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2001 CME
Calendar

October 20

AAQ’s One-day course on OB/Gyn
San Diego, CA

Hours: 8 Category 1A

October 21-25

AOA Convention (AAQO Program)

“ Building and Sustaining a Healthy
Body Through Nutrition, Exercise, and
Posture”

San Diego, CA

November 9-11

Prolotherapy — Below the Diaphragm
UNECOM in Biddeford, ME

Hours: 20 Category 1A

30-Dec 2

Visceral Manipulation/Abdominal
Martin House

Indianapolis, IN

Hours: 24 Category 1A

MONTEREY,
CALIFORNIA
Help!

We aretoo busy!!

We (2DOs, 1 MD, and 1 PA)
arein need
of another board certified physician
tojoin FFFOMM practice
in beautiful Monterey County, CA.

Please contact Catherine
Petronijevic, DO
at (831) 663-3926.
E-mail: Doctrcathy @aol.com

For more information, contact:
American Academy of Osteopathy®
3500 DePauw Boulevard, Suite 1080

Indianapolis, IN 46268

Phone: (317) 879-1881 or

Fax: (317)879-0563
E-mail:
dfinley@academyofosteopathy.org

2002 CME Calendar

January 20-23

Introduction to OMT/Muscle Energy
Walter Ehrenfeucher, DO, FAAO
Program Chairperson

Florida (Location TBD)

Hours 23 Category 1A

February 3-10

Cruise CME/

Facilitated Positional Release
Eileen DiGiovanna, DO, FAAO
Program Chairperson

Mexican Riviera

Hours: 20 Category 1A

March 17-20

Visceral Manipulation/
Emotional/Trauma with Jean-Pierre
Barral, DO, MROF

Kenneth Lossing, DO

Program Chairperson

Norfolk, VA

Hours: 32 Category 1A

March 21-24

2002 Annual Convocation

Michael P. Rowane,DO,

Program Chairperson

Norfolk, VA

Hours: 24-33 possible Category 1A

April 20-21

Fulford's Percussion Technique(Basic)
Richard Koss, DO, Program Chairperson
Renton, WA

Hours: 14 Category 1A

May 3-5

Prolotherapy / Above the Diaphragm
Mark Cantieri, DO, FAAO

Program Chairperson

UNECOM in Biddeford, ME

Hours: 20 Category 1A

May 31-June 2

Greenman’s Exercise Prescription
featuring Philip Greenman, DO, FAAO
Brad Sandler, DO

Program Chairperson

Indianapolis, IN

Hours. 20 Category 1A

July 26-28

Visceral /Sructural Integrated
Kenneth Lossing, DO
Program Chairperson
Indianapolis, IN

Hours. 24 Category 1A

August 15-18

OMT Update at WDW’
Ann Habenicht, DO, FAAO
Program Chairperson

Lake Buena Vista, FL
Hours. 23 Category 1A

September 20-22
Myofascial Release

Judith O’ Connell, DO, FAAO
Program Chairperson
Indianapolis, IN

Hours: 20 Category 1A

October 6

One-day Course on ENT Problems
Ann Habenicht, DO, FAAO
Program Chairperson

Las Vegas, NV

Hours: 8 Category 1A

October 7-11

AOA Convention (AAO Program)
George Pasquarello, DO
Program Chairperson

Las Vegas, NV

November 8-10

Prolotherapy: Below the Diaphragm
Mark Cantieri, DO, FAAO

Program Chairperson

UNECOM in Biddeford, ME

Hours: 20 Category 1A

December 6-8

Introduction to OMT/Counterstrain
John Glover, DO, Program Chairperson
Mesa, Arizona

Hours: 20 Category 1A
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Instructions to Authors

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

The AAO Journal welcomes contributionsin
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 applicationsfor gen-
erd practitioners or specidigs.

Special Communications

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

L ettersto the Editor

Commentson 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.

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

Book Reviews

Reviews of publications related to osteo-
pathic mani pul ative medicine and to mani pu-
lative medicine in general.

Note

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

Submission

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

Editorial Review

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

Requirements
for manuscript submission:

M anuscript
1. Type dll text, references and tabular ma-

terial using upper and lower case, double-
spaced with one-inch margins. Number all
pages consecutively.

2. Submit original plusthree 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. Inthe “Materials and Methods” section,
identify all interventionsthat 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

Provideal50-word abstract that summarizes
the main points of the paper and it's
conclusions.

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

2. Photos should be submitted as 5" x 7"
glossy black and white printswith 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 slideswith the
tops marked on the frames. All illustrations
will be returned to the authors of published
manuscripts.

3. Include a caption for each figure.

Permissions

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

References

1. References are required for all material
derived from thework of others. Citeall ref-
erencesin numerical order inthetext. 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.

All accepted articles are subject to copy ed-
iting. Authors are responsible for all state-
ments, including changes made by the manu-
script editor. No material may be reprinted
from The AAO Journal without the written
permission of the editor and the author(s).
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From the Editor

by Anthony G. Chila, DO, FAAO

Fundamental physiologic under-
standing to address the many control
systems of the body. In this issue, it
seems that our contributors are all
focusing on that point.

Osteopathic Manipulative Treat-
ment of Low Back Pain during La
bor by Scott Carpenter, OMS-11 and
AdrianWoolley, DO, p. 21) discusses
the implicationsfor OMT and its ef-
fectivenessin treating back pain con-
current with parturition. In the case
presented, full attention is given to
observation and documentation of
physiologic changes associated with
OMT during labor. This was pre-
sented at theA. HollisWolf Case Pre-
sentation, AAO Convocation 2001.
Osteopathic Treatment of Nephrotic
Syndrome by SoniaRivera-Martinez,
OMS-1V and John D. Capobianco,
DO, p. 24) discussestheroleof OMT
in treatment of a 19-years old hospi-
talized patient with nephrotic syn-
drome. Additionally, theclinical pre-
sentation of nephrotic syndrome,
medical management and clinical
course before and after OMT are de-
scribed. Osteopathic Treatment by
Injection; A Comparison of Osteo-
pathic Manipulative Treatment and
Neural Therapy by Robert F. Kidd,
MD, p. 29) discussesthe philosophies
of osteopathy and neural therapy. The
drawing of historical comparisons

Physiology

addresses the ongoing “search for
health” which has been the hallmark
of medicine’'s major reformers. Os-
teopathic Regulation of Physiology
by Douglas G. Richards, PhD; David
L. McMillin, MA; EricA.Mein, MD;
Carl D. Néelson, DC, p. 34) discusses
the physiologic effects of “holding the
vasomotor center”, a historical tech-
nique of inhibitory pressure in the
cervical area. Of note to readers
should be the observations and com-
ments about “sham treatment” pro-
vided by the authors.

Two osteopathic colleges are rep-
resented in this issue: Des Moines
University Osteopathic Medical Cen-
ter (Carpenter, Woolley) and
NYCOM-NYIT (Rivera-Martinez,
Capobianco). Private practice and
teaching are represented (Kidd). The
Meridian Institute (Richards, et al.)
is an independent, non-profit organi-
zation conducting research in manual
medicine and other areas of comple-
mentary medicine.

Regular columns have much to
offer. Letter to the Editor addresses
the physiology of the Primary Respi-
ratory Mechanism (PRM) and the
Cranial Rhythmic Impulse (CRI). R.
Paul Lee, DO, FAAO offersresponse
to Charles H. Cummings, DO,
FAAFP. Kevin C. Zorski, DO, et a.
respond to James M. Norton, PhD.

The Zorski letter is reprinted with
permission from the JAOA (Vol 101,
No 6, June 2001, 329). Message from
the President reminds us again of
problems associated with continuity
of training in OMM for our
predoctoral students, interns, and resi-
dents. Message from the Executive
Director clearly documents the fact
that the American Academy of Oste-
opathy is a multi-disciplinary affili-
ate of the American Osteopathic As-
sociation. Dig On offersan overview
of therecently concluded 13th Trien-
nial Congress of the International
Federation of Manual Medicine
(FIMM). For thefirst timeinits his-
tory, this Congress was held in the
United States. FromtheArchivespre-
sents “Pathology of Glandular Tis-
sues Affected by Vertebral Lesions
and “Resume of Human Findings”
(Bulletin No. 7, The A.T. Still Re-
search Institute, 1931). Thesereports
were from experiments carried on in
the Sunny Slope Laboratory of The
A.T. Still Research ingtitute. The hu-
man studies were made in the Clini-
cal Laboratoriesin Los Angeles and
in South Pasadena. Louisa Burns,
MS, DO was Acting Director at that
time. Other members of the staff were
Helen Gibbon, DO, Laura Parsons
Tweed, DO, and W.J. Volibrecht,
DO.O
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Message from the President

by John C. Glover, DO

Oneof thegoalsof the AOA Unity
Campaign is to unite our profession
and showcase the osteopathic profes-
siontothepublic. Our profession has
had a public relations problem from
itsinception. What isit that we are
trying to communicate to the public?
Is osteopathic medicine a unique
branch of medicine in the United
States? How doweingtill thisunique-
nessto the studentsin training to be-
come osteopathic physicians? Dowe
have a meansto measure if a student
has become an osteopathic physician?

Osteopathic medicine is not well
defined and in fact, is defined differ-
ently depending on which part of the
worldthequestionisasked. Onearea
of common ground is philosophy, but
it is difficult to measure philosophy
in practice. Scientific knowledge, on
the other hand, is easily measured.
The use of osteopathic manipulative
treatment in the management of pa-
tients can be measured, but its effect
on the health of patientsis more dif-
ficult to measure.

Osteopathic physicians are not
unique in the use of their hands for
diagnosis and treatment. Other pro-
fessions and cultures use their hands
to effect patient health. What thenis
unique? It isthe combination of our
training as physicians and the use of
our handsfor diagnosisand treatment
in aphilosophical context that makes
us unique. When we evaluate a pa-
tient, the differential diagnosis in-
cludesthose etiologies that would be

listed by amedical doctor, but should
alwaysincludethe contribution of the
muscul oskel etal system. The contri-
bution may be primary or secondary
and vary in importance, but it is an
integral part of our thinking.

