point of my comments is not
to discredit the value of osteopathic
care in treating influenza, but rather
to heighten the awareness of the ques-
tions that must be addressed before
the plausibility of an association can
be elucidated. In the absence of fur-
ther information, we can not draw
conclusions (i.e., the risk of death was
4( times higher in patients receiving
allopathic care and that difference was
due to osteopathic treatment). It is the

same difference that exists between a
case series and a clinical trial. The first
tells you a story and the second com-
pares itto a control group to give a point
of reference for comparison.

The point is worth making because
I believe the current effort to estab-
lish a nationwide database vis-a-vis
a Standardized Outpatient Osteo-
pathic SOAP note may bring up many
of the same issues. There are many
challenges to standardizing the
completion of this form. For example,
many DOs record somatic dystunc-
tion differently. Some note a restric-
tion of the 5th lumbar by noting L5,
whereas others might note whether
the lesion is flexed or extended along
with its sidebending and rotation
components. Additionally, we have a
number of studies that suggest the
inter-rater reliability between practi-
tioners is poor. As for the outcomes,
providers may use different ICD-9
codes to capture the same diagnosis
(i.e., lumbosacral sprain/strain, lum-
bar strain, low back pain, somatic
dysfunction, etc). How do you take
this into account when you have a da-
tabase that draws information from
hundreds or thousands of providers?

The next question is the same ques-
tion: “Compared to what?” In a data-
base that only records osteopathic find-
ings, who becomes the control group?
Also, how are potential confounders
and effect modifiers captured? While
the form does ask for age and gender,
it does not capture ethnicity or a mea-
sure of socioeconomic status (just to
note two items that are usually adjusted
for, analytically).

To cut to the chase, the creation of
this national database may serve best
for descriptive analyses, hypothesis
generating analyses, and surveillance.
These are very important first steps
in developing solid randomized clini-
cal outcome research, but are not the
endpoint in-and-of themself. T suggest
other projects be considered simulta-
neously. For example, the Osteopath
Center for Children in La Jolla might

be well suited to a longitudinal study
of pediatric development in children
with a certain condition. The osteo-
pathic colleges may be better
equipped to study the impact of os-
teopathic medicine on clinical out-
comes in adult populations (i.e., heal-
ing, postoperative pain, pneumonia,
whiplash, carpal tunnel, etc). In ad-
dition to the grant money available
from the Agency for Healthcare
Policy and Research (AHCPR) noted
in the journal previously, funds can
also be found currently through the
National Center for Complimentary
and Alternative Medicine (NCCAM)
and other offices of the NIH includ-
ing the National Institute for Occu-

pational Safety and Health (NIOSH).
Your truly,
Paula D. Scariati, DO, MPH

R Yot W

Dear Editor:
Re: A letter to the Editor: Comments
on an article by Martyn E. Richardson
We read with great enthusiasm the
article by Dr. Martyn E. Richardson
entitled “Role of the DOs in the
“Spanish flu” pandemic of 1918-20”
which appeared in the Summer 1998
issue of the AAO Journal. We could
not help but feel a tremendous amount
of pride in the amount of healing that
osteopathic physicians were able to

Visit the
American Academy
of Osteopathy’s

Home on the Internet
http:www.aao.medguide.net

Summer 1999

AAQO Journal/15




achieve using manipulative treatments.
We wish to comment, however, on a
statement in the article which claims
that “lymphatic pump” was not men-
tioned as part of the manipulative treat-
ments given to the flu patients.

In that article, Dr. Richardson de-
scribed one of the procedures employed
by the DOs: “The patient extended the
arms over the head and took one or two
deep breaths to aid in respiration.” We
believe that this maneuver will have the
same effect on thoracic volume as pec-
toral traction, a lymphatic pump tech-
nique described in R.C. Ward’s Foun-
dations for Osteopathic Medicine. The
raising of the arms over the head will
bring about an augmentation of the
range of motion of the first eight or nine
ribs during inhalation due to the com-
bined actions of the pectoralis major,
pectoralis minor and serratus anterior
muscles. The concomitant increase in
the volume of the thorax will cause a
drop in intrathoracic pressure, consis-
tent with Boyle’s law (at a constant tem-
perature, there is an inverse relation-
ship between volume and pressure).
The pressure gradient between intratho-
racic and extrathoracic pressure will
facilitate the flow of lymph. In conclu-
sion, we wish to state that although it
was not mentioned as such, lymphatic
pump technique was utilized as one of
the osteopath manipulative treatments

during the 1918 flu epidemic.
Julian Mesina, DVM, PhD
Associate Professor of Physiclogy
Donald Hampton, DO
Professor of OMM
Walter Buck, PhD
Associate Professor of Anatomy
Lake Erie College of Osteopathic Medicine

B R e a Y B

Dear Dr. Hruby,

This is an open letter to Dr.
DiGiovanna in her article “The Tree
in the Wind.”

Dear Dr. DiGiovanna;
“The Tree in the Wind” is a won-
derful metaphor for what has been and

what is going on in osteopathy.

We do have a beautiful tree stand-
ing on a hilltop. The wind is a constant
threat to any lone tree on a hill, and dis-
eases that can inflict trees from within
are always a potential risk.

The tree on the hill is a creation of
God, that was discovered by Dr. A. T.
Still. He nurtured, studied and cared for
it. The tree, like all that God creates,
has his hand mark on it. It is capable of
developing the full potential that is
within it.

As the tree develops, it can often use
to its advantage those things that at first
glance appear to be there only to de-
stroy the tree.

The vision that | see is that the tree
has grown and developed to a new
stage of maturity. The wind has grown
more jealous and has tried harder to
remove the tree and make it like the
rest of the hill. The disease seems to be
developing within the tree and may
weaken it. But the tree has had experi-
ence with disease before. Its internal
self healing powers have been awak-
ened to heal it and recover its full health
before in the past and it will recover
again.

This is when the miracle of creation
shows itself; all around not just on the
hill, but near and far. All over the coun-
fry are seen new trees. They have the
same shape and form as the tree on the
hill and are seen growing tall and proud.
They grow not just as a single tree, but
as local groves of trees that will sup-
port each other.

Now as the wind blows even harder
we find that the seeds of the first tree
have been blown around the world.
They are taking root and growing on
their own hilltops in deep fertile soil.

So when the first tree’s time has
come, as it does with all things, it has
fulfilled the plan. Where a single tree
was, there is now a forest tended by

the brethren throughout the world.
Yours truly,
Brian Knight, DO
Eastmoreland Hospital, OMM Department
2900 SE Steele St , Portland, OR 97202
(503) 230-25010
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Mark your
Calendars

March 23-27, 2000

for the

AAQO’s
2000

Annual
Convocation

“Osteopathy
for the 21st Century
“Restoring
Life and Function
to the Chronic Pain
Patient”

Carl Osborn, DO
Program Chairperson

We are looking for a Doctor of
Osteopathic Medicine to join us at
SaluCare, as an independent practi-
tioner. We are a rehabilitation clinic
offering our patients occupational

and physical therapy. All of our prac-
titioners work with a holistic ap-
proach to patient treatment and care.
Please contact us at (608) 787-8200
and ask for Linda Gasper or fax us
at (608) 787-8211.
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From the Archives

From “An Adventure in Excellence”

by George W. Northup, DO, FAAO, AAQ Yearbook 1967

If this profession and its members
would achieve greatness, they must
reach it through excellence. The tapes-
try of medical history reveals the
golden thread of greatness running
through the lives of many such men as
Still. Great men of medicine—in fact,
the great men of history—have been
those who sought excellence. They
were not diverted from this pursuit by
a concern over the status which others
ascribed to them. Although often sen-
sitive to the attitudes of others, they did
not allow this to obliterate their con-
victions. Show me greatness that was
not opposed. Show me a new idea that
was not met with scorn by the “ac-
cepted orthodoxy of its day.”

Men of greatness rarely appointed
committees and urged the expendi-
ture of thousands of dollars in an ef-
fort to get their enemies to stop call-
ing them names. Greatness never
sought to change it name to mask its
ideals. Nor did the greatness of the
outstanding figures of history save
their souls or their ideals by yielding
to their oppressors. Greatness has the
courage of belief. And greatness is the
application of excellence.

Individually, we must commit our-
selves to those strengths of character
which were exemplified by the man
whom we honor today. Andrew Tay-
lor Still was not preoccupied with sta-
tus but occupied with service. He con-
cerned himself more with the devel-
opment of his own convictions that
with being disturbed by the opinions
and ridicule of others. He placed his
ideals ahead of ideas. He sought ex-
cellence. He was discontented, and he
converted his discontent into creat-
ing a better medical world.

Above all this, however, Andrew
Taylor Still was motivated by a faith
in something greater than self-
achievement. Although, severely
criticized both in this time and ours,
he believed that man should be an in-
strument of divine guidance. It is un-
fortunate indeed that modern sci-
ence nails to the cross of ridicule
those who seek and claim divine in-
spiration. History may prove that
those scientists who have worshipped
at the limited intellect of man have
followed false gods. Perhaps Still’s
reaffirmation of the fact that knowl-
edge comes to man rather than being
born of man was one of his greatest
contributions. Dubos may have
thought of this when he wrote:

“Many scientists spend their most
pleasant professional hours, and often
their most creative, in dreamlands un-
encumbered with realities and beyond
the reach of verifiability. Indeed, it
seems to me that the activities of even
the most objective and practical of ex-
perimenters are conditioned not only
by tools, techniques and logical con-
cepts, but also, and perhaps even more,
by conceptual views which transcend
factual knowledge.”

As we belong to an affluent society, -

perhaps we, too, have become an af-
fluent profession. It may well be that
the problems that infest the world to-
day are also reflected in the problems
of medicine in general and in osteo-
pathic medicine in particular. And per-
haps those intellectual, moral, and spiri-
tnal attributes which are necessary for
the survival of mankind are also nec-
essary for the survival and development
of osteopathic medicine.