Over theyears, osteopathic educa
tion has evolved to the point that stu-
dents are given a sound foundation
during the first two years of osteo-
pathic medical. Thishas not always
been the case. While the quality and
guantity of osteopathic education has
always varied between schooals, it is
the opportunity to learn how to man-
age patients osteopathically that has
changed most dramatically. Thepro-
fession worked to achieve parity with
allopathic physicians. The need to
emphasize our similarities changed
the way osteopathic physicians ap-
plied their perspectiveinthe manage-
ment of patients. At onetime, every
student was expected to be able to
diagnose problemsin the muscul osk-
eletal system, evaluate potential ef-
fects on the patient and provide ap-
propriate osteopathic treatment. That
might involverib raising for apatient
with pneumonia or alumbar roll for
a patient with an articular restriction
producing low back pain in addition
to more traditional medical manage-
ment. Every diagnosis had some
musculoskeletal finding and, if it was
significant, it was treated.

Times have changed to the point
where a student may go through two
years of rotations during the third and
fourth years of osteopathic medical
school and never be asked to make a
structural diagnosis or give an osteo-
pathic manipulativetreatment. Thatis
not to say that there are not highly
skilled osteopathic physicians using
their handsto broaden their diagnostic
and therapeutic management of pa-
tients. Those osteopathic physicians
may be found doing family practice,

obgtetrics and gynecology, pediatrics,
interna medicine, surgery, speciaizing
in osteopathic manipulative medicine,
or any other area of medicd practice.
The problem is that there are not
enough of themto set the practice stan-
dardsof their speciaty or providetrain-
ing opportunities for our students.

Theonly way to ensurethat students
get the practice experience needed to
build confidence and hone their ma-
nipulative skills is to require a base
minimum number of osteopathic ma-
nipul ativetreatmentsbefore graduating
from an osteopathic medical school.
This number might be 100, which is
approximately onetreatment per week
or 500, whichisabout one per day. The
number isnot asimportant asthe need
to have a minimum standard required
to graduate. Implied in thisisthe su-
pervision needed to continueastudent’s
learning and fine tune their skills. It
would also seem obvious that there
would be a diversity of patient prob-
lemsrequired. Thediversity shouldbe
based onthegpplicationto different ser-
vices and avariety of presenting com-
plaints. A complaint may be as obvi-
ous as acervical strain secondary to a
motor vehicle accident to the complex
interaction between the heart and its
associated somatic tissues in a post
myocardial infarction patient.

In order to demonstrate didactic
knowledge and psychomotor skill, each
student would berequired to passapro-
ficiency examto graduate. Thiscould
be done through a practical exam for-
mat, similar to those utilized during the
firsttwoyearsof training. Clinica sce-
narios and standardized patients could
be used to provide consistency and re-
liability form one test site to another.
The National Board of Osteopathic
Medical Examiners is working to-
ward implementation of a similar

continued on page 28
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Message from the Executive Director

by Stephen J. Noone, CAE

During the 2001 AOA House of
Delegates meeting, | discussed with
representatives of other American
Osteopathic Association practice af-
filiates, the challenges in planning
continuing medical education pro-
grams that might appeal to abroader
audience. | was struck by the pre-
dominant misperception that the
members of the American Academy
of Osteopathy consisted of only “ma-
nipulative medicine” specialists.
Whilel communicated that the Acad-
emy was truly a “multi-disciplinary
practice affiliate” within the osteo-
pathic medical profession, | had no
datato verify my statement.

Director of the AOA Department
of Membership, Norbert Budde, and
Manager of Physician and Research
Services, Steve Andes, were most
helpful in assisting my quest for data.
AAO Associate Executive Director,
DianaFinley, sent tothe AOA an elec-
tronic data file that contained 1,592
DO Academy members. Mr. Budde
was grateful for the opportunity to
crosscheck our respectiverecordsand
correct errors. | was thrilled to have
accessto AAO members' self-identi-
fied osteopathic medical specialties.
Despite the fact that some may ques-
tion the accuracy of the data, thisin-
formation is the best that the profes-
sion has to offer in terms of practice
specialty of AOA members.

Thedataretrieved fromtheAOCA’'s
files validates my verbal communi-
cations about the Academy’s general
membership and should not be sur-
prising to readers when they consider
the Academy’s stated purpose. The
AAO Mission has guided strategic
planning since the early 1990s, result-

AAQ = A truly
multi-disciplinary practice affiliate

Self-identified Specialty # AAO members % age |
Family Practice (includes two GP) 882 55.40
Family Practice + other specialty (e.g. 32 2.01
OMT)

OMT/OMM 310 19.47
Internal Medicine 47 2.95
Rehabilitation Medicine and PM&R 46 2.89
Pediatrics 28 1.76
Surgery (including orthopedics, urology) 27 1.70
Emergency Medicine 25 1.57
OB/GYN 15 0.94
Retired 63 3.96
33 other specialties 120 7.54
Total 1,592 100.19

ingingoals, objectivesand action plans
reviewed annually by theAAO |eader-
ship and amended/revised as needed.

The Mission of the American Acad-
emy of Osteopathy is to teach, advo-
cate, advance, explore, and research
thescienceand art of asteopathic medi-
cine, emphasizing osteopathic prin-
ciples, philosophy, palpatory diagno-
sisand osteopathic manipul ativetreat-
ment in total health care.

For nearly ten years in my posi-
tion asthe Academy executive direc-
tor, I have observed the AAO |eader-
ship reaching out to the broader os-
teopathic medical professioninacon-
scious effort to improve overall edu-
cation in osteopathic principles and
practice and osteopathic manipulative
treatment. | have watched passionate
advocates take a leading role in ad-
vancing the profession’s research
agendato document both clinical ef-
ficacy and health care outcomes in
osteopathic medicine. It is apparent
that one of the greatest strengths of
this organization is in its diversity,
confirmed again by thistable on self-
identified specidty. The AAO istruly
amulti-disciplinary practice effiliate of
theAmerican OsteopathicAssociation.

Can you palpate
the cranial rhythmic
impulse (CRI)?

Researchers are seeking osteo-
pathic physicians skilled in palpating
the CRI, to participate in an ongoing
study intended to correlate the CRI
with the Traube-Hering-Mayer oscil-
lation in blood flow velocity as mea-
sured by laser-Doppler flowmetry.
(See JAOA 2001;101:163-173)

The investigators are Kenneth E.
Nelson, DO, FAAO and Principal In-
vestigator for the project, Thomas
Glonek, PhD, and Raymond J. Hruby,
DO, FAAO. The study will be per-
formed inthe osteopathic diagnosisand
treatment service (OD& TS) areaof the
American Academy of Osteopathy’s
program at the AOA Convention and
Scientific Seminar in San Diego (check
final program for exact location.)

Pending local IRB approval, data
will be gathered from 9:00 — 11:00 am
and 2:00 — 5:00 pm on Monday, Tues-
day, and Wednesday, during open
OD&TS hours. Please come and par-
ticipatein this study to advance our un-
derstanding of the physiology of the
CRI.O
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Anthony G. Chila, DO, FAAO, Editor
American Academy of Osteopathy
3500 DePauw Blvd., Suite 1080
Indianapolis, IN 46268

Dear Editor,

Inreferenceto theletter to the edi-
tor from Charles Cummings, DO,
FAAFPin the Summer 2001 issue of
The AAO Journal, | would liketo re-
spond. | appreciate Dr. Cummings
willingness to think outside the box.
My paper, “ The Primary Respiratory
M echanism Beyond the Craniospinal
AXis’, The AAO Journal, Vol 11, No.
1, 2001 about which Dr. Cummings
writes hisletter is an effort to do just
that, to think outside the box. Be-
cause the paper is broad based in its
approach, it is difficult, perhaps, for
thereader to apprehend all the details
at first reading. However, someof the
issues addressed by Dr. Cummingsin
his letter to the editor appear in the
paper and agree with his expressed
opinions. For instance, | mention
early in the paper that one cannot as-
sumethat what onefeelsasthe“ Tide”
in the organism generates from the
brainand CSF. Thesourceof the* Tide”
needs further critical delineation.

The paper is an attempt to make
more scientific the phenomenaof the
PRM, and therefore the theme of the
paper addressesin various detailsand
examples the comment of Dr.
Cummings when he decries the fact
that many attribute the phenoma of
the PRM to “mysterious or almost
supernatural” effects.

On the other hand, the paper also
acknowledges that the “Life Force”
behind the pal pable phenomena may
be beyond investigation by scientific

methods. Sutherland implied that it is
not so important to know how the
“Tide” originates, but rather to know
how to apply it clinically for success
as an osteopathic physician. We can
leave to the creator that which is be-
yond our redlm of humaninvestigation.
Many natural phenomena from quan-
tum physics, for example, may bemys-
terious and to the point of seeming su-
pernatural, yet these phenomena de-
scribe reality according to the best
mathematicians and investigators in
physics. | do not think it is* anti-scien-
tific,” as Dr. Cummings clamsto ad-
mit that the origin of these phenomena
cannot be fully explained by science.

| al'so disagree with the notion that
crania osteopathy will not be inte-
grated into the standard practice of
medicine unless we can prove scien-
tifically all aspects of the PRM. | be-
lieve the practice of medicine will
accept crania osteopathy on the ba-
sis of its clinical effectiveness to be
demonstrated by clinical outcomes
studies.

Regarding Dr. Cummings' criti-
cism that the paper does not go far
enough in describing the tensegrity
model, | concur. | could not cover the
topicfully inthe context of themyriad
of concepts, all of whichwerebriefly
covered. It deservesafull description
in a paper dedicated to tensegrity,
alone. For further information on the
topic, | recommend: Ingber, DE, The
Architectureof Life, Scientific Ameri-
can, January 1998, and for a fuller

Anthony G. Chila, DO,
FAAO, Editor

treatment of the subject by this au-
thor, pleaserefer to “ Tensegrity” The
Cranial Letter, August 2000, Volume
53, Number 3, Page 10-13.

| agree with Dr. Cummings that
“tensegrity is an example of a SYS-
TEM.” A careful reading of the paper
reveals many examples or still shots,
which createsin the mind of the reader
afuller image of a dynamic system. |
also agree “the tensegrity model will
be one of the most valuable concepts
in osteopathic medicine and how we
understand the musculoskeletal sys-
tem.” | believe it may overturn some
of our basic theories. For example, an
important conclusionto bedrawnfrom
the tensegrity model is that postura
andysisandlift therapy needtobecare-
fully donein light of tensegrity, that a
short leg may derive as often from
forcescoming from above, such asfas-
cia tension, as from forces coming
from below, such as gravity.

Withregard to Dr. Cummings’ will-
ingnessto differ with Dr. Still when he
said, “The osteopath must remember
that hisfirst lesson isanatomy, hislast
lesson is anatomy, and al his lessons
are anatomy,” | must differ with Dr.
Cummings. If one seesthe behavior of
various enzymes and substrates as
structurd, if one understands that the
matrix and the cytoskeleton together
mechanically control the activity of
enzymes, if fluxesof Calciumionstrig-
gering enzymatic eventsarevisudized
as electromechanical waves, every-
thing becomes structure, form, or
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anatomy playing itsdf out in aunified
system of function. The “anatomy” of
biochemical activity describes
tensegrity in action.

| also agree with Dr. Cummings
that the paper is not afull disclosure
of the mechanisms of the PRM, but
only apeek into the possibilities that
we may learn as we keep exploring.
Itisateaser, in fact, to interest others
to “Dig On.”

A fina comment: Please use the
term “CRI” (Crania Rhythmic Im-
pulse) as a special case of the PRM
(agenerdized phenomenonincluding
the head region and the rest of the
body). The CRI isto be used to de-
scribe anumerical counting of an os-
cillation in the head and nothing
more. The primary respiratory
mechanism (PRM) describes arespi-
ratory motion, onthelevel of thecell,
throughout the body, first defined as
the five phenomena by Sutherland:
crania bone mobility, inherent CNS
motility, CSF fluctuation, tensegrity
of the Dural membranes, and mobil-
ity of the sacrum in a respiratory
motion.

Further research isindeed needed
to understand the fullness of the phe-
nomenaof living systems, especialy
the PRM.

Respectfully,
R. Paul Lee, DO, FAAO

])urango, CO

DOs question intent
of challenge

To the Editor:

We would like to respond to the
letter by James M. Norton, PhD,
“Questioning of OCF should rouse
osteopathic response” (JAOA
2000:100:763), concerning osteopa:
thy in the cranial field (OCF).

First, Professor Norton refers to
studies published in physical therapy

journals in which the reliability of
assessing apatient’scranial rhythmic
impulse (CRI) was called into doubt.
Physicians familiar with OCF know
that the CRI ishighly variable, that it
can change many times during the
course of treatment, and that thereare
multiple rates palpable within any
given patient. Theserates can change
according to the level of the
physician’s autonomic nervous sys-
tem, and, in fact, some physicians
who practice OCF pay little attention
to these rates. The CRI is not to be
confused with the primary respiratory
mechanism the CRI - is merely one
manifestation of the primary respira-
tory mechanism.

Second, Professor Norton writes
that “the burden of proof of efficacy
lies squarely with practitioners of
OCFE.” Whilewewould certainly ap-
preciate outcome studiesverifying the
efficacy of thiswork, most physicians
(regardless of their specialty) arecli-
nicians, not research specialists, and
have neither the time nor the exper-
tise to perform such studies. We do
know that the American Academy of
Osteopathy isaddressing the need for
further studiesand moreresearchers.!
In the meantime, we do not feel bur-
dened and accept our satisfied pa-
tients as proof enough of the efficacy
of OCF.

Third, Professor Norton states that
“the osteopathic profess on must speed-
ily respond before scientifically unsub-
stantiated claims regarding OCF
threaten acceptance of this modality
and weaken the public image and sci-
entific credibility of the osteopathic
profession.” We agree that clinical re-
search would be helpful for the scien-
tific community to morereadily accept
our work, but we do not see the need
for more research as weakening our
public image. There are a great num-
ber of satisfied patients, many with se-
vere complaintsthat no other mode of
therapy could help. Itisnoteworthy that
many physicians, including internists,

neurologists, neurosurgeons,
rheumatologists, and pediatricians,
refer patients for OCF. Apparently,
they fully seeand appreciateitsvalue.

Cranial osteopathy as a mode of
therapy is not alone in the need for
further research. Richard Smith, edi-
tor of the British Medical Journal,
wrotethat “only about 15% of medi-
cal interventions are supported by
solid scientific evidence. . . Thisis
partly because only 1% of thearticles
in medical journals are scientifically
sound and partly because many treat-
ments have never been assessed at
all.”2 A Congressiona Officeof Tech-
nology Assessment study also found
that only an estimated 10% to 20%
of the techniques physicians use are
empirically proven.® In addition, in
late 1999, the Institute of Medicine
of the National Academy of Sciences
released its study of medical mis-
takes. The study estimated that the
number of patients in the United
States who die each year from medi-
cal errors ranges from 44,000 to
98,000.* Given the statistics, OCF, a
conservative and noninvasive thera-
peutic modality, has great appeal to
the public.

Last, we are concerned about the
tone of Professor Norton's challenge:
“My findings were presented as a
challenge, to which | have received
no response from the osteopathic
community.” It is clear from this
statement that Professor Norton does
not feel himself to be a part of the
osteopathic community, though he
teaches at a college of osteopathic
medicine. He presented virtually the
same|etter to theAmerican Academy
of Osteopathy Journal, to which he
received alengthy reply,! yet he con-
tinues to state “...I have received no
response.”

We feel that these challenges may
have gone beyond the friendly pur-
suit of science and are, perhaps,
meant to be disruptive. We are not
sure of Professor Norton’smotivation
for these challenges, but we are con-
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cerned that he may be creating an un-
friendly, negative environment for stu-
dentsinterested in studying traditional,
hands on osteopathic medicine. We
invite Professor Nortonto join the os-
teopathic community rather than chal-
lenging it. We recognize that he is a
gifted teacher, and we would welcome
his contributions to osteopathic medi-
cine. Wewould also welcomeresearch
physicians interested in designing
studies to prove osteopathic
medicine's efficacy.

We remain grateful to W. G.
Sutherland, DO, for unveiling the pri-
mary respiratory mechanism, which
continuesto benefit usand our patients
asitinspiresuson adaily basis.

Kevin C. Zorski, DO
Freeport, ME

Kurt N. Woeller, DO
San Diego, CA
Claire M. Galin, DO
Pecos. NM

Stephanie Nani, DO
Milton, VT

Gayle P. Myers, MD
Milton, VT

Jeffrey R. Greenfield, DO
Manchester, NH
Bonnie Sendzicki, DO
Harrison, ME

Andrew H. Haltof, DO
Norway, ME
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Berkeley Brandt, Jr., DO

We are saddened to learn that Ber-
keley Brandt, Jr., DO, 86, of Vouvry,
Switzerland, passed away in his deep
on February 13, 2001. Hiswidow, Rose-
mary, advised us “he died of a general
cancer, but was able to stay at home
practically to the end. He was very
brave, never complained and kept his
humor until hedied.” Dr. Brandt dsois
survived by four children, al living in
the United States.

Dr. Brandt's first career was as an
aeronautical engineer and airline cap-
tain for 14 yearswith both United and
Pan American airlines. He had been
an active member of the Academy
since he graduated from the Philadel-
phia College of Osteopathy in 1966.
He completed his rotating internship
at Pinnacle Health Community Gen-
eral Osteopathic Hospital in 1967 be-
fore setting up a genera practice in
Boise, Idaho. He joined the Federal
Aviation Administration as Assistant

AAQO Past
President
Succumbs

Regiona Flight Surgeon for the North-
west Region in 1971. He served as a
member of the AAO Boards of Gov-
ernors and Trustees, including aterm
as AAO President in 1974-1975. Dr.
Brandt wasan AAO LifeMember and
relocated to Switzerland in 1986.

He was a strong advocate for the
Academy’sgrowth, recommendingin
his November 1975 president’sreport
that theAAO “increase dues, increase
membership and hire a permanent di-
rector.” James R. Stookey, DO,
FAAO confirmed that leadership goal
by sharing memories of the AAO
Trustees’ meeting at Dr. Brandt’'s
household in Squim, WA. They met
to interview Louise Astell, DO, who
later was to become the AAO’s first
executive director. Dr. Stookey said:
“Her employment was to a large de-
gree due to the vision of then Presi-
dent Brandt...This vision for our or-
ganization hassince provenitsworth.”

Mark Your Calendarsfor February 6-10, 2002

20th Anniversary Celebration
Osteopathic Center for Children « San Diego, CA

You are invited to this conference of distinguished international scientists
who have analyzed the concepts of Osteopathy inthe Cranial Field, the primary Respi-
ratory Mechanism and provided sound scientific and clinical evidence of the validity
and effectiveness of the work of Still and Sutherland.

Speakerswill include Frank Willard, PhD, the renowned osteopathi c anato-

mist from University New England College of Osteopathic Medicine; A.K.
Shepovalnikov and Inna Vartanyan from Russia; Francis Peyralade, Roger Caporossi,
and Yannick Huard from France. Practical teaching will be provided by the staff phy-
sicians of the Osteopathic Center for Children and experienced faculty from our cra-
nial courses.
For more information, Contact:
ViolaM. Frymann, DO, FAAO, FCA, Director of the Osteopathic Center for Children
Phone: (619) 583-7611 or Website: www.osteopathi ccenter.org
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Carve Your Name in Granite

Endowment funds are like blocks
of granite. They last. And last. And
ohe way you can extend your influ-
enceinto thefutureishby carving your
name on the permanent list of donors
to TheAcademy Endowment Fund.
The American Academy of
Osteopathy’sBoard of Trusteesestab-
lished this endowment in 2000 with
an initial bequest from the estate of
AlanR. Becker, DO, FAAO and now
seeksadditional donations. Asof July
27, 2001, the endowment’s portfolio
value was $225,284, one quarter on
the way to the goal of $1 million set
by the Trustees.

Generations from now, the leader-
ship and staff at the AAO — and the
members they serve — will benefit
from your foresight and generosity.
They will seeyour nameon TheAcad-
emy Endowment Fund and know that
you once walked this earth. And that
you cared enough to support the ongo-
ing mission of the Academy.

You can contribute to the endow-
ment in your own name. Or you can
memorialize aloved one or someone
else who has strongly impacted your
life for good, such as a teacher, a
spouse or atrusted friend.

You can use cash, securities, real
estate — almost anything of value.
Or you can arrange for a donation to
the endowment through your will at
the time of death.