An adventure in excellence brings

forth the highest attributes of the
moral and spiritual life of man. “What
shall it profit a man, if he shall gain
the whole world and lose his own
soul?”” And what does it profit a pro-
fession if it gains the world of recog-
nition and renounces the soul of ex-
cellence? The very heart of a profes-
sion and of a people is at stake.

The life of Andrew Taylor Still
provided the inspiration for osteo-
pathic medicine. We, today, can do
no less than develop it in excellence.
The challenge is before us—the ad-
venture has begun; it beckons us
onward.(J

ERRATA:

The Spring 1999 issue (Vol. 9, No.
1), of the AAO Journal ran an article by
Dr. William H. Stager, DO, CSPOMM,
of West Palm Beach, Florida entitled,
“Thoughts on healing: Remembering Dr.
Fulford and a deeper osteopathy.” The
author’s by-line was inadvertently left
off the final copy that went to print. We
have received numerous inquiries as to
who authored the article and wanted to
take this opportunity to apologize to Dr.
Stager as well as share the author’s name
with the AAQ Journal readers. For those
of you who have not read the article, it
can be found on page 10 of the afore-
mentioned issue. One of the comments
received is as follows:

As I continue “digging on,” and indeed
discovering the most wondrous finds, I of-
ten feel that I am surrounded by a desert
of dry intellect, and a rather muddled one
at that. Finding vour article was a very
welcome oasis. Thanks. I hope fo meet you
some day.

Harold J. Komnylak, DO
Virginia Beach, VA
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Student’s Corner

OMM beyond the classroom —
The future is now

What does the AOA mandated Osteopathic Postgraduate Training

Institution (OPTI) mean to us?
by Michelle Veneziano, MS-IIl, Western University of Health Sciences/COMP

If you are a medical student out on
rotations, you may have noticed, as I
have, that there is really very little
osteopathic medicine being practiced
in the typical hospital setting. For
many of us this may be good news.
We are responsible for mastering so
much information; why would we be
interested in adding to the challenges
we face on the wards by simulta-
neously attempting to master osteo-
pathic examination and treatment?
And then, there is the fact that many
of us are being trained by MDs who
have unpredictable levels of interest
and tolerance for manual medicine,
At best they are curious and support-
ive, but they are certainly not able to
help us improve our osteopath skills.
And it is strange, but true, that the cir-
cumstances are rarely different when
our teachers are DOs; rarely do DO
attendings apply OMM to hospital-
ized patients. Role models are scarce.

OMM enthusiasts especially may
find the lack of time, receptivity and
appropriate preceptors in postgradu-
ate settings discouraging. Some stu-
dents justify a lack of interest in
OMM by claiming there is a paucity
of supportive literature. But ask your-
self this question: even if there were
sufficient evidence (and many would
argue there is), would you choose to
practice manipulative given the ob-
stacles that exist? Either way, the only
sensible course is for each of us to
consider carefully what we may miss
by choosing the well-worn path of

least resistance, that of emulating the
allopathic model, despite the letters
D and O that will ultimately grace our
names.

T have observed several DOs with
highly developed osteopathic skills
correctly diagnose organ dysfunction
and even endocrine disorders through
observation and palpation alone. For
them, the frequently routine, expen-
sive, time-consuming practice of or-
dering a battery of studies in an ef-
fort to narrow the differential is rare.
It takes years to develop their level
of perceptive skill, just as it takes
vears to interpret the subtleties of
heart sounds or to become a vascular
surgeon, but what skills worth hav-
ing come easily? Students experience
frustration attempting to discern even
relatively obvious anatomical infor-
mation during a physical exam; pal-
patory skills develop very slowly. I
am in the middle of my third year,
and I still cannot see the light at the
end of the tunnel, but I am finally con-
vinced it is there,

It seems consistently true that pa-
tients of skilled osteopathic physi-
cians rarely need multiple repeat vis-
its or become seriously ill. Naturally
some patients are hospitalized, but a
recent double-blind study conducted
by DOs Radjieski, Lumley and
Cantieri demonstrates that OMT re-
duces the length of stay by an aver-
age of 3.5 days, while at the same
time improving patient satisfaction
ratings.! I have not yet met a doctor

practicing OMM who has been sued,
and 1 do ask. It seems reasonable to
suggest, therefore, that in the long
run, use of OMT may well save time
and money. Perhaps, the investment
of additional study and office time
required to master and practice OMM
can reap multiple rewards. Now,
when the HMOs realize that skilled
osteopathic physicians are cost-etfec-
tive...

But okay, we are not there yet. We
are still students, and HMOQOs are
still... HMOs. And, the pre and post-
graduate hospital training programs
that are available to us are still not
particularly DO-friendly, even when
they are AOA-approved. So, what are
the options for those of us who really
would like to explore those areas of
osteopathic medicine that set us apart
from other doctors? We need a plan,
and we need a body of students pre-
pared to support that plan.

The AOA has mandated that as of
July 1, 1999, all hospitals offering
osteopathic postgraduate training
must become part of an Osteopathic
Postgraduate Training Institution
(OPTI), and AOA-regulated entity
aimed at standardizing osteopathic
postgraduate training. Over the next
few years, the goal is for each of these
facilities to develop integrative OMM
preceptorship programs in both hos-
pital and ambulatory settings.

WesternU’s AOA-approved affili-
ates comprise OPTI-West, one of the
first five OPTIs to be approved by the
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AQA. Block rotations have been cre-
ated at each of these facilities in or-
der to provide more opportunities for
OMM faculty to teach in these set-
tings. WesternU also plans to create
a communication and resource forum
on the Internet that will help keep us
informed, and give us a platform for
exchanging ideas. Additionally,
OPTIs will help to ensure the kind of
consistent and accurate documenta-
tion that will facilitate quality out-
comes research. It is, after all, only
through reliable studies that we can
communicate the benefits of OMM.

In professional practice and in the
classroom, the degree to which each
of us embraces OMM is a personal
choice; OPTI will not change that.
Even if we doubt that we will ulti-
mately choose to practice OMM, at
the very least we can consciously

choose not to chuckle at morning re-
port when the osteopathic exam in
mentioned. In the attempt to become
well-rounded physicians, we can
study OMM as rigorously as we study
any area of medicine, whether or not
we feel it pertains directly to our ulti-
mate professional goals. Having re-
ceived quality training in OMM, we
will be able better to recognize when
OMT is indicated, and be more quali-
fied to determine the appropriate re-
ferral. Whether we trust our palpatory
skills or not, we can do a great ser-
vice to our patients by thinking os-
teopathically; with adequate exposure
to osteopathic principles and prac-
tice, we will be less likely to forget
that osteopathic physicians respect
and support the inherent self-correct-
ing capabilities of the human body.
We are fortunate to be training ata

time when the greater medical com-
munity is gaining enthusiasm for a
more preventive approach to health
care. Osteopathic physicians are
uniquely and strategically situated to
serve as leaders of this trend. OPTI
is perhaps the single most promising
vehicle in decades for the advance-
ment of osteopathic education. Ulti-
mately, however, it is the enthusias-
tic support and participation of stu-
dents that will ensure the success and
viability for our profession, and of
comprehensive preventive care for
communities fortunate enough to be
served by osteopathic physicians.

References

1. Effect of osteopathic manipulative treat-
ment on length of stay for pancreatitis: a
randomized pilot study, Radjieski JM,
Lumley MA; Cantieri MS, JAOA, May
1998, 98(5) pp. 264-72 00

Osteopathic Considerations

= = - ) b
in Systemic Dysfunction Time X on pee

July 23-25, 1999; Tulsa, Oklahoma  or ©°

This 20-hour course (Category 1A) presents a practical hands-on
OMT approach to everyday patient systemic complaints ranging from
sinusitis to pneurmnonia, from gastritis to irritable bowel syndrome, and
from headache to angina. The program centers on designing rational
osteopathic care which can be delivered in a clinically-effective, time-
efficient manner.

Clinicians will be taught to seek regional and segmental diagnostic
somatic clues to enhance and speed differential diagnosis. Participants
will learn to integrate:

Chapman’s reflexes;
Collateral abdominal ganglia; and
Segmental diagnosis of the entire spine & sacroiliac joint

In treatment, the course will center on skills use to enhance
homeostasis. Skills to be mastered during this course include:

Sphenopalatine ganglia technique Mesenteric lifts

Colleterial ganglia inhibition Rib raising

Spleen pump Lymph pumps
Myotascial spray and stretch Liver pumps

Ischial rectal fossa technique Diaphragm redoming

Direct and indirect OMT of cervical,
thoracic, costal, lumbar and
sacral regions

While a number of techniques will be taught, emphasis is focused on
developing skills and strategies to speed diagnosis and recovery.
Residents, residency trainers and DMEs will be accorded special tips
for maximizing integration of these skills and strategies into their
specific program.

Internationally recognized as a leader in osteopathic research and
education, Program Chair Michael Kuchera, DO, FAAO, is afrequently
requested clinical lecturer. His text, Osteopathic Considerations in
Systemic Dysfunction, is the standard for many osteopathic schools,
internships and residency programs. The program faculty are all
experienced clinical educators who daily teach this approach to
osteopathic pre- and post-doctoral physicians.