Some people do both. They con-
tribute to the endowment now so they
can watch it grow and enjoy the sat-
isfaction of seeing the fund benefit
others. They may add to it periodi-
cally and possibly encourage family
members and friendsto get involved.
Then, through their wills, they make
provision for afinal and often larger
contribution.

One reason for making adecision
to contribute to the endowment now
isto have in place a means whereby
friends and loved ones can tangibly

(Please complete and return this reply form.)

express their thoughtfulness during
bereavement. Being able to give to
something permanent that represents
your ongoing influence can mean a
lot to them.

When you contribute to the en-
dowment, you accomplish several
things: You express confidenceinthe
future of the Academy; you createalast-
ing legacy; you encourage present and
futureleadership; and you make adiffer-
encel

To find out more about making
adonation to The Academy Endowment
Fund, complete and mail the coupon be-
low. Or, you can call the AAO'’s Execu-
tive Director Steve Noone directly. You
will find him knowledgeable, courteous
and respectful of your confidences.

Carving your namein“gran-
ite” at the AAO may be one of the
most important things you do for
yourself, your family and for future
generations. Please send in the cou-
pontoday, or call Mr. Nooneat (317)
879-1881.

Dear Friends at the Academy:

Namne

___ Please send me information about making a contribution to The Academy Endowment Fund.

____ | havedready provided for the AAO in my will or other estate-planning document.

Address:

City:

State:

Zip: Phone:

Mail this form to: American Academy of Osteopathy, 3500 DePauw Blvd., Suite 1080, Indianapolis, IN 46268.
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Dig On!

by Anthony G. Chila, DO, FAAO

The 13th International Congress of the International
Federation of Manual/Muscul oskel etal Medicine (FIMM)
was held at Chicago, IL, July 23-27, 2001. The confer-
ence was jointly sponsored by the Kirksville College of
Osteopathic Medicine and the University of Wisconsin
Medical School, Continuing Medical Education. The
AmericanAcademy of Osteopathy (AAQO) and theAmeri-
can Association of Orthopaedic Medicine (AAOM) were
cooperating organizations. The Congress Chairman was
Michagl L. Kuchera, DO, FAAO.

FIMM is an organization of physicians interested in
the application of Manua Medicine in the overall prac-
tice of medicine. From itsorganizationin 1965 until 1977,
membership consisted only of medical physicians (MD).
In 1977, thefirst American-trained osteopathic physicians
(DO) became members. Triennial Congresses have been
held since 1965. Themagjority of the Congresseshavebeen
held in Europe; in 1998, Australiawas thefirst non-Euro-
pean host, and in 2001, Chicago was the first American
host. More than two hundred attendees represented 21
countries.

Dr. Kuchera utilized the theme Integrative Manual
Medicine to focus on practical clinical applications of a
manual approach in various specialty fields. Advancesin
the evidence-base for manua medicinewere also empha-
sized. A widedistribution of presenters, DO and MD, from
Americaand abroad, addressed aspects of the theme. Ab-
stracts, Free Papers, and daily Workshops rounded out the
program.

Having had the opportunity to attend and present at
previous FIMM Congresses (Madrid, 1986; London, 1989,
and Brussels, 1992), | was most interested in the continu-
ing effort of this organization to focusthe role of Manual/
Musculoskeletal Medicine in clinical practice. Now, as
then, philosophical views provided points of accommo-
dation as well asresistance.

Michael Hutson, MD, President of FIMM presented
the Sate of the World address. Doctor Hutson discussed
“The Impact Of Globalisation On The Development Of
Neuromuscul oskeletal Medicine: From Sisyphys To
Prometheus And Beyond”. He is a graduate of St.
Thomas's Medical School in London, and a consultant

orthopaedic and sports medicine physician at L eeds Gen-
era infirmary in Nottingham, England. The editor and
principal author of the text, Sports Injuries: Recognition
& Management, Doctor Hutson has al so written two other
textsand numerous articles on orthopaedic and sportstop-
ics. | found his presentation to be most scholarly and
thoughtful, refreshingly more so than | have heard in many
years. Citationsfrom hisaddress (as presented in the Con-
gress Workbook) are given, which address FIMM, Spe-
cialization and Competence, Non-Medical Associations
and Groups:

“FIMM assists nations, individually and collectively,
to achieve and maintain best or (perhaps more appropri-
ately stated as) better medical practice by its promotion
of high standards of education and accreditation. In this
regard, | dislike the concept of “standardisation”. Given
the different “schools’ and the essential characteristics of
neuromuscul oskel etal medicine, standardisationisimpos-
sible and in any case frankly undesirable. The diversity
and distinctiveness of those branches of medicinethat are
characterized by the diagnosis and management of
neuromusculoskeletal disorders—for example, orthopaedic
medicine, muscul oskel etal medicine, manual medicineand
osteopathic neuromuscul oskel etal medicine, al of which
are predicated upon the concept of somatic dysfunction —
istestimony to the eclecticism and uniqueness of the dis-
cipline. As a consequence, FIMM is a‘broad church”. It
isworth stating, however, that no organisation, FIMM in-
cluded, can work in a wholly eclectic fashion. Without
strict academic traditions the Scientific Committee of
FIMM would have no focus or direction. | am happy to
report that FIMM is alive and well, due in no small mea-
sure to the dedication and drive of the chairmen of the
Education and Scientific committees, supported by the un-
stinting labours of the committee members, FIMM has
undertaken and completed work that is monumentally
important, some of which will be apparent to you during
this Congress. It gives me great pleasure to report that
globalisation, driven to a considerable degree by therise
of Information Technology, has led to the increased role
of the North American continent and the Antipodesin the
internationa affairs of FIMM. Outwith FIMM, interna-
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tional teaching in neuromuscul oskel etal medicine contin-
ues apace. | am particularly excited by the prospect of the
proposed masters degree in applied osteopathic
neuromuscul oskel etal practice at KCOM.”

“Globalisation hasfuelled the ambition for greater reso-
nance, for instance the development of a monospecialty
of musculoskeletal medicine in those countries where it
is of relevance. Other than osteopathic neuromus-
culoskeletal practice in the USA the only country in the
world in which manual medicine is a recognised (state
accredited) specialty is Russia. By contrast, the achieve-
ment of “ competence” in manual medicine, a somewhat
different concept, essentially a basic level of expertise
across many medical disciplines, isthetarget in some Eu-
ropean countries. For al, thedrivefor improved standards
isaways apriority.”

“Therelationshi p between neuromuscul oskel etal medi-
cineand alied (particul arly nonmedical) associationsand
groups is a contentious issue that concerns me greatly as
President of FIMM, but it applies equally outwith FIMM.
In many countries muscul oskeletal physiotherapists have
developed autonomy and independence — either by de-
fault, a consequence of the apathy and/or incompetence
of those branches of the medical establishment that tradi-
tionally have been expected to provide a“service” to pa-
tients with locomotor disorders, or by design, but often
meritorious and associated with exemplary researchinthe
last decade. “ Low back pain, please treat” , the referral
letter of the inadequate or of the desperate physician, has
enabled the development and status of many competing
clinical providers. Globalisation has certainly seen asig-
nificant advancein osteopathy and chiropractic worldwide.
Their power base throughout the world is increasing
steadily. It ismy view that attemptsto discredit such pro-
fessions or to suppress or reverse their autonomy are
doomed to failure. We need to harness our energies to
improve our own standards and market our expertise, not
waste them by persistent censure of others. Internecine
problems can threaten our focus and determination. Cul-
tural differences arethefood of life but can sometimes be
poisonous. Within FIMM we respect the diverse national
views on the role expected of the medical profession in
general within healthcare provision, and on the status of
neuromuscul oskeletal medicinein particular. We understand
the sometimes-conflicting opinions on the coveted domina-
tion by the medical profession of the provision of servicesto
patientswith muscul oskeletal disorders. Tensionsgenerated
within an organisation may not necessarily be reduced or
abolished by improved standards of practice.” (]

Tradition Shapes the Future.

AAO
ot Coding
o™\ Information
—
Packet

$15.00 per packet

To place your order contact:

American Academy of Osteopathy
3500 DePauw Blvd., Suite 1080
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From the Archives

Pathology of glandular tissues
affected by vertebral lesions

from Bulletin No. 7, A. t. Still Research Institute, 1931. pp. 14-23

This report is based chiefly upon studies made of the
tissues of rabbits, guineapigs, rats, and cats. The changes
dueto vertebral lesions areidentical in all these animals.
Human material is rarely secured which is suitable for
adequate study, though such material aswe have been able
to secure indicates that the changes in human tissues are
amost if not quite identical with those found in animal
tissues. Some study has been made of thetissues of goats,
calves, dogs, wild rabbits, gophers, and afew other mam-
mals, and theseindicate that the effects of lesionsare prac-
tically the samein al mammals.

Theeffectsof alesion arefirst visiblein the changesin
the circulation through the viscus. Later changes are rec-
ognizable in variations in the amount and the quality of
the secretions of the glands, in the tone and the activity of
the muscular walls of the hollow visceraand, sometimes,
of the ducts, and in the histological picture presented by
tissue sections of the glands. It is not always possible to
determine whether the later series of eventsis due to the
circulatory changes alone or not. Certainly the circula-
tory changesarein part responsiblefor thefinal results of
the bony lesions because the changes in the distribution
of the blood present a conspicuous feature in the final
condition of the tissues.

The manner in which vertebral lesions affect viscera
has been the subject of much study for many years. Even
yet, only certain aspects of this important question have
been explained.

Dr. Carl P McConnédll reported some of thiswork in his
President’s Address at the meeting of the American Osteo-
pathic Association in Denver, in August, 1905. A report of
experimentsperformed in the Laboratory of Physiology. The
Pacific College of Osteopathy, was published in the North-
ern Ogteopath for August 1905. After this time, the effects
of lesons on viscerawere studied by othersin private |abo-
ratories and in the laboratories of the Pacific College of Os-
teopathy and of the American School of Osteopathy. TheA-
T Still Research Ingtitutewasincorporatedin 1906, and grants
from the income of the Endowment Fund of the Inditute

helped to pay the expenses of this work for severa years.
Later work was done by the Ingtitute staff working in the
Ingtitute |aboratories, and thiswork has been reported in the
Bulletins of the A. T. Still Research Ingtitute.