CME Hours
20 Category 1A

Course Location:
Oklahoma State University/COM

Contact for more information:
American Academy of Osteopathy
(317) 879-1881
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“An Introduction to OMT”

(Basic HVLA)
January 20 - 23, 2000

CME Hours:
23 Category 1A

Sanibel llal-luuur
Resort & Spa

@ml ’(Lﬁwlﬂlﬂﬂ! .:.
e s, INTER: CONTINENTA
Wﬁyquy rimlémnmuu‘ngmk
f\“m & lmauf

5:00 pm  Registration Opens
(includes evening meal)
5:30 pm  Introduction to Course
5:45 pm  History/Philosophy of Osteopathy
Sanibel Harbour is nestled on 80 acres of a private peninsula in 7:30 pm  Introduction to OMT

Fort Myers, Florida, overlooking Sanibel and Captiva islands, ap- s00pm g;lt;:ﬂ;hl];g;ﬁf;bg%
proximately 25 minutes from the Southwest Florida International Parameters, Barrier Concept
Airport. It boasts of 320 hotel rooms, suites, and condominiums. 8:45pm  Principles of HVLA Technique

9:15pm SUMMARY

Water Sports:
Waverunners

Sail boats

Eco-history cruises
Shelling cruises

Beach & lunch tour cruises

Fishing pier

Golf:

Dunes Country Club

Lexington Country Club

Gulf Harbour Country Club
Gateway Golf and Country Club
Pelican’s Nest Golf Club

Spa and Fitness Center:
Aromatherapy

Massages

Facials

Steambaths

Saunas

Kayaks

Power boat rentals
Backwater fishing cruises
Dolphin/wildlife cruises
Pool floats and inner-tubes

# of holes distance from hotel
18 7 minutes

18 8 minutes

18 10 minutes

18 30 minutes

36 35 minutes

Full Service beauty salon
Weight training equipment
Aerobics

Indoor lap pool
Racquetball courts

9:30 pm  Adjourn

Friday, January 21, 2000
7:00 am  Spinal Biomechanics
8:00 am  Pelvis Diagnosis and Treatment
10:45 am  Small Group Discussion
11:00 am  Lumbar Spine Dx/Tx
1:30pm  Adjourn

Saturday, January 22, 2000

7:00 am  Pathophysiologic Models
8:00 am  Thorax Dx/Tx
10:30 am  Small Group Discussion
10:45 am  Cervical Spine Dx/Tx
1:30 pm  Adjourn

Sunday, January 23, 2000

7:00 am  Coding for Dx/Reimbursement
8:00 am  Extremities Dx/Tx
10:30 am  Small Group Discussion
10:45 am  Complications & Contraindications
11:30 am  Complete Treatment Approach
12:30 pm  Summary
1:00 pm  Adjourn
Faculty:

Boyd R. Buser, DO, Program Chairperson
Mark S. Cantieri, DO, FAAO, AAQ President

Call the American Academy of Osteopathy for more information: (317) 879-1881
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Osteopathy —

A philosophical perspective

Reflections on Sutherland’s experience of the tide

by Domenick J. Masiello, DO, DHt

My purpose is to examine philosophically the phenom-
enon of the Tide in osteopathy. In doing so, I hope to call
attention to the essential role that philosophy plays in the art
and science of osteopathy. I will attempt to place osteopathy
within the context of the history of ideas in western philoso-
phy and show the relativity of the two main epistemological
approaches, namely vitalism and materialism.

The characteristics of a vitalist perspective and the rel-
evance to osteopathy will be demonstrated. Osteopathy
will be viewed as a quasi-phenomenological method
within the context of the vitalist tradition and the empha-
sis on perception will be noted. Finally, the concept of
metaphor will be discussed and applied to the phenom-
enon of the Tide.

As osteopaths we are all familiar with the notion that
Dr. Still’s main focus with his students was anatomy and
the concept of the osteopath as master mechanic or engi-
neer, reasoning from the level of effect or disease to the
level of cause. Namely, that a physical restriction was the
reason for the impeded arterial flow, the impeded Iym-
phatic drainage, the impeded venous return, etc. We
vaguely know something about his philosophy and we
know that we have little in the way of specific techniques
as our legacy from him. This is certainly true about his
Philosophy of Osteopathy and his Philosophy and Me-
chanical Principles of Osteopathy. In his last work, Oste-
opathy: Research and Practice, while we certainly re-
ceive more in the way of technique, we cannot avoid the
conclusion that the “old doctor” was, at heart, a philoso-
pher. My purpose is not a discussion of his philosophy
per se, although I consider his concepts of the Biogen and
of Mind, Matter, and Life to be most interesting. Rather, it
is in part to reflect upon how little we as osteopaths actu-
ally engage in philosophy and to think philosophically
about the Tide. Since his passing we have had no shortage
of anatomy, physiology, pathology, biochemistry, etc. We
have had precious little philosophy. We have, in fact, had
precious little osteopathy and may have compromised
ourselves into near oblivion by living off of the legacy he

left us without “digging on” philosophically and practi-
cally. I hope to show where osteopathy stands in relation
to the history of ideas and describe its essential features
so we may apply them to the concept of the Tide. One of
my favorite quotes from Dr. Still is from the preface to his
Osteopathy: Research and Practice, “The mechanical prin-
ciples on which osteopathy are based are as old as the uni-
verse. I discovered them while I was in Kansas. You can call
this discovery accidental or purely philosophical.”

What could he have meant by the term “philosophical”™?

The history of western philosophy is vast and, when
taught at the introductory university level, generally re-
quires a minimum of two semesters to complete, so we
certainly are not going to attempt that here. However, we
can survey this expansive field and try to classify the os-
teopathic approach. The area of philosophy most closely
linked to science is epistemology, that branch of philoso-
phy concerned with the theory of knowledge — the nature,
scope and basis for knowledge itself. The history of epis-
temology can be viewed as our struggle to come to grips
with the issue of what exactly can we know about reality.
The early Greek philosophers were not very much con-
cerned about this issue, relying on the supranatural and
mythic for an explanation. By the 5th century B.C. one
minor exceptional group, the Sophists, began to question
whether what we know about nature was objective or was
the product of the human mind. However, by the middle
ages the world of the supranatural, the mythic, or the Pla-
tonic world of Forms and Ideas of the Greeks drew to a
close to be replaced by a medieval cosmos based on the
authority of law, churches, and sacred texts. The modern
period in philosophy, and for that matter science too, be-
gan during the Renaissance when a world-view based on
reason began to reign supreme. Modern science was now
the authority which implemented the test of unrestricted
doubt.

Personal belief played no role for the grounding of as-
sertions about reality. It began with Galileo and later New-
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ton and Descartes — and it is here where we must begin a
closer search.

With the work of Galileo and Newton, descriptions of
material reality are to be stripped of any subjective expe-
rience. Objects must have their qualities of color, texture,
taste, etc. removed. Space itself is purged of its visual and
emotive qualities of vastness, nearness, farness,
boundedness, etc. The qualities of our self - referent bodily
motion such as to, from, up, down, in front of, in back of
, etc. are all removed. The qualities merely occupy space.
Space is indifferently occupied by matter. All matter ulti-
mately gets reduced to two allowable qualities - number
or quantity and extension or location
in space. In the realm of philosophy, =

nature of reality. It has merely attempted to circumvent it
by its use of probability statements. However, with the
exception of atomic physicists, most scientists, especially
in what may be called the “soft sciences” still believe that
an independent observer is possible. Before we move on
to the issue of osteopathy, however, I would like to take a
short detour and comment on the notion of science as ob-
jective. I believe this is important because there is a very
strong desire and a long historical tradition in the osteo-
pathic profession to be “scientific,” “rational,” and “ob-
jective” to have osteopathy be based on “science” so that
we can prove that what we do is real. Simply, to prove
that we are as good as allopaths. So,
please bear with me as I attempt to

the Renaissance also fueled a search
for an epistemological method that
would determine the truth for once
and for all. The French mathemati-
cian and philosopher, Descartes, in
his Meditations, offered a proposi-
tion that was beyond doubt. One
could never be proved wrong by
maintaining the proposition.

This is the now famous proposi-

Should osteopathy
be considered a science?
If so, is it a science
from the
materialist perspective?

demythologize science.

Science is a human activity. Tt is not
a thing. It did not drop out of the sky.
It is not a super-human or trans-human
essence. [tis not an entity unto itself. It
cannot be conceived of outside of the
matrix of all other human conditions,
needs, and interests in which it origi-
nates and develops. It is not perfect nor
can it ever be. It must always remain

tion, Cogito, ergo sum. I think, there-
fore, I am.

He further proposed that it was indeed possible to make
a separation between the res cogitans and the res extensa,
that is between the object as it exists and the object as it is
thought about. Philosophically this is the foundation for
what has become modern science. This Cartesian perspec-
tive is, for all intents and purposes, synonymous with de-
scriptors such as rationalism, dualism, natural science,

Newtonian science, and logical positivism. It is mate-
rialism - namely that there is nothing in this world over
and above what can be discovered by physics. All that
exists in the universe are subatomic particles or aggre-
gates of subatomic particles and that the only properties
or relationships that exist - are between and among such
particles or aggregates of particles. Should osteopathy be
considered a science? - If so, is it a science from the mate-
rialist perspective? Let’s look a little deeper. What
we generally understand today as natural science is mate-
rialism. It is characterized as empirical, that is, informa-
tion is gathered by the application of the so-called scien-
tific method. It is reductionistic since all experience is
reduced to two major qualities, namely number and loca-
tion in space. These two qualities are generally regarded
as quantities. Once relationships or laws are generated,
natural science can then predict outcomes. The use of
Heisenberg’s uncertainty principle in quantum mechan-
ics, notwithstanding, science is essentially deterministic.
Meodem physics has not yet dealt with the indeterminate

one of several ways of viewing the
world. There is nothing within the logi-
cal basis of modern science which would compel one to
automatically accept that logical basis itself. The rules of
logic are also a human product and as such do not have an
inherent acceptability to them. So world-views or para-
digms about the functioning of the universe must always
remain relative. Society’s selection of a dominant para-
digm is a complex, cultural, economic, political, and es-
thetic choice the basis of which is itself not rational.
Since before the middle of this century, philosophers
of science have written extensively about the subjective
nature of natural science. For instance, Michael Polanyi,
a physical chemist and philosopher at Oxford, in his book,
Personal Knowledge, exposes the subjective nature of
some of the tenets of science. For instance, often theories
are held on esthetic grounds for years before technology
can be developed to test them — this was certainly true
about most of Einstein’s work. Probability only makes
sense in relation to the notion of order, a concept which
we accept tacitly without a logical basis. Probability state-
ments in relation to the null hypothesis are also based in
the subjective because ultimately one cannot assign a nu-
merical value to the intensity of one’s belief. In addition,
there is no specified set of rules as to how a hypothesis is
to be generated from the observed data. The myth of sci-
ence as objective was further exploded by Thomas Kuhn,
professor of the philosophy and history of science at MLLT.,
by his work, The Structure of Scientific Revolutions. In
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this work he cogently argues that science does not pro-
ceed in time as an orderly progression of the accumula-
tion of knowledge as is typically portrayed in text books.
Rather it is a series of explosive quantum leaps in which
one paradigm is superseded by the next in a manner not at
all logical, objective or scientific. Let us now return to
our discussion of osteopathy.