The effects produced by vertebral lesions on viscera de-
pend upon the structura relations of the bones affected, the
nerve centers of the spina cord, and the nerve relaions be-
tween these centers, the blood vessals, and the viscera

Nearly all visceraareinnervated from two or more cen-
ters or groups of centers within the central nervous sys-
tem. These centers exert a somewhat antagonistic influ-
ence over the circulation and the secretion of the glands.
In many cases subordinate centers are subject to the con-
trol of a single center in the medulla, pons, or midbrain.
Nerve impulses, arising in these controlling centers are
carried to other nerve centers in the spinal cord or the
medulla. The viscero-motor centers of the spinal cord are
mostly located in thelateral horns of the gray matter, orin
alateral cell masswhich lies near the center of the crescent
formed by the gray matter of each side of the spina cord.
Homologous centers in the medulla, pons, and mid-brain
are not so eadily located because these centers have been
subjected to greater changesin structure, location, and func-
tion during ontogonetic and phylogenetic devel opment.

The nerve fibers which are derived from the cells in
the spinal centers of the thoracic cord pass from the cen-
tral nervous system into the sympathetic ganglia. Asthey
leave the gray matter each nerve fiber attains a fat-like
sheath which protectsit to some extent from the pressure,
injury, and certain abnormal chemical conditions in the
lymph. This sheath is lost as the nerve fiber enters the
sympathetic ganglion. The nervefiber breaksup into many
fine fibrillae and these become entangled with dendrites
of the sympathetic nerve cell in such amanner asto form
a sort of basket-like structure which surrounds the sym-
pathetic nerve cell. No definite continuity of protoplasm
has been described between the sympathetic dendritesand
the fibrillae derived from the entering axon. The axon of
the sympathetic cell passto thegland cellsand tothewalls
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of the blood vessels in all secreting-viscera. Synapecs
withinthe sympathetic nervous system arerareif, indeed,
it ever occurs that more than one sympathetic nerve cell
intervenes between the spinal centers and the viscerain-
nervated therefrom.

Thewhiterami communicantesoriginating in any given
spinal segment may be subjected to the abnormal pres-
sure and the abnormal chemical structure of edematous
tissues in the vicinity of a vertebral lesion. These nerve
fibers are somewhat protected by the medullary sheaths.
The amount of medullary substance is, however, very
scanty for these nerve fibers and the sub-alkaline tissue
juices plus the pressure of the edematous fluids tend to
diminishtheefficiency of theaffected nervefibersastrans-
mitting agencies. The nerve cells of the sympathetic gan-
glia and the gray nerve fibers emerging from these gan-
glia have very dight or no protection from these abnor-
mal conditions.

The edematous area around a vertebral lesion in the
thoracic region extends beyond the angles of the ribs and
usually affects the tissues for one or two segments be-
yond the lesioned area. The sympathetic ganglia in the
cervical and lumbar regions, and those which lie in the
body cavities in close connection with the viscerainner-
vated, areless serioudly affected by vertebral lesionsthan
are those located within the bony cage of the thorax.

Therelations of visceraand nervous system are so com-
plicated that it is not possible to anticipate what the effect
of any given lesion will be except by experimental and
clinical evidence. Minimal, subminimal, and maximal
stimulations produce reactionswhich differ in kind aswell
asindegree. Theliminal values of nerve centersand, prob-
ably, of nerve endings vary during fatigue, and as aresult
of changes in blood pressure and in the carbon dioxide
content of the blood. These varying physiological condi-
tions may affect one viscus more profoundly than another
viscus, or may affect one group of nerve centers more
profoundly than another group of nerve centers. Many of
these factors are hidden from any method of study now at
hand. The ultimate algebraic sum of al these factors can
be determined only by the study of human or animal sub-
jects before and after definite vertebral lesions have been
produced and of the same subjects after the lesions have
been corrected.

Tests made for human subjects are always complicated.
The study of human beingswho areill and who have cer-
tain bony lesions involves the complexities, not only of
the normal structures and the normal functions, but also
those due to the simultaneous or consecutive efficiency
of several etiological factors. For thisreason, human stud-
ies made of individuals who have lesions but who do not
display serious symptoms are of considerableimportance

in the study of the effects of vertebral lesions. Some of the
results of this method are given in the sections one “The
Effects of Lesions on Human Urines” in this Bulletin.

Histological studies of viscera affected by lesions are
given in connection with the viscera whose functional
changes are described in this Bulletin. Generally, the ef-
fects of any vertebral lesion are most marked in the vis-
cerainnervated from the spinal cord segment associated
with the lesioned vertebra.

The first effect, produced immediately after an acute
lesion has been caused by any method, consistsin asharp
constriction of the arterioles. Thisisfollowed by aslower
dilatation, first of the arterioles, then of the venules, then
of the smaller arteries and veins, and finally of the larger
arteriesand veins. The outflow of blood from the veins of
the affected viscera is considerably increased in all vis-
cera of all mammals, but the change is more marked for
some viscera than for others, and in some mammals than
in others. Within an hour or a few hours after the lesion
has been produced, the dilatation of the blood vessels
seems to be associated with a slower flow of the blood
and with increasing venosity of the blood of the capillar-
ies. If theareaso affected isconsiderable, asin the case of
lesions affecting the splanchni ¢ centers, the general blood
pressure is considerably lowered.

Sections made of normal glands show a central core-
like arrangement of blood cellswithin the capillaries, and
thisis surrounded by a peripheral layer of blood plasma.
Theblood cellsarerarely in actual contact with the capil-
lary walls. Sections made of the glands affected by aver-
tebral lesion show the capillariesdensdly filled with blood
cells; the peripheral layer of plasmaisrarely visible; the
blood cells are closely packed against the capillary walls
and diapedesis is seem to be occurring in many areas Si-
multaneously. Areas in which such hemorrhages have
occurred previously are scattered through the sections; in
some of these the red cells are easily visible, in others
they are partly degenerated, and in still other areasonly a
diffuse brownish stain remains of the blood pigment re-
maining from the digestion and absorption of the blood of
earlier extravasations. These hemorrhages are always mi-
croscopicinsize. The structural relationsindicate that the
diapedesis ceases when the blood coagulates. The ex-
travascular cells and the clot are then digested and ab-
sorbed into the lymph channels. The reticul o-endothelia
cells of the hemorrhagic areas contain pigment granules,
apparently derived from the degenerating erythroctytes.

The secreting cells of the glands affected by vertebral
lesions show characteristic changes. Thedifferential stain-
ing of nucleus and protoplasm is less marked; nuclear
stains tend to diffuse into the protoplasm and the nucleus
is less sharply stained. Protoplasmic stains do not pro-

—
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duce such sharp delineation of the protoplasmic structures.
The granules characteristic of the different glands do not
show their normal sharp staining. Cells near recent minute
hemorrhages show early granular degeneration and cells
in areas, which show evidences of several recurring hem-
orrhages often show fatty degeneration. In these areasfatty
globes are sometimes found in the lymph channels of the
affected tissue.

Thetissuefluids of glands affected by vertebral lesions
show diminished alkalinity.

The other changes in the secretions of the glands af -
fected by vertebral lesions must be considered for each
gland separately. This study is not yet completed for all
secreting glands. Thereportsincluded inthisBulletin cover
the work completed to date.

It should be noted that the diminished alkalinity, edema,
recurrent petechial hemorrhages and cell degeneration
found in the glands affected by bony lesions present a
marked resemblanceto similar conditions occurring in the
small, deep spinal musclesin the lesioned area of the spi-
nal column.

Generally speaking, there is a certain independence of
physiological relations between thetissuesinnervated from

any segment of the spinal cord. Heat or chemical irritants
applied to the skin over aspina segment tend to dilate the
blood vessalsof viscerainnervated from that segment; cold
or other agents which contract the skin over any spinal
segment tend to contract the blood vessels of the viscera
innervated from that segment. The nerveirritation associ-
ated with abnormal articular relations of lesioned verte-
brae tend to affect this circulation, secretion, and muscu-
lar activity of the active tissues innervated from the re-
lated spinal centers.

This independence is modified very considerably by
other related activities. The antagonistic activities of nerve
centers in the medulla, pons, basal ganglia and the lower
lumbar and sacral centersinterfere considerably with this
independence of segmental relations. Certain internal se-
cretions, and certain changes in the quality of the blood
also affect the activities of glands and viscera.

The segmental relations are, however, so important and
the reflex area concerned so direct and so simple in struc-
ture that the place of bony lesions in the etiology of dis-
ease is a very important one and the use of manipulations
applied to the spinal column asatherapeutic measure may be
very good or very bad, according to the skill or lack of skill
on the part of the person who administers the trestment.

Resume of Human Findings

The records of the clinical laboratory of The A. T. Still
Research Institute provide an opportunity for the study of
the effects of osteopathic treatment upon the fluids of the
human body. In this laboratory various tests are made for
osteopathic physicians in practice. Whenever a patient
seems suitable for exhaustive study, the tests are repeated
at intervalsduring thetime heisbeing treated and after the
lesions have been corrected, sometimes for several years.
Patients suffering from complicated diseases or from the
results of severa etiological factors are not often suitable
for exhaustive study. From the records at hand the follow-
ing resume has been prepared.

Lesions of the mandible, atlas, axis and the third cervi-
cal vertebrae caused the salivato becomelessalkalineand
to be deficient in amylolytic power in sixteen subjects. All
of these suffered from some intractable, chronic infection
of the mouth or the teeth. In twelve cases the lesions were
corrected and the salivareturned to normal alkalinity and
to normal amylolytic activity. In these cases the infection
of the oral cavity yielded to ordinary aseptic washes after
the lesions had been corrected. In four cases osteopathic
trestments were not given and the infection persisted for

four months or longer, under ordinary medical antiseptic
applications.

Lesions of thethird and fourth thoracic vertebrae affect
the heart. Characteristic changes in the blood and urine
follow this lesion. The cardiac weakness is often recog-
nizable by a study of the pulse and the blood pressure,
especially when these are studied before and after each
osteopathic treatment. In these cases the lungs are usually
somewhat affected, either as a direct effect of the lesion
upon the pulmonary circulation or asaresult of the dimin-
ished efficiency of the heart. A small amount of sputumis
often produced in the early morning, and more abundant
sputum is produced upon any cause of bronchial irritation.
This sputum contains characteristic, large, phagocytic cells
filled with brownish granules of partly degenerated hemo-
globin. These cells, which have been called “heart failure
cells” are found in the sputum under several abnormal
conditions, but when they arefound in casesin which there
is no evidence of pulmonary inflammation, they suggest
weakened heart action.