So if we as osteopaths are going to chase after this thing
called “science,” we should at least know what it is and
what it is not. Most of what we are chasing after is the
appearance of the objective. We seck the outer appear-
ance of science. The research labs, the white lab coats,
the federal research grants.
These are merely the trappings
of the scientistic technocrats.
The use of computers, of ma-
chines, of measuring devices
and the communication of re-
sults in graphs, charts and alge-
braic formulae are not the nec-
essary and sufficient conditions
for the activity of science, de-
spite how spellbound we are by
them. I am not arguing against

... if we as osteopaths
are going to chase
after this thing called “science,”
we should at least know
what it is and what it is not.
Most of what we are chasing after
is the appearance of the objective.

One is the actual experience; the other our intellectualiza-
tion and communication of that experience.

How then shall we characterize Still’s work? We have
very little information about his discovery of the principles
of osteopathy. We do not know whether there was some
kind of direct inspiration or intuition of first principles
and then a downward deduction of particulars, or whether
the first principles were the result of an upward induction

from the particulars. He only tells us in the Philosophy of

Osteopathy when he began to* give reasons for his faith
in the laws of life as given to men ....by the God of na-
ture”. There seems to be no experimentation as we know
it today, rather the exhorta-

S tion to continue the applica-
tion of the principles of os-
teopathy during one’s pro-
fessional life and to learn the
needed lessons from Nature.
Yet osteopathy is certainly
organized and systematic. It
does use general laws or
principles. It does provide
knowledge about human
health and disease. And its

the utility of the knowledge de-

rived from scientific activity and the wonderful technolo-
gies which have made our lives so much better. However,
the knowledge gained must always be placed in perspec-
tive. Each perspective is of necessity incomplete and none
can be argued to be more correct. No one approach can
ever hope to explain the totality of human experience. Nor
is every approach applicable to every aspect of human
existence. Science is a human activity which at its core
derives from the wellspring of human capacities we all
share. It is an organized, systematic body of knowledge
about the world using certain general principles or laws.
There must be universal agreement among scientists and they
must share a common language and common criteria for the
justification of claims or beliefs. The truths so revealed must
be timeless and non-local. It is from this definition of sci-
ence that we can examine osteopathy.

In discussing osteopathy as a science it is extremely
important to differentiate Still’s original work and method
from that which we have since used to explain and justify
his work. In other words, we need to distinguish his origi-
nal observations and principles from modern medical sci-
ence which we retroactively apply to his work in an at-
tempt to show it to be worthy. The first I call osteopathy,
the second T call osteopathy or “allopathic” osteopathy.
The distinction I am making here is like the difference
between the experience of God and religion. One is the
transcendent, ineffable experience of the mystic; the sec-
ond is the written dogma derived from that experience.

truths are timeless, nonlocal,
and can be communicated
amongst osteopaths - so it is scientific. But how?

To answer that question we need to look at two things:
the world view or paradigm of osteopathy and its basic
methodology again (bearing in mind that I am talking about
the actual doing of osteopathy) and that a paradigm or
world view is rthe collection of basic assumptions by a
scientific enterprise. If we understand what materialism
is as a paradigm and if osteopathy is scientific, then clearly
the world-view of osteopathy is not that of materialism.
The osteopathic philosophy is a vitalist philosophy. From
the vitalist perspective living things are not just a com-
plex pattern of organization where each element of that
pattern is itself nonliving. From the vitalist perspective, a
living thing is not alive because something called life
emerges when nonliving elements are combined in a cer-
tain way. Vitalism maintains that there is in living things
the presence of an entity or organizing principle that im-
parts powers not possessed by inanimate objects and which
is not reducible to the mere sum of the parts of the living
system. The vital entity or principle that animates an or-
ganism is called Life. Life is not made up of nonliving
substance and Life is capable of an existence apart from
the organism.

The concept of an animating principle is not new or
unique to osteopathy. In Ayurveda, the ancient Indian heal-
ing system it is known as prana. In Chinese medicine it is
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known as chi. Hippocrates called it physis. Galen called it
pneuma or spirit. Paracelsus called it the archeus. Samuel
Hahnemann, the founder of homeopathy, called it the vi-
tal force. The concept of Life for Still was much more
than just a force of nature or an organizing principle. Tt is
with this concept that we see the basis for Sutherland’s
work with phenomena such as the Breath of Life, the Tide,
or Liquid Light. Life is not a blind force. Life has a pur-
pose. It has a plan or goal. It is oriented toward this goal
and in this sense it is teleological. Life can communicate
directly to each of us personally. Life is ever present - it is
only we who fail to notice. For Still and Sutherland Life is
God. In this sense, osteopathy is more than vitalistic. It is
more correct to say that osteopathy is theistic and that
vitalism is a subset or a special case of theism. In the Phi-
losophy of Osteopathy, Dr. Still states:

“First the material body, second the spiritual be-
ing, third a being of mind which is far superior to all
vital motions and material forms, whose duty is to
wisely manage this great engine of life.” (p.26)

There are several more points to be made about vital-
ism which will help our understanding of osteopathy. Its
methodology is for the most part descriptive.

One of its methodological tools is the metaphor . The
metaphors used are multidimensional matrices of mean-
ing whose depth at first glance is not obvious.

Perception (not physiological sensation or physical
palpation) is the foundation of the science. The percep-
tion shifts with the experience of the practitioner. The
perceptual field of practice changes as the osteopath
evolves mentally, psychologically, and spiritually. The
metaphorical becomes literal, but now on a different plane
of understanding. Unlike the natural sciences, in vitalism
it is not a matter of mere intellectual experience and tech-
nical expertise. In the natural sciences one physicist is as
good as another once he or she has the basic training and
can perform experiments. The field of physics in its prac-
tice is the same regardless of the experimenter. In vital-
ism, the entire field of study shifts according to develop-
ments in the consciousness of the practitioner. In theistic
perspectives like osteopathy that evolution is toward a
particular end point, namely God. In vitalism knowledge
(as an object to be possessed) is not the goal, rather, wis-
dom (as a way of being) is sought. In vitalism, each prac-
titioner is a participant observer within the context of the
co-created field with the patient.

I believe that Dr. Still recognized the perceptual shifts
which take place as an osteopath grows and evolves over
a lifetime of practice. We see this most clearly in a quote
from Osteopathy: Research and Practice where he states
in paragraph 34:

‘“...and all the mysteries concerning health dis-
appear just in proportion to man’s acquaintance with
this sacred product, its parts, principles, separate,
united or in action.”

As a descriptive science, osteopathy comes closest to a
movement in western philosophy known as phenomenol-
ogy. Phenomenology as a movement was started in the
late 1890s by the German philosopher, Edmund Husserl.
It was in large part a reaction to the mathematical and
mechanical reductionism in philosophy and science of the
times. Phenomenology is non-empirical, relying on de-
scription and intuition of essences.

The task is to perceive things as they are in themselves,
without any presuppositions. Belief in the existence of
objects itself is suspended. All theories about reality are
bracketed. Phenomenology attempts to describe phenom-
ena and not explain them. Phenomenology seeks to de-
scribe how the world makes itself known to our aware-
ness. Husserl called it the “science of experience.” For
Husserl, reality can never be “objective” because the field
of our experience is inhabited by other subjective beings
whose embodied gestures and expressions call forth a kind
of associative empathy. The pure, objective reality as-
sumed by modern science is viewed as an artificial con-
struct, an idealization of an inter-subjective experience.
The common, collective world we all share as an inter-
subjective field, Husserl called the lebenswelt, the life-
world. The life-world is that organic, open-ended field
which we each experience from our individual perspec-
tives, in which our lives are inexorably intertwined and
which is ultimately indeterminate.

This life-world always stands as a backdrop to every-
thing we do in life. Tt is the horizon that exists in our sub-
sidiary awareness as we engage in a focal act or thought.
Any human activity has meaning only in relation to the
life-world.

Following Husserl’s death in 1938, the work of mod-
ern phenomenology was carried in slightly different di-
rections by Martin Heidegger in Germany and Jean-Paul
Sartre in France. Phenomenology in the formal sense is
not a set of doctrines but is rather a method of explora-
tion, each philosopher utilizing it in slightly different ways.
Another French philosopher and psychologist, Maurice
Merleau-Ponty, studied perception from the phenomeno-
logical perspective. It is his work which provides an ex-
cellent foundation for understanding perception in the field
of osteopathy.