Correction of the lesions mentioned resultsin recovery
of normal cardiac activity if no serious structural change
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has occurred in the heart muscle and if no infection of the
endocardium has been present. If the lesions remain uncor-
rected, the disturbed circulation through the heart itself and
through other important tissues of the body finaly leads to
incurablerenal, cardiac, pulmonary, or hepatic disease. It must
beremembered that whilemany other etiol ogical factorsmay
complicatethe effects of vertebral lesionsin human subjects,
it is also true that such lesions may complicate and localize
the effects of other etiological factors. A comparison of the
vertebral lesionsfound at autopsy with the organs most seri-
oudly affected by toxemia, starvation or acute or chronicin-
fectionsindicatesthisrelation very clearly.

Five hundred and sixty cases have been studied of pa-
tientsin whom the lesions of the third and fourth thoracic
vertebrae were considered to be the sole, or the most im-
portant, etiological factor. Rib lesions were usually asso-
ciated with the vertebral lesions in these cases.

Lesions of the flat bones, especialy of the ribs, affect
the red bone marrow and thus the blood-forming tissues.
If any considerable area of red bone marrow is affected,
the disease which was called “simple primary anemia’ in
older text-books was caused. This disease, now called
“costogenic anemia’ in osteopathic texts, speedily disap-
pearswhen thelesionsare corrected. Three hundred eighty-
three cases were studied in which the lesions affecting the
red bone marrow were considered the most important, if
not the only, etiological factor in thisform of anemia.

Lesions of the fifth and neighboring vertebrae cause hy-
perchlorhydriaand are frequently associated with gastric ul-
cer. Lesions of the seventh and neighboring vertebrae cause
hypochlorhydriaand gastric atony. These conditions are fur-
ther discussed in later sections of this Bulletin.

Lesions of the ninth thoracic vertebra and the ninth ribs
causethe spleen to become congested and itscapsulerel axed.

The leucocyte count increases, and symptoms of early
spleno-medullary leukemia are frequently found. In early
cases, correction of the lesion is followed by recovery. In
late cases the symptoms are usually diminished, the pa-
tient is made more comfortable and his life prolonged by
osteopathic treatment. Twenty-nine cases have been stud-
ied in which alesion of the ninth thoracic vertebra caused
an enlargement of the spleen with symptoms of early
spleno-medullary leukemia.

Lesions of the tenth and neighboring thoracic vertebrae
and ribs cause hyperemia of the liver and moderate
cholemia. Thebile pigments can he recognized inthe blood
plasma. The leucocytes show typical changes due to the
cholemia. Bile pigments and sometimes bile acids may or
may not appear in the urine in such cases. Correction of
the lesion is followed by return to normal conditions in
uncomplicated cases, in which the lesion is the chief, or
theonly, cause of the cholemia. Three hundred twelve cases

were studied in which the lesion seemed to be the chief
cause of the cholemia. In one hundred two cases the ab-
normal condition had been present for many years, amod-
erate cirrhosis of the liver had occurred, and recovery was
not complete. The symptoms diminished after correction
of the lesion in seventy-three of these cases and the pa-
tients made a symptomatic recovery. In one hundred
twenty-two cases the lesion was recent and recovery
seemed compl ete after correction of thelesion. Inthe other
cases no further history was secured.

Lesions of the ninth and tenth thoracic vertebrae affect
sugar metabolism. Typical cases of diabetes mellitus are
found in this group. Correction of the lesion exerts a fa-
vorable effect in nearly all such cases. Ten typical cases of
diabetes mellitus remained sugar free on an adequate diet
so long as the lesions were not permitted to recur. When
osteopathic treatments were omitted, the blood sugar in-
creased and urinary sugar appeared. Since the discovery
of insulin it has become difficult to find suitable cases for
study. Patients with moderately disturbed sugar metabo-
lism recover normal metabolism after thelesionshave been
corrected. Sixty-one cases of disturbed sugar metabolism
following or associated with lesions of the tenth thoracic
and the ninth thoracic vertebrae and ribs have been stud-
ied, in which no insulin treatment had been employed.

Lesions of the eleventh and twelth thoracic vertebrae
affect the kidneys and cause occasional or persistent
lobulinuria or albuminuria. Hyaline casts and an increase
inthe number of renal epithelial cellsintheurinearefound
in personswith such lesions, though no symptoms of renal
disease may be present. These conditions are more fully
discussed in alater section of thisBulletin. Seven hundred
fifty-six casesin which the lesions mentioned were appar-
ently the chief or the sole cause of sometype of nephropa-
thy were studied. Correction of the lesion causes return to
normal renal functions when the kidneys have not been
too greatly injured by the abnormal conditions.

Theserecordsaretoo few tojustify definite conclusions.
The complicating factors of human living and human pa-
thology enforce much more exhaustive study of many more
cases before the place of vertebral lesionsin etiology can
be accurately delineated. The place of osteopathic correc-
tion of vertebral lesionsin therapy can be adequately evalu-
ated only after many more cases have been studied with
care, and after the facts thus collected have been classified
with critical attention.

Even these few records, however, plus the great mass
of the osteopathic case records already published, do jus-
tify the conclusionsthat the vertebral lesion has an impor-
tant place in etiology, and that the correction of such le-
sionsisavery important factor in the treatment of certain
human disease.]
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AOA Convention ¢ San Diego, CA « October 21-25

American Academy of Osteopathy

“Building and Sustaining a Healthy Body through Nutrition, Exercise, and Posture”
Robert E. Irvin, DO, Program Chair person

Monday, October 22 « Nutrition Section

8:00 am
9:10

9:15

11:45
3:00 pm

4.00

AOA Opening Session

Welcome and overview of AAO Program—

Robert Irvin, DO, Program Chairperson

Identification of optimal weight by nutritional assessment:
the A,B,C,D&E's of nutritional assessment

Elaine Jacobson, PhD and Michael Jacobson, PhD,
Professors; Division of Clinical Nutrition,

University of Kentucky

(This discusses evaluation of anthropometric, biochemi-
cal, clinical, dietary, and environmental factors that
identify appropriate weight verses obesity or anorexia
inducing behaviors. Thisis followed by dietary prin-
ciples and how to choose a healthy diet that is balanced
for metabolic needs. It includes an interactive session on
assessment of a 24-hour recall diet. Then we discuss
classification of obesity and the appropriate management
of each class, e.g. 5-20% overweight, 20-40% over-
weight, etc.)

T. L. Northup Lecture— Ann L. Habenicht, DO, FAAO
Assessing energy requirements — Elaine Jacobson, PhD
and Michael Jacobson, PhD

Fads: the problem of a high protein diet — Elaine Jacobson,
PhD and Michael Jacobson, PhD

(Hereis discussed the issue of fad diets, the metabolic basis
of weight loss by ahigh protein diet, the clinical problems
associated with excess protein, and areview of balanced
diets as the appropriate way to achieve optimal health.)

Tuesday, October 23 « Exercise Section

8.00 am

9:00

10:00

11:00 am

Nutrition and exercise in ancient medicine

Lesley Dean-Jones, PhD, Associate Professor, Department
of Classics, University of Texas at Austin

How and why we exercise

Ray Moss, PhD, Professor, Dept. of Exercise Physiology
and Biomechanics, Furman University, South Carolina
(Thislectureis designed to familiarize the audience with
the basics of motor function that will be alluded to
throughout the lecture series. The MOTOR SCHEMA, as
developed by Schmidt, will be the basis for this portion of
the lecture. Thiswill lead into the concept of why people
exercise, and introduce possible strategies for motivating
amore active life-style.)

The Sedentary Life-style— Ray Moss, PhD
(Thislectureis designed to bring the audience up-to-date
on the latest information linking morbidity and mortality
to inactivity. Clearly, the sedentary life-style isamajor
risk factor for coronary heart disease, and data suggest it
might play amajor role in preventing some types of
cancer. Exercise also has a positive impact on obesity,
hypertension, depression and other chronic diseases. Part
of the lecture will focus on changesin posture secondary
to muscular weakness.)

Coding/Reimbur sement \Workshop —

Judith A. O’ Connell, DO, FAAO

2:00 pm

3:00

4.00

Physiology of Human Performance — Ray Moss, PhD
(These two lectures are designed to point out the compen-
satory mechanisms available, so the body may bring itself
from rest to maximal exercise. The importance of genetics
will be introduced. Various tests used to evaluate perfor-
mance will be discussed. These lectures will also cover
topics of maximal oxygen uptake, anaerobic threshold,
muscular strength and muscular endurance.)

Exercise, Nutrition and Calorie Costs— Ray Moss, PhD
(Thislecture is designed to cover the major aspects of
nutrition and exercise in arange of populations from the
weekend recreationalist to elite athletes. The topic of
supplementation will be addressed. Discussion will include
caloric costs of various exercise modalities, and what the
clinician can reasonably expect from clients.)

Pilates Exercise Lab — Part |

Zoe Stein-Pierce, MFA, Dept. of Ballet and Modern Dance,
Texas Christian University

Wednesday, October 24 « Postural Section

8.00 am

10:00

11:00

3:00

Interaction of the visual, vestibular, and somatosensory
system in development, perception, and posture

Frank Willard, PhD

Conceptsin ancient art and science from which are derived
a comprehensive model of posture and chronic pain

Robert E. Irvin, DO

Clinical procedure for the alleviation of >90 percent of
common, chronic pain by the optimization of posture by the
integrated use of lifts (heel and ischial), contoured foot
orthotics, osteopathic manipulative treatment, therapeutic
postures, and (infrequently) an oral orthotic

Robert E. Irvin, DO

Pilates Exercise Lab — Part 11, Zoe Stein-Pierce, MFA

OMM practice in sunny Gainesville, Florida.

University town with educated, intelligent

Within 1-2 hours of beaches, nature coast,
historic Suwanne river, fishing, scuba diving,
crystal-clear springs, and other outdoor recreation.

Call: 352-466-4940 or email: afn29001@afn.org

PRACTICE FOR SALE

No HMO, minimal Medicare.

population, cultural activities.
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ViscerAL MANIPULATION —ABDOMINAL/GI
November 30 - December 2, 2001

KENNETH J. Lossing, DO, PRocrRAM CHAIRPERSON

CME

Course_DESCRIPTION: REGISTRATION FORM

Visceral manipulation (general principles): » general Visceral M anipulation/Abdominal/Gl
listening and local listening; ¢ liver, gall bladder, stomach,
duodenum, small intestine, large intestine, sphincters. November 30 - December 2, 2001

This course provides a theoretical background for Full Name
subsequent courses using the gastrointestinal system asa Nickname for Badge
model. Issues of induced motion (mobility), inherent
motion (motility), ligamentous attachments, sympathetic
and parasympathetic innervation are discussed. Diagnosis
and treatment interventions such as genera listening, City State Zip
local listening, and inhibition, ligamentous tension, short Office phone # Fax #
and long lever arm techniques are taught.

In this course, the role of the visceral dysfunction in
various diagnoses is explored: e.a. gastroesophageal
reflux disease, dyspepsia, hiatal hernias, peptic ulcers, | require AAFP credit O
acute and recurrent midthoracic pain, cholestasis,
cholédlithiasis, biliary congestion, recurrent left shoulder | require avegetarian meal [
pain, recurrent right shoulder pain, sinusitis, hepatitis,
irritable bowel, constipation, thoracolumbar pain, pelvic REcISTRATION RATE
pain, low back pain, and recurrent Sl dysfunction.

Street Address

AOA # College/Yr Graduated

Prior to 10/30/01 After 10/30/01
LEARNING OBJECTIVES: AAO Member $660 $760
At the end of this session, participants should be able to Intern/Resident $560 $660
manually diagnose and manipulate associated structures AAO Non-Member $760 $860
in the above mentioned system.

AAOQ accepts Visaor Mastercard

HotEL | NFORMATION:
The Marten House Hotel Credit Card #
AAO Room Rate: $79.00 Cardholder’s Name
1801 W. 86th Street, Indianapolis, IN 46260
Reservation Phone: (317) 872-4111

Date of Expiration

Signature

Reservation Deadline: October 30, 2001 (Reservations
received after October 30, 2001 will be provided on a
space available basis at prevailing rates.)

For More Information, Contact
AMERICAN ACADEMY OF OSTEOPATHY
3500 Depauw Blvd., Suite 1080
Indianapolis, IN 46268
Phone: (317) 879-1881 or Fax: (317) 879-0563
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UAAQO Addresses
AAO Members

This year is going to be a busy year for the UAAQO!
Here arejust acouplethingswe have planned for theyear:

The Undergraduate American Academy of Osteopathy
(UAAO) sponsorsthe Vicki Dyson Preceptor Scholarship
for the student interested in osteopathic manipulation. This
year we have 8 scholarships available for an osteopathic
student who isamember of the UAAO and completesa4
week €elective rotation in osteopathic manipul ative medi-
cine (OMM). They will receive up to $400 in scholarship
money. This OMM rotation must be done in the practice
of an osteopathic physician who is on the Vicki Dyson
Preceptor list. We need physician volunteers who will of -
fer their time to invite 3rd and/or 4th year students into
their practice for therotation. In order to qualify asapre-
ceptor for theVicki Dyson Preceptor list, aphysician must
meet 3 basic requirements:

1. The physician must be a DO.

2. The physician must be a member of the American
Academy of Osteopathy (AAO).

3. The physician’s practice time should be composed
of at least 50% osteopathic manipulative medicine
(OMM) or the physician should treat at least 20
patients per week with osteopathic manipulative
medicine (OMM).

If you are interested in applying to be a preceptor for
the Vicki Dyson Scholarship program or if you are a stu-
dent interested in the scholarship please e-mail me at
uaaochair@aol.com.

The American Osteopathic Foundation has graciously
funded the UAAO's Visiting Clinician Program. Each of
the 19 osteopathic colleges has the opportunity to invitea
clinicianto lecture about osteopathic manipulation at their
schoal. Itisone of the biggest salling pointsfor the UAAO
membership drive and we look forward to planning our
lectures this year at each school.

We are currently working on our new and improved
web page. It will contain information about each of 19
UAAO chapters. We will have e-mail contacts, calendar
of events, and even an application for our Vicki Dyson
Preceptor list ready for you to print out or email back to
us!! Coming soon to the Academy web page,
www.academyof osteopathy.org!

We thank you for all of your support!

Shelby Raiser
UAAQO Chair
uaaochair@aol.com

OMT Review

(Second Edition)

A Comprehensive Review
in Osteopathic Medicine
by Robert G. Savarese, DO

Features:

0 178 exam-type questions.
0 65COMLEX style questions.

O Important facts highlighted throughout the

text for last minute cramming.

[0 Reflects student experience on 1998
COMLEX exams.

[0 Easy to read outline format.

From AAQ Journal, Fall 1998:

0 “Savaresevery neatly and logically putstogether two-
years-worth of functional anatomy, basic neurology and
osteopathic somatic diagnosis. It isclean, concise, easy to
understand without being overly simplistic, and informa-

tioniseasly accessed.”

Order Information:
0 OMT Review @ $22.95+ $6 SH inU.S.

(NOTE: Please add $1.00 for each additional book ordered.)

Total $ amount of order:

Shipping Information:
Name

Street Address

NO PO. Box #s)
City

State Zip

Daytime Phone

Payment I nfor mation:
0 VISA O MC 0 CHECK

Card No.

Expiration Date

For your copies, contact:

American Academy of Osteopathy®
3500 DePauw Blvd., Suite 1080, Suite 1080
Indianapalis, IN 46268
phone: (317) 879-1881; FAX: (317) 879-0563
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A. Hollis Wolf Presentation

2001 Annual Convocation e

Osteopathic manipulative treatment
of low back pain during labor

Scott Carpenter, OMS-IIl and Adrian Woolley, DO
Des Moines University-Osteopathic Medical Center

Abstract

Low back pain is among the most
common complications during preg-
nancy and labor, reported in over one
half of all pregnancies. Therefore, the
physician must effectively address
this pain for the most efficient partu-
rition experience. This case presents
many implications for osteopathic
mani pulative treatment and its effec-
tivenessin treating back pain concur-
rent with parturition.

Somatic dysfunctions correspond-
ing to pain sensations are common
ailments during pregnancy and, thus,
osteopathic manipulative trestment is
uniquely suited to treating the biome-
chanical challenges of pregnancy. We
review theindicationsfor and possible
physiologic mechanisms of different
manipul ative techniques for treatment
of back pain in the pregnant patient,
with emphasis on the role of osteo-
pathic manipulative medicine during
the parturient experience.

Case Presentation

A 23-year-old nullipara, prima
gravidafemal e presented at 39 weeks
of gestation with complaints of low
back pain and potential latent labor.
The patient was under the supervision
of acertified nurse midwife. For the
previousthree weeks, the patient had
experienced Braxton-Hicks contrac-

tions that she described as a 1-2/10
(O-not sure she was experiencing a
contraction, and 10- she does not
think she will survive the contrac-
tion). The contractionswere centered
on her lower back with radiation to
the anterior abdomen, which made it
“awkward to move’. Seen the day
prior in her home by the nurse mid-
wife, she was dilated 2 centimeters,
90% effaced, O station with a poste-
riorly oriented cervix. The following
morning at 5:00 AM, the patient ex-
perienced contractions of sudden on-
set and intensity of 4-5/10. The con-
tractions occurred roughly every 6
minutes with duration of 30-40 sec-
onds and localized in the uterus and
lower back without radiation. The
nurse midwife was notified at 8:00
AM . Upon examination, the patient’s
cervix was dilated 2 cm, 100% ef-
faced, oriented midplane and O sta-
tion. The patient returned home to
rest. At 3:00 PM, the nurse midwife
again examined her, at which time
station was + 1. The midwife re-
mained with the patient from then
until parturition.

There was no pertinent past medi-
cal history. Her past surgical history
included an appendectomy one year
earlier. There was no history of ab-
normal PAP smear. A strong mater-
nal history of thyroid disease and pa-
terna history of hypertension existed.

Thepatient’sonly surgery wasthe ap-
pendectomy. Therewas no history of
cryosurgery or LEEP procedures. She
had no known drug, food or environ-
mental allergies. Her medications
consisted of prenatal vitamins and
Evening Primrose ail for topical ap-
plication to the cervix. She was cur-
rently married and had no history of
tobacco, alcohol or illicit drug use or
any history of sexually transmitted
diseases.

During the course of her preg-
nancy, she regularly visited with the
nurse midwife every 3weeksuntil the
eighth month, during which she met
with her regularly every 2 weeksand
every week during the last month.
Additionally, she had been receiving
osteopathic manipulative treatments
throughout her pregnancy. The medi-
cal history during the course of the
pregnancy included a positive vagi-
nal culture of group D streptococcus
that presented at 7 weeks as vagina
irritation, and recurrent episodes of
sinusitis and sinus congestion from
week 25 to week 31.

Additionally, ayeast infection was
discovered and successfully treated at
week 36.

At the time of the author’s initial
structural assessment, the patient’s
cervix was still dilated 2 cm, with ir-
regularly timed though intense con-
tractions, and complaining of pain
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composed more of back pain than
contraction pain. Treatment began at
approximately 4:15 PM. Between
contractions, manipulative techniques
were performed with the patient in
both supine and lateral recumbent
positions. The regimen consisted of
treating the long restrictors (ham-
strings), supine thoracolumbar soft
tissue, thefrogleg techniquefor lum-
bar and sacral dysfunction, bilateral
supineribraising, HVLA for thetho-
racicinlet, and soft tissueand HVLA
techniques for the cervical spine.
During the course of the treatment,
the pain shifted from the lower back
to the right sacrailiac joint and the
anterior, inferior portion of the abdo-
men, such that she could not liein a
supine position. Whilein the left lat-
eral recumbent position, more rib
raising was performed and lateral
Simms mobilization was performed
to treat the sacroiliac pain. At 6:00
PM she was again examined by the
midwife, after which treatment was
discontinued.