In a sense what Descarte had separated — conscious-
ness and matter — Merleau-Ponty restored. For Merleau-
Ponty, the notion of a transcendent self, separate from the

continued on page 35
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MRI assessment of changes in
swelling of wrist structures

following OMT in patients with
carpal tunnel syndrome

by Kenneth A. Ramey, DO, Robert E. Kappler, DO, FAAO, Murthy Chimata, MD,
John Hohner DO, Angelique C. Mizera, DO

Abstract

We treated patients with Carpal
Tunnel Syndrome using OMT. Treat-
ments were focused on the upper tho-
racic spine, lower cervical spine and
tenderpoints in the forearm muscles.
OMT was not applied to the wrist in
an attempt to stretch the transverse
carpal ligament. MRI images were
used to assess changes in fluid con-
tent in both the carpal tunnel and
median nerve after OMT treatment.
MRI measurements of median nerve
area, carpal tunnel area and length of
the transverse carpal ligament were
also obtained. These measurements
were correlated with changes in nerve
conduction velocities (NCVs), pain
ratings, wrist motion measurements,
and somatic dysfunction information.
The numeric data were compared and
contrasted using t-test statistics. Sig-
nificance probabilities of P < 0.05
were computed. Statistically signifi-
cant changes were noted in pain rat-
ings, wrist motions and nerve conduc-
tion (sensory amplitude). Five pa-
tients responded with improvement in
symptoms and one did not. The re-
sponder group demonstrated a de-
crease in the amount of swelling of
both the median nerve and carpal tun-
nel. The nonresponder demonstrated

increased swelling in both the median
nerve and carpal tunnel. Changes in
the swelling of both the median nerve
and carpal tunnel appear to more
closely parallel changes in hand
symptoms than nerve conduction re-
sults.! No statistically significant in-
creases occurred in the length of the
transverse carpal ligament or the car-
pal tunnel area. Minimal changes in
both the length of the transverse car-
pal ligament and carpal tunnel area
did occur despite no active attempts
to stretch this region. All six patients
had a predominance of acute changes
in the upper thoracic spine and upper
ribs. Most patients had tension in the
flexor muscles of the forearm. Treat-
ment of the upper thoracic spine, up-
per ribs and forearms are all impor-
tant in the management of carpal tun-
nel syndrome.

Methods

Seven patients were identified as
having clinical signs and symptoms
of carpal tunnel syndrome. Patients
excluded from the study include those
with rheumatoid arthritis, osteoarthri-
tis, Paget’s bone disease, gout, myxe-
dema, multiple myeloma, acrome-
galy, current pregnancy, evidence of
moftor atrophy of the hands, diabetes,

dialysis patients with A/V shunts,
prior wrist fracture, hepatic disease,
IV drug abuse, prior carpal tunnel
release surgery, patients with impend-
ing litigation suits and workman’s
compensation cases. The institutional
review board approved the project.
Written informed consent was ob-
tained from each patient.

The following nerve conduction
criteria were used to confirm the di-
agnosis of carpal tunnel syndrome:
median nerve motor latency (MML)
(8 cm) > 4.0 ms or median nerve sen-
sory latency (MSL) (14 cm) > 3.7 ms
or median nerve sensory velocity
(MSV) (14 cm) < 50 M/S.* Bilateral
carpal tunnel MRI’s were obtained on
each patient.

Pretreatment pain and distress
scales,* hand pain analog scales and
wrist motion measurements were ob-
tained on each patient. Each patient
underwent six OMT treatments. Each
of the first four treatments were sepa-
rated by a one-week interval. Each
of the last two treatments were sepa-
rated by a two-week interval. Treat-
ments were focused on the upper tho-
racic spine, lower cervical spine and
tender points in the forearm muscles.
OMT was not applied to the wrist in
an attempt to stretch the transverse
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carpal [i nt. After the six treat-

i game‘ t. A i Case Number | Median Merve Intensity (mean) Tunnel Intensity (mean)
ments thc paln and dIStreSS Scales’ Pratraateant Postireatmant Pratraatmant Posttreatmant
hand pain analog scales, wrist motion

p & w : *Case 1 Right 295.1 263.1 34.0 120.0
measurements, nerve conduction
; , Case 1 Left 286.7 267.9 78.0 63.8
studies and MRI’s were repeated. -
) : *Case 2 Right 274.4 221.5 192.0 20.0
One patient dropped out of the study FENIEL 278.4 — — Po5
after failing to keep several scheduled - - = : ~
: , *Case 3 Right 225.6 245.2 172.0 81.0
appointments due to work conflicts.
; X *Case 3 Left 248.6 235.0 112.0 19.0
Analysis: Bilateral carpal tunnel X
. . *Case 4 Right 257.1 256.3 109.0 139.0
MRIs were obtained on each patient.
) o *Case 4 Left 251.8 222.8 125.0 113.0
T2-weighted axial images were as- )
. i 5 Case 5 Right 317.8 287.2 103.0 153.0
sessed using General Electric’s image
i i *Case 5 Left 336.6 360.6 159.0 161.0
analysis software. The hydration of the -
Right mean 274.0 254 .6 122.0 102.6
carpal tunnel was assessed by generat- 5D 31.6 21.5 56.0 47.9
ing a line plot between the distal as- Left mean 280.4 261.8 112.2 71.6
pect of the hook of the hamate and the ] - 31.7 52.1 e CLE
. Case 1-5 mean 277.2 258.2 117.1 87.1
bgse of the trapezium. Th.e computer SD 31 5 a2 . a7 591
will graph the pixel Intensity of every 2-tail t-test 0.280 0.295
structure along the line. The pixel in- sig
tensity correlates with the level of hy- *Case 6 Right 207.9 227.9 18.0 24.0
dration. A higher pixel intensity corre- *Case 6 Left 160.6 171.4 29.0 43.0
lates with a higher level of hydration Case § mean 184.3 199.6 13.5 33.5
while a lower pixel intensity correlates L £3.6 £3.2 .5 o

with a lower level of hydration. If the
cursor is moved along the line plot the
computer will generate the pixel inten-

Table 1. Changes in pixel intensity of the median nerve, and carpal tunnel (with
median nerve removed). The t-tesi statistics were performed on the mean
pretreatment and postireatment values for cases 1-5. * - symptomatic hand

sity every 0.4 mm. The hydration of

the structures located in the entire tun- Case # Median Nerve Area Carpal Tunnel Area Transverse Carpal
nel can be obtained by averaging the () (mm*) Li gam'e(r::m )Length
Pixel intensities generated between Pretx. Posttx. Pretx. Posttx. Pretx. Posttx.
the hook of the hamate and the base “case 2 pigne 20.0 8.0 416.0 207.0 57 5% 3
of the trapezium. The hydration of fase 1 iare 12.0 10.0 X X x X
the carpal tunnel only (entire tunnel Tease 2mignt X X 230.0 171.0 22.0 20.0
with median nerve removed) can be i x X 180.0 170.0 18.0 18.0
obtained by removing the pixel inten- i 6.0 4.0 264.0 240.0 21.0 21.0
sities for the median nerve when cal- et 8.0 10.0 264.0 240.0 19.0 20.0
culating the mean pixel intensity for Tt 15.0 24.0 231.0 220.0 21.0 22.0
the entire tunnel. T X X 253.0 220.0 20.0 22.0
The hydration of the median nerve e 6.0 15.0 207.0 220.0 24.0 22.0
can be assessed by using the region Mk 150 15.0 220.0 220.0 23.0 24.0
of interest software. A 1.0 cm pixel T Hap 18 20848 2LL5 23.0 22.0
box was placed around the median - 11'.7 11'_7 229-_3 - 2'_ " 20._0 21]'.70
nerve. This function generates the 2.9 2.4 32.7 25.9 1.9 2.2
mean and standard deviation for 121 e n.y %3 2517 212.0 21.6 216
separgte pixel points within the box o e 0,885 0118 g -
(see figure 2). o £ 10.0 231.0 220.0 23.0 22.0
The pretreatment and posttreat- “casn d Lars 10.0 i 2480 207.0 23 0 P
ment MRI images require standard- s 10.0 7.0 230.5 213.5 23.0 23.0
ization because the overall pixel in- 90 3.0 0.5 6.5 0.0 1.0

tensity of the picture can vary depend-

Table 2: Distal Carpal Tunnel Anatomic Measurements. The t-test statistics
were performed on the mean pretreatment and posttreatment values for cases
1-5. * - symptomatic hand

ing on where the controls on the con-
sole are set. This standardization ne-
cessitates the identification of a struc-
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Case # PAD Scale Past Week Pain Wrist ROM
Pretx. Postix. Pretx. Postix. Pretx. Posttx.
fraet Lk 46.0 38.0 3.0 2.0 133.0 147.0
Case 1 Laft X X 1.0 1.0 140.0 167.0
“Casn2 Right 37.0 36.0 4.0 2.0 110.0 119.0
“Casa 2 Laft X X 4.0 3.0 107.0 118.0
i 36.0 32.0 8.0 5.0 92.0 129.0
*tasn 3 Laft X X 8.0 5.0 118.0 133.0
“tase 4 Right 53.0 30.0 10.0 4.0 78.0 112.0
“Casn 4 Lart X X 5.0 2.0 120.0 125.0
Cusei:Right 46.0 46.0 1.0 0.0 120.0 128.0
*casa 5 Laft X X 10.0 2.0 104.0 112.0
i e 43.6 36.4 5.2 2.6 106.6 127.0
6.3 5.6 3.3 L2 19.6 11.8
b x X 5.6 2.6 117.8 131.0
3.1 1.4 12.7 19.3
e 43.6 36.4 5.4 2.6 112.2 129.0
6.3 5.6 3.4 1.6 18.4 17.0
et test 0.126 0.031 0.048
ACEEE AR 58.0 44.0 8.0 9.0 115.0 125.0
“Casa § Laft X X 8.0 10.0 105.0 112.0
B g 58.0 44.0 8.0 9.5 110.0 118.5
X X 0.0 0.5 5.0 6.5

Table 3: Individual Pain and Distress Scale ratings, past week analog pain
ratings and wrist range of motion (ROM) measurements. The t-test statistics
were performed on the mean pretreatment and postireatment values for cases

1-5. * - symptomatic hand

Case Motor Motor Sensory Sensory Sensory
Latency (ms) Amplitude Latency (ms) Amp1itude Velocity
(M/9)
Pre Post Pre Post Pre Post Pre Post Pre Post
| wiane 5.8 4.6 5.0 11.0 5.2 4.9 10.0 | 14.0 | 26.9 | 28.6
it 3.7 3.9 8.0 | 11.0 | 3.9 3.7 18.0 | 34.0 | 35.9 | 37.8
| Rignt - X X X X X X X X X X
et X X X X % X X X X X
_5_5}:_:3 5.2 4.7 9.0 7.0 4.6 4.6 10.0 20.0 30.4 | 30.4
e’ 5.3 5.3 7.0 8.0 5.3 5.5 8.0 | 12.0 | 26.4 | 25.5
e X X X X X % X X X X
ot X X X X X X X X X X
Rt X X X X 3.4 3.5 15.0 | 37.0 | 41.2 | 40.0
et 5.9 4.5 7.0 8.0 5.1 3.5 9.0 21.0 | 27.5 | 40.0
ol 5.5 4.6 7.0 9.0 4.4 4.3 11.7 | 23.7 | 32.8 | 33.0
. 0.3 0.1 2.0 2.0 a.7 0.6 2.4 9.7 6.1 5.0
ko 5.0 4.6 7.3 9.0 4.8 4.2 11.7 22.3 29.9 | 34.4
0.9 0.6 0.5 1.4 0.6 0.9 4.5 9.0 4.2 6.4
saan P 5.2 4.5 7.2 9.0 4.6 4.3 11.7 | 23.0 | 31.4 | 33.7
il 0.9 0.5 1.5 1.5 0.8 0.8 3.9 10.3 6.0 6.3
tian 0.236 0.130 0.535 0.031 0.526
| et © 4.1 3.9 9.0 10.0 3.8 3.2 50.0° | 52.0 | 36.8 | 43.8
i 4.1 3.9 12.0 | 13.0 3.6 3.0 45.0 | 64.0 | 38.9 | 46.7
= 4.1 3.9 10.5 | 11.5 3.7 3.1 47.5 | 58.0 | 37.8 | 45.2
= 0.0 0.0 1.5 1.5 0.1 0.1 2.5 6.0 1.1 1.4

Table 4: Nerve conduction examinations (median nerve). * - symptomatic

hand

ture that has a relatively consistent
pixel intensity pre- and post-treat-
ment. The trapezium was chosen for
this purpose. Pretreatment and post-
treatment pixel intensities of the tra-
pezium were obtained (see figure 3).
The pretreatment measurement of the
trapezium’s pixel intensity was cho-
sen as the standard. The posttreat-
ment values for each individual pa-
tient were adjusted by a factor that
would make the posttreatment pixel
intensity of the trapezium consistent
with the pretreatment value.

The cross-sectional arca of the
median nerve, the cross-sectional area
of the carpal tunnel and the length of
the transverse carpal ligament were
obtained at the distal portion of the
carpal tunnel (narrowest region and
most likely site of compression).

The numerical data obtained from
the MRI images, pain ratings, wrist
measurements, nerve conduction
studies and osteopathic structural ex-
aminations were compared and con-
trasted statistically using the SPSS-
PC+ for WINDOWS program. This
program employs Student’s t-test sta-
tistics. Significance probabilities of
P < 0.05 were computed.

Results

Five patients (cases 1-5) respended
with improvement in symptoms and
one did not (case 6). Statistically sig-
nificant changes were noted in pain
ratings , wrist motions and nerve
conduction findings (sensory ampli-
tude). Changes were also noted in
pain and distress scale ratings, me-
dian nerve hydration and carpal tun-
nel area. The data and statistics are
listed in tables 1-4.

Discussion

Statistically significant changes
were noted in pain ratings (see chart
1), wrist motions (see chart 2) and
nerve conduction findings (sensory
amplitude) (see chart 3). Changes
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were also noted in pain and distress
scale ratings (see chart 4), median
nerve hydration (see chart 5), carpal
tunnel hydration (see chart 6), median
nerve area and carpal tunnel area.

Overall, five patients responded with
improvement in symptoms (past week
pain ratings) and one did not. The re-
sponder group demonstrated a decrease
in the amount of swelling of both the
median nerve and carpal tunnel. The
nonresponder demonstrated increased
swelling in both the median nerve and
carpal tunnel. The nonresponder group
did demonstrate improvement in pain
and distress scale ratings and wrist mo-
tion measurements.

Changes in the hydration (swelling)
of the median nerve and carpal tunnel
appeared to more closely parallel
changes in patient hand symptoms than
nerve conduction studies. In the re-
sponder group, the amount of swelling
in both the median nerve and carpal
tunnel decreased; the nerve conduc-
tion findings improved, as did the hand
symptoms. Inthe non-responder group
the amount of swelling in both the me-
dian nerve and the carpal tunnel in-
creased; although the nerve conduc-
tion studies improved, the hand symp-
toms worsened. Perhaps more investi-
gation in this area is warranted.

Changes in hydration in the carpal
tunnel were two to nine times greater
than in the median nerve. For years
the medical establishment has been
dwelling on the point that there is not
enough room underneath the trans-
verse carpal ligament. The median
nerve becomes compressed, ulti-
mately leading to hand symptoms and
debility. The question that needs to
be addressed is: why isn’t there
enough room underneath the trans-
verse carpal ligament? This study
may indicate that there is increased
swelling in both the carpal tunnel and
median nerve in patients with carpal
tunnel syndrome. OMT effectively
reduces this swelling and results in
improvements in both nerve conduc-
tion parameters and hand symptoms.

What is the role of the sympathetic
nervous system in the development

Figure 1: MRI of the distal carpal tunnel. A line plotis generated between the
hook of the hamate and the base of the trapezium. The computer generates the
pixel intensity for every structure along the line. The cursor (long vertical line
through center of median nerve) is positioned to obtain the pixel intensity every
0.4 mm along the line. Note the pixel intensity of 312 generated through the
center of the median nerve.

Figure2: A 1.0 cmpixel box is placed around the median nerve. The computer
generates the mean and standard deviation for 121 separate pixel points within
the pixel box.
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Figure 3: A 1.0 cm pixel box is placed over the trapezium. The computer
generates the mean and standard deviation for 121 separate pixel points within
the pixel box. The pretreatment pixel intensity of the trapezium is chosen as the
standard. All posttreatment pixel measurements are adjusted based on the

pretreatment trapezium pixel intensity.

of carpal tunnel syndrome? All six
patients had a predominance of acute
changes in the upper thoracic spine
and upper ribs. Cell bodies of pregan-
glionic sympathetic neurons con-
cerned with the upper extremity are
located in the upper thoracic spinal
cord segments.® The smooth muscu-
lature in the walls of lymphatic ves-
sels contracts when sympathetic
nerves are stimulated. This results in
reduction in the size of the lumen,
thereby impairing lymphatic drain-
age.” Increased sympathetic tone can
close down lymphatic channels and
lead to congestion in regions of the
body. Upper thoracic dysfunction in-
creases sympathetic tone to the up-
per extremity and decreases lym-
phatic drainage. This may lead to the
increased swelling observed within
the carpal tunnel (and possibly the
entire upper extremity) and the sub-
sequent production of symptoms.
Do these findings support the
role of the “double crush™ in the gen-
esis of carpal tunnel syndrome. The

double crush hypothesis proposed by
Upton and McComas explains that
compression of axons at one location
may not impair axoplasmic transport
enough to result in denervation
changes in their target structures, but
if a similar amount of compression is
simultaneously applied at a second
location the threshold for denervation
effects is exceeded.! The median
nerve passes deep to the bicipital apo-
neurosis (the fibrous band connect-
ing the biceps tendon to the forearm
fascia). Itthen passes down between
the two heads of the pronator teres
and through the fibrous arch formed
by the flexor digitorum superficialis.?
Most of the patients in this study had
tension in the flexor muscles of the
forearm. It is possible that increased
tension in the flexor muscles of the
forearm is providing one part of the
compression and making the median
nerve more susceptible to compres-
sion distally. The increased swelling
observed within the carpal tunnel may
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be providing the second portion of the
compression, thereby leading to the
production of carpal tunmel syn-
drome. Additional areas where the
brachial plexus may become com-
pressed include the interscalene tri-
angle, the space between the clavicle
and the first rib, and underneath the
pectoralis minor muscle.

No statistically significant increases
occurred in the length of the transverse
carpal ligament or the carpal tunnel
area. Minimal changes in both the
length of the transverse carpal ligament
and carpal tunnel area did occur despite
no active attempts stretch this region.
Changes in the length of the transverse
carpal ligament and cross-sectional area
of the carpal tunnel did not conspicu-
ously correlate with changes in the
swelling of the median nerve and car-
pal tunnel, nerve conduction studies
and patient symptoms. In the responder
group the transverse carpal ligament
increased in length in 44.4% of the
limbs, was unchanged in 22.2% of the
limbs and decreased in lengthin 33.3%
of the limbs. In the nonresponder group
the transverse carpal ligament increased
in length in one limb and decreased in
length in the opposite imb.

Conclusion

OMT is effective in the treatment
of carpal tunnel syndrome. OMT re-
sults in significant improvements in
pain symptoms, wrist motions and
nerve conduction parameters. OMT
also results in decreased swelling in
both the median nerve and carpal tun-
nel. Changes in the swelling of both
the median nerve and carpal tunnel
appear to more closely parallel
changes in hand symptoms than with
nerve conduction findings. Upper
thoracic somatic dysfunction, acting
by way of the sympathetic nervous
system, may play a role in the devel-
opment of swelling in the carpal tun-
nel and the development of carpal
tunnel syndrome. Somatic dysfunc-
tion involving the forearm flexor
muscles may be contributing to the
“double crush” and the subsequent
production of symptoms. Treatment of

10 Past Week Hand Pain Scales
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Chart 1: Comparison of the changes in the past week hand pain analog scales
for the responder group and the nonresponder (O=no pain, 10=unbearable

pain).
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Chart2: Comparison of the changes inwrist motion measurements (combination
flexion and extension) for the responder group and nonresponder.
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the upper thoracic spine, upper ribs,
lower cervicals and release of forearm
dysfunctions are all crucial in the treat-
ment of carpal tunnel syndrome.

60 Changes in Sensory Amplitude
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Osteopathy — A philosophical perspective
continued from page 24

experiencing self, was an impossibility. The experiencing
self is the bodily organism. What gives us the possibility
of reflection, abstraction, and intellectualization is the body
itself. However, the body for Merleau-Ponty is the body
as lived, not the body of natural science. This lived — body
has fuzzy boundaries. A boundary which is permeable to
and interacts with the life-world. In the act of perception,
the boundary of where I end and the object begins inter-
penetrate whether the object is

another human being or a tree.

operator’s room, i.e. the treatment room. All of this infor-
mation, all of our medical studies, even today, form the
background out of which emerges our perception of the
patient when we are working as osteopaths.

Each of us, with our totally unique perspectives, must
approach the other with all of these facts which we learn
at school as the ground on which we stand, as the horizon
from which emerges our particular focus with each pa-
tient. The medical science we learn from the materialist
perspective must inform the osteopathy we perform from
the vitalist perspective. So, we have this synthesis of all

of our natural science
which we have learned in
- our colleges as the back-

Merleau-Ponty’s phenom-
enology is an attempt to give
voice to the world from our
situation of being emersed in
it. Mind or consciousness can
never stand outside of the life-
world. An abstract absolute
perspective is never possible.
Perception is primary and re-
ality is always perspectival.
The world always remains in-
determinate because I can

“I wish to impress it upon your minds
that you begin with anatomy, and
that you end with anatomy,

a knowledge of anatomy
is all you want or need,
as it is all you can use or ever will use
in your practice, although you may live
one hundred years.”

ground to the actual doing
of osteopathy. Dr. Still ad-
vised us to proceed as an
artist would, by having a
living picture in our minds.
Now, he could have said
photographer who captures
the “real anatomy” as it ex-
1sts for modern science, but
he chose the word painter
which implies subjectivity,
perspectivity, interpreta-

never embody all perspectives
at the same time.

Perception is always par-
ticipatory, that is, there is some interplay between the per-
ceiving body and that which it perceives. The interplay is
possible because there is a fundamental matrix or unity in
which both I and the object of my perception participate.
For phenomenologists, this unity is arrived at by the ap-
plication of the phenomenological method to the experi-
ence of perception. For Still, this unity or Life is a presup-
position - hence osteopathy is quasi-phenomenological.
However, with this one exception the two philosophical
disciplines are very similar. It is in understanding percep-
tion that we can begin to understand osteopathy as philo-
sophical.

In his Philosophy of Osteopathy, Dr. Still states:

“I wish to impress it upon your minds that you be-
gin with anatomy, and that you end with anatomy, a
knowledge of anatomy is all you want or need, as it is
all you can use or ever will use in your practice, al-
though vou may live one hundred years.” (page 16)

What Dr. Still meant by anatomy is not only the de-
scriptive anatomy of the books and the gross anatomy labo-
ratory, but also physiology, histology, biochemistry (what
he called elementary chemistry), observation in the clin-
ics and observation and practice in what he called the

tion, and the notion of hav-

ing an “eye” for things. In
fact, Still often talks about having something in your
mind’s eye.

For instance, on page 13 of his Philosophy of Oste-
opathy, he states - “...because I want you to carry a living
picture of all or any part of the body in your mind as a
ready painter carries the picture of the face, scenery, beast
or anything he wishes to represent by his brush”. (em-
phasis mine)

Later, on page 23 he states:

“ I believe that more rich golden thought will ap-
pear to the mind’s eyve as the study of the fascia is
pursued than any other division of the body.”

Heis talking about perception. I have been at CME courses
where the instructor was showing slides of anatomy so we
could memorize them. I do not think that is the limit of what
Dr. Still was talking about. There is nothing inherently wrong
with viewing anatomical drawings. However, we need to
understand that the segmental anatomy we study is a per-
spective we have historically chosen to communicate our
knowledge of structure. Itis one way of “seeing” anatomy.
Itis not the only way. It is definitely not the way we expe-
rience our own bodies, nor is it the way we experience
our patients as participant observers. The work of artist
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Alex Grey, as portrayed in his work Sacred Mirrors, comes
closer to an osteopathic perception during treatment. Here
we see the attempt to portray human anatomy in terms of
energy. There is less “hardness” or mass to it and the bor-
ders interpenetrate with the environment. It recalls
Sutherland’s metaphor of the house at the bottom of the
sea, surrounded and emersed in fluid. For Still, the first
kind of anatomy gets you into the field, the second allows
you to become an os-

thy? Are we teaching osteopathy now? These questions
have profound implications for our profession in terms of
admission, education, examination, licensing, board cer-
tification, post graduate education and CME particularly
as taught by the SCTF and the Cranial Academy. What is
it that we teach? We are very good at providing the back-
ground natural science education, of teaching all about
brushes and paints, how to use them, clean them, about
the nature of pig-

teopath.
Often times we are
more oriented, as os-

Dr. Still realized that people can only see and hear
what they are open and prepared to receive.

ments and the
physics of color,
etc. Are we teach-

teopaths, to the tac-
tile. There are many
perspectives. There are many ways to be an artist. The
only goal is to find health, as Dr. Still said - anyone can
find disease. Each perspective is equally valid and yet each
follows the same general principles. While we are on the
subject of perception, I would like to quote at length from
Harold Goodman, DO in his foreword to the 1992 edition
of Osteopathy: Research and Practice:

“ Please remember that what you will read in this book
is the distillation of a lifetime’s experience of a very el-
evated and advanced soul. Originally, Dr. Still was said
to have remarked that he doubted that the work of oste-
opathy could be taught. He realized that most people saw
things in a radically different way than he did. And yet,
there was a continuous demand for this type of practice,
which he alone could not satisfy. Out of compassion he
allowed himself to attempt to do what he personally be-
lieved was impossible: to impart the life and soul of his
work. Essentially they were instructed in anatomy and os-
teopathic philosophy. No technique of any sort was taught,
we are told. Each student made his own connection accord-
ing to the level of his personal development and evolution.
Dr. Still realized that people can only see and hear what they
are open and prepared to receive. In an effort to facilitate
the teaching process, Dr. Still repeatedly uses purely me-
chanical terms and images to encourage the student.

Don’t believe for one second that this was the limit of
his vision. According to many who studied with him and
others who have spent years studying his works, it was
his hope that the experience of living, dynamic anatomy
would awaken dormant centers of perception in the stu-
dent. Gradually, over a period of years of focused atten-
tion, conscious intention of purpose and deep, non-judg-
mental concentration on the experience of life as mani-
fested in the patient, the physician would evolve into an
osteopath. This was Dr. Still’s hope in sharing his work.”

In separating out the explaining of osteopathy versus
the doing of osteopathy and in noting the descriptive na-
ture of osteopathy and its reliance on perception - I am
struck by several questions. Did Dr. Still zeach osteopa-

ing the art? Can it
even be taught?
Does our educational system, especially our CME cur-
riculum, actually prevent the deepening of the perceptual
skills with which we all started our freshman year? It may
be that osteopathy is learned by prayer or meditation; by
milking cows or riding horses; by fly fishing or marathon
running; by ballet or pottery; by glass blowing or singing
opera; by any human activity in which we experience the
interplay of form and function, energy and matter, mind
and motion — in which we experience what one biofeed-
back pioneer calls “open focus” — what is otherwise known
as love. We must confront the possibility that what makes
a true osteopath is already present in nascent form before
the student begins formal study. Do our admissions com-
mittees seek to ascertain this? Could it be that the best
osteopaths are not DOs at all?

One of the ways a teacher can communicate ideas from
a clear level of perception to a level capable of being un-
derstood by his students is to use stories, parables, para-
doxes, or metaphors. These devices are attempts to give
voice to the ineffable, to strain and push the limits of lan-
guage and give voice to phenomena so sublime that the
very act of languaging them threatens to destroy them.
However, before we go on to the metaphor of the Tide we
need to look closely at what a metaphor might be.

Keeping in mind Still’s description of the osteopath as
artist, it is not surprising that in attempting to verbalize
his perception of the Tide as one of the finer forces of
nature, Dr. Sutherland chose a tool of the poet — the meta-
phor. Although metaphors have been used for thousands
of years, there is not universal agreement amongst schol-
ars regarding the nature of metaphors. This ,of course,
has led to several theories of metaphor, each which in-
forms the other, and all of which are useful. The substitu-
tion theory maintains that a metaphor attempts to com-
municate a meaning that might have been expressed liter-
ally. For example, in the statement, “Richard is a lion” -
lion is a substitute for the word brave. This is a bit like
solving a riddle. The comparison theory sees metaphor as
performing a transformational function on the basis of
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analogy or similarity. The metaphorical statement could
be replaced by an equivalent comparison. Here, the state-
ment, “Richard is a lion” says something about Richard
and about lions as well. The interaction theory maintains
that a metaphor does not substitute or compare rather it
initiates an interaction the result of which produces mean-
ing. It is from the interconnectedness of the principle sub-
ject and subsidiary subject of the metaphor that the mys-
tery and magic of the metaphor reside. Despite the vary-
ing theories of metaphor several features of metaphor
should be noted. There is a transferral of meaning in in-
tention and extension. There is a measure of semantic im-
pertinence. A certain tension is generated by that which is
odd, new or startling about the metaphor. Despite the odd-
ness it must be intelligible. From this tension, from this
dialectic emerges the clash of perspectives all embued with
ambiguity and yet yielding glimpses of the truth. The
sameness and differences of the metaphor are joined to-
gether by their likeness. The metaphor is a unique device
which is very flexible for extending the resources of lan-
guage by creating a new sense for words in particular situ-
ations. It is like teaching old words new tricks. By apply-
ing an old label in a novel way, the metaphor can illumi-
nate a aspect of human existence not previously commu-
nicated. This is especially true about phenomena which
are illusive, difficult to categorize or pin down. By the
binding of apparent opposites the metaphor generates a
tension which pushes us to the limits of language. One of
my professors in phenomenological psychology once de-
scribed the metaphor itself with the following metaphor:
“The metaphor is a lie that tells the truth, a confusion
that clarifies, a detour that puts one more directly on the
road, a blindness that enables one to see.”

Ultimately, the metaphor is a heuristic, that is, that
which serves to find out or discover a truth. It is a method
for solving problems without any guarantee for doing so
but which can educate and elucidate in the process.

So we have finally come to the point of appreciating
the metaphor of the Tide. We will look at how Dr.
Sutherland described a natural phenomenon from his per-
ceptual field. Bear in mind that he only began talking about
things like the Tide toward the end of his 50th year as an
osteopath. It took him that long to get it. 1 am not saying
that his first 49 years were uneventful, I am merely point-
ing out that from the perspective of hindsight his previous
work, however great, was only a prelude to his crowning
achievement of the clarification of his own perceptual field
and the realization of the finer forces. To fully appreciate
the fullness of Sutherland’s choice of the metaphor of the
Tide, we need to perform what is known as a hermeneu-
tic. The word hermeneutic comes from the Greek word
for interpreter. It derives from Hermes, the winged mes-
senger who shuttled back and forth from the gods to man.

It is a kind of interpretation used in biblical studies to
uncover metaphors and parables which serve to at one
and the same time obscure and illuminate. The first step
of this hermeneutic involves the recognition of the word
fluid.

Fluid, from fluare, the Latin for “flow,” must be distin-
guished from the notion of “liquid.” Liquid is a state of
matter; fluid is a description of behavior. Fluid implies
freely moving particles which give way to the slightest
pressure and conform to the outline of the container. Lig-
uid is incompletely elastic; fluid has complete elasticity.
In osteopathic philosophy fluid does_not refer to any lig-
uid. The water to be supplied to the withering fields is not
the cerebral spinal fluid, or at least it is a fluid whose least
significant aspect can be identified with the CSE. Even if
natural science finds ubiquity of the CSF through all tis-
sues, it would still be true that the CSF is only the mate-
rial plane correlate of a more important fluid. Further, find-
ing the fluid via the natural science approach will not help
you very much to experience the fluid with your patient.
The 19th century physicist Maxwell in his work “Elec-
tricity and Magnetism” called the two electricities fluids
Benjamin Franklin spoke of “a particle of electric fluid.”
The fluid of Andrew Taylor Still is something close to a
definition given in the Oxford English Dictionary: “sev-
eral subtle imponderable all pervasive substances whose
existence has been assumed to account for the phenom-
ena of heat, magnetism, and electricity.” In Osteopathy:
Research and Practice, Dr. Still states:

“Osteopathy has no place for the masseur, but
for the mechanic of first water, endowed by nature
and well qualified by practice.” (par. 46)

Dr. Still’s fluid or first water is what flows through the
human bioelectromagnetic energy field. It is a type of in-
telligent bioelectromagnetic plasma. It penetrates and
permeates anatomical structures such as brain, dural mem-
brane, ligament, even bone. We tell ourselves and our stu-
dents that when we do a v-spread on a patient that we are
directing CSF — but we really know that CSF, as a liquid
cannot go through brain, membrane and bone on a diago-
nal, in a matter of seconds, because we will it to be so.
However, an electromagnetic fluid can and does. There is
not a true reciprocal tension system in a closed space based
on hydraulics, rather there is a reciprocal tension system
that is magnetic and not bounded by anatomy as we know
it. Now we can begin to see the genius of Dr. Sutherland
in using a metaphor connected with the sea.

In contemplating the Tide, we must consider the essen-
tial structure of the phenomenon which would make the
metaphor understandable to all. Remember, this is Dr.
Sutherland’s attempt to communicate from his clear per-
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ception as teacher to our cloudy perception as students.
Tmagine if you will, a beach scene containing some of the
following elements each a perspective of the experience
of the tide; each person experiencing the tide in their own
unique way, yet each in a way similar enough to allow for
the phenomenon of the tide to have universal meaning.
What is the tide:

To a child playing with a sandcastle?

To the ship’s captain calculating his departure?

To adolescent boys in the full throws of a hor-
mone storm — girl-watching bikini clad beauties?

To two lovers strolling hand in hand not noticing
their feet getting wet?

To a sunworshiper lulled to sleep by the sound of
the pounding surf conducted through sand and her
thick beach blanket, momentarily interrupting the
music on a transistor radio?

To a clammer, rake in hand, looking for that tell-
tale squirt from beneath the sand?

To the solitary beach comber walking into the
wind, hair blowing, hands clasped behind him think-
ing sad thoughts?

Somehow from perspectives such as these, the essen-
tial structure or essence of the phenomenon of the ocean
tide can be distilled into the meaning which is the meta-
phor of the tide. By using this metaphor, Dr. Sutherland
meant to convey something about what he experienced
with his patients that shares some qualities with the ocean
tide. This phenomenon he called the Tide.

The Tide as metaphor was Sutherland’s attempt to de-
scribed an aspect of his lived experience of the field of
perception co-created with his patient during an osteo-
pathic treatment. This approach is known historically as
the phenomenological or human science approach.

Continuing the hermeneutic, let’s dive into the meta-
phorical tension between the terms water and fluid and
also between the term the ocean tide and the Tide. Water
or the sea represents that primordial substrate which was
first fertilized by the seed of the spirit. In Genesis, we are
told that the Spirit of God hovered over the waters. The
Firmament separated the two waters, the water above and
the water below. The material water which is a liquid and
the spiritual water which is the first water or fluid. Water
symbolizes the universal matter from which the cosmos
was created. Its qualities are adaptability, plasticity, fluid-
ity, and receptivity. Just as we are all immersed in the
amniotic waters of gestation, so too we are all immersed
in the immensity of the cosmic waters as the fish are im-
mersed in the sea. Water has a natural tendency to spread
out as widely as possible over surfaces, to seek the depths
and in traveling downward to fill up spaces until it fills
everything. Water is a horizontal principle. The horizon-

tal provides the possibility of a plane of perception that
can include a midline. When the patient is lying supine,
the phenomenon that is the Tide is experienced as arriv-
ing from a point an infinity away at the patient’s feet, which
then passes through both you and the patient to a point an
infinity far behind you somewhere on the horizontal plane.
Physical water is the material plane correlate of the cos-
mic fluid that fills the entire universe. If your perception
is clear enough it is said that even physical water has all
of the elements and forces of cosmic water — one need
only awaken to them. Water has no form of its own, uni-
versally it is the most plastic and receptive of elements. It
has no color of its own, it takes on color based on the
terrain it flows through. It is perpetually on the move. It
undergoes change yet remains unchanged as it passes
through its environment. It is water that both cleanses and
nourishes all. Water literally and figuratively reflects its
environment. Most importantly it reflects the firmament
above, the dwelling place of the gods. Next, there is the
aspect of fluctuation, of the ebb and flow of the Tide. There
is periodicity in the Tide, the primary respiration of the
universe. From our puny little human perspective this Tide
is never ending. The rhythm is apparently permanent. It
gives us the experiences of forever and infinity. There is
more. Just like the rustle of the leaves in a tree is not the
wind but the effects of it, so too the rhythmically crashing
waves are not the Tide. The Tide is that invisible element
that makes possible the movement of water. It has po-
tency. In Teachings In The Science Of Osteopathy, we have
Dr. Sutherlands words on this topic:

“Now, notice the fluctuation of the Tide - a movement
coming in during inhalation and ebbing out during exha-
lation. Is it the waves that come rolling along the shore -
is that the tide? No.”

There is the sense that what drives the water is invis-
ible yet potent - yet where is that potency? When we try
to locate this potency we are mystified. There is a sense
that we must leave the surface of our planet to find the
origin of this invisible energy just as we know that these
finer forces of the Tide, the Breath of Life, and Liquid
Light are not bound by the borders of the material body.
We have the moon to guide us. The genius of using the
metaphor of the tide is that it contains within its matrix of
meaning the concept of the regulation of the ocean tide
by the invisible gravitational forces of the Moon. This im-
mediately takes the fulcrum of the Tide and moves it off
the surface of the earth. When we are working with the
Tide we have an awareness of the “horizontalness” of our
perceptual field — the plane of flow, if you will. We ac-
knowledge that there is an horizon of awareness at the
periphery of the field. And on occasion if we can “be still
within” then the Breath of Life will announce itself to our
awareness from a location that is at one and the same time
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very far away off the horizontal plane of flow and yet as
close to us as our own hearts. In contemplation of the moon
we note that it makes its appearance only in as much as it
reflects the light from the sun leading us to the experience
that the forces involved in osteopathic healing are univer-
sal, invisible, interplanetary and cosmic.

In summary, placed within the context of the history of
ideas and the philosophy of science, osteopathy is a holis-
tic, vitalistic (theistic) healing art. As a discipline, oste-
opathy meets the criteria of a science historically estab-
lished by the philosophy of science regardless of its
oftentimes “unscientific” outward appearance. While its
explanation and teaching is often expressed in natural sci-
entific terms, the description of the doing of osteopathy is
best achieved from a human science, phenomenological
approach. Perceptual descriptions hinted at by Still, and
later clearly stated by Sutherland lend themselves to a
method of analysis no less scientific, albeit less mainstream
in today’s culture. The evelution of the individual
osteopath’s consciousness and therefore his or her per-
ceptual field, those characteristics which Still hoped would
naturally develop over time, can be purposefully nurtured
in our students if we recognize the legitimacy of the hu-
man science perspective. The challenge for osteopathy in
the future is to systematically train our students in meth-
ods of perceptual clarity. Natural science will eventually
endeavor to quantify the finer forces in the universe but
the totality of the experience of osteopathic healing must
always require a dialogue between the natural science and
human science perspectives. This dialogue must accept
the relativity and incompleteness of any one approach to
a subject matter that is as profound as it is infinite. I we
accept this challenge we can arrive at working models of
healing based in essential structures of behavior derived
from the lived experience of our patients and ourselves. It
is in this sense that osteopathy is philosophical and it is in
this sense that we must “dig on.”
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