During the two-hour course of
treatment, the patient’scervix dilated
to 8 centimeters, 100% effaced with
contractions of 3-4 minute frequency
and 20-second duration, focused at
the anterior, inferior portion of the
abdomen. At 6:30 PM, the patient had
dilated further to 8 cm and 4+ station,
and to 10 cm and 3+ station at 7:45
PM. Spontaneous rupture of the

membranes occurred at 7:36 PM, and
the patient gave birth at 8:15 PM to
an 8 Ib. 4 oz. male with a 1 minute
Apgar of 9and 5 minute Apgar of 10.
A periurethral tear did occur which
was repaired. The patient was in la-
bor for approximately 8 hoursand 15
minutes.

Discussion

Low back pain is among the most
common complications during preg-
nancy and labor, reported in over one
half of al pregnancies.! In fact, low-
back pain is reportedly the most se-
vere complication in a substantial
proportion of those pregnancies. One
study found that although contraction
pains are usually described as the
worst pain, theimportance of continu-
ouslow-back painliesinitsunrelent-
ing and exhausting nature.? There-
fore, the physician must effectively
addressthispain for themost efficient
parturition experience.

This case presents many implica-
tions for osteopathic manipulative
treatment and its effectiveness in
treating back pain concurrent with
parturition. Pain was of primary con-
cern by the health care team in this
situation, fearing that if the back pain
werenot controlled, the patient would
be unable to assist in parturition due
to exhaustion. Pain management
through osteopathic manipulative
treatment allowed the patient to fully
concentrate on thelabor at hand. Dur-

Figure 1-Labor Progression
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ing the treatment process, the nature
and quality of contractions changed
from ineffective back labor to effec-
tive abdominal contractions of in-
creasing strength and timing. Addi-
tionally the cervix, which was not
progressing appropriately, dilated a
full 3 centimeters during the course
of the treatment. Although it cannot
be determined whether this was due
to the physiologic or psychological
effects of pain management or to a
physiological response by the uterus
to the structural manipulation, the si-
multaneous timing of manipulative
treatment and change in the nature
and quality of contraction suggests a
correlation.

Somati ¢ dysfunctions correspond-
ing to pain sensations are common
ailments during pregnancy. Berg et a
report 49% of patients complain of
significant lumbar dysfunction and
67% of sacroiliac dysfunction, with
33% of those patients complaining of
corresponding pubic symphysisdys-
function.® One study reported 91% of
these complaints were relieved with
manipulation.* These findings alude
to the efficacy of manipulative treat-
ment for treatment of low back pain
during pregnancy and labor.

Osteopathic manipulative treat-
ment isuniquely suited to treating the
biomechanical challenges of preg-
nancy. Postural changes from the in-
creased weight bearing of pregnancy
increase the physiologic stresson the
lumbar spine and hyperlordosis en-
sues. This subsequently leads to in-
creased tension of themyofascial and
ligamentous elements of the lumbo-
sacral complex.>® As lordosis in-
creases, the abdomina muscles and
their investing fasciae are continually
pulled and stretched; resulting in a
depressed anterior thorax compen-
sated for by an increased anteropos-
terior and transverse diameter of the
chest. Thiscompromises normal res-
piratory movement and pressure gra-
dients affecting the normal flow of
fluid in the body.” Additionally,
myofascia torsionin the diaphragms
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of the body leads to impaired lym-
phatic and venous flow. The reestab-
lishment of normal physiological
movement of the rib cage, thoracic
spine and transitional areas of the
body allows for normal diaphrag-
matic excursion and increased venous
and lymphatic flow back toward the
heart. This helps ameliorate the pe-
ripheral edema and cramping and
improvefluid and el ectrolyte mecha-
nisms.® Thus, the treatment of apreg-
nant patient should include manipu-
lation of every transitional area.

Many authors of both osteopathic
and alied health backgrounds have
found certain techniques very effec-
tive to treat the somatic dysfunctions
of pregnancy. Indicationsfor thefrog
leg technique and its variations in-
clude treatment of the hyperlordosis
and for myofascial relief of sacroiliac
dysfunction due to sacral rotation.®
The frog leg technique may aso be
performed into the lower thoracic
spine with minimal variation allow-
ing the physicianto similarly treat the
entire lumbar and lower dorsal areas
as well as the crura of the dia-
phragm.*® The addition of swaying or
rocking movements can also be pal-
liative for the discomfort of contrac-
tions,™ and may work in concert with
this technique.!?

Inhibitory manipulation is benefi-
cia by itsability to affect the anatomy
of sensory output from the gravid
uterus. Differing visceral afferent and
efferent pathways mediate uterine
contractions and pain sensation dur-
ing the first and second stages of la-
bor: the tenth thoracic to first lumbar
segments mediating the first stage,
and the second to fourth sacral seg-
ments mediating the second.*® Inhibi-
tory pressure placed in these areas
reportedly provides80-100%relief in
a majority of the patients studied
(65%).14 Another suggested etiology
of back painisskeletal muscle spasm
due to a viscero-somatic response
from these areas.’® Thus, both inhibi-
tory pressure aswell as manipulative
treatments to relieve muscle spasm

could prove quite useful in relieving
viscero-somatic pain. Other tech-
niques mentioned in the literaturein-
clude isolytic techniques for pubic
symphysisdysfunction;® sacral rota-
tional manipulation,*’ lateral Simms
mobilization, and supineischial tube
spread for sacral dysfunction; and
static and dynamic extension or flex-
ion maneuvers as indicated for low-
back pain.:®

The onset of manipulative treat-
ment and the simultaneous changein
the location and quality of contrac-
tionsishard toignore. Although there
is said to be many such experiences,
no reports of an empirical or anec-
dotal nature could befound in thelit-
erature. However, this case suggests
that OMT could be effective not only
in the treatment of pain during labor,
but may also effectively mediate the
transition from latent to active labor.
Many etiologies of back pain alone
have been reported in the literature,
from postural changes to viscero-so-
matic reflexes due to contraction of
the gravid uterus all of which lend
some possible explanation to the ef-
fectiveness of OMT in management
of back pain during labor. Future
empirical study needs to be per-
formed concerning the physiological
responses of the gravid uterus to os-
teopathic mani pul ation and the physi-
ological and psychological events
experienced by the patient from the
perspective of pain management.
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Osteopathic treatment
of nephrotic syndrome

by Sonia Rivera-Martinez, OMS-1V and John D. Capobianco, DO

New York College of Osteopathic Medicine, New York Institute of Technology

Abstract

The following case illustrates the
hospital management and subsequent
osteopathic treatment of nephrotic
syndrome in a 19-year-old African
Americanfemalewith past history of
IgA nephropathy. |gA nephropathy is
uncommon in both females and in
those of African American descent.
In addition, less than 10 percent of
patients with 1gA nephropathy
present with nephrotic range pro-
teinuria. Although her initial presen-
tation was oliguria and peripheral
edema, she was unresponsive to di-
uretics, albumin infusion and dietary
restrictionsand thusly developed ana-
sarca. Osteopathic manipul ativetreat-
ment was successfully instituted on
thefifth day of hospitalization asevi-
denced by the diuresis of 400 cc's
shortly after treatment and the even-
tual loss of all the water weight
gained. Furthermore, the patient
avoided therapy with cyclophospha
mide, a cytotoxic drug.

Introduction

Nephrotic syndrome is a clinical
state characterized by increased glom-
erular permeability manifested by:*

* Proteinuria (>3.5 g/24 hr/1.73 m?)
» Hypoalbuminemia

(serum albumin < 3.5 g/dl)
* Hypercholesterolemia > 200 mg/dl
* Peripheral edema + anasarca

The incidence of nephrotic syn-
dromein children 1.5to 6 years of age
in the U.S. is 2:100,000. Adults of al
agesareaffectedinaratio of 3:100,000.
Minimal Change disease is the most

common primary cause of nephrotic
syndromein children. For adultsinthe
U.S. it is focal segmenta glomerulo-
sclerosisand membranous glomerulo-
nephritis. Themost common etiologies
are glomerular diseases. Other causes
include carcinomas, diabetes mdllitus,
systemic senditivity diseases, nephro-
toxinsand alergies.?®

Signs and symptoms of nephratic
syndrome include: fatigue, abdomi-
nal distention, ascites, edema, olig-
uriaand weight gain.

Inthis patient, nephrotic syndrome
presented as a complication to IgA
nephropathy. 1gA nephropathy or
Berger’'s disease is a common form
of glomerular disease. This disorder
iS more common in males, uncom-
mon in blacks in the U.S. and typi-
cally presents between the ages of 10
and 50. IgA immune complexesinthe
mesangium of the glomeruli charac-
terizetherena biopsy. The most com-
mon presenting symptom of 1gA
nephropathy is persistent or re-
current macroscopic hematuria. Epi-
sodes of macroscopic hematuria fre-
quently follow after an upper respi-
ratory or gastrointestinal tract infec-
tion. In these patients, mild pro-
teinuriamay present in therange 1-2
g/day. Less than 10 percent will
present with nephrotic syndrome.*®

Report of Case

This patient is a 19-year-old Afri-
can American female with recent
medical history significant for gross
hematuriasecondary to IgA nephropa-
thy diagnosed by renal biopsy (7/99)
one month prior to this hospital ad-
mission. Her chief complaintsfor this

admission were fatigue, reduced ap-
petite, abdominal distension, periph-
eral andfacia edema, decreased urine
output and weight gain. Prior to the
onset of the edema, her urine ap-
peared foamy and pinkish. A week
later her eyelids and fingers were
puffy. The edemarapidly progressed
to her ankles and feet, followed by
abdominal distention. Shecameto the
emergency room when she noticed a
significant decrease in urine output.
Her past medical and surgical
history was significant for bron-
chopneumonia (6/99) and appen-
dectomy (6/97). She had no other
autoimmune disorders. Physical ex-
amination was remarkable for facial
and peripheral edemaand abdominal
distention with apositivefluid wave.
Osteopathic examination reveaedtis-
Sue texture changes, asymmetry, re-
stricted motion and tenderness at
T10-11 and Chapman’s reflexes su-
perior and lateral to the umbilicusand
between the spinous and transverse
processes of T12 and LI. These
viscerosomatic findings correlate
with disorders of the kidney.® In ad-
dition, occipital, sacroiliac, rib and
numerous non-neutral vertebral seg-
mental dysfunctions were noted.
Laboratory findings demonstrated
proteinuria, hypoalbuminemia, el-
evated cholesterol and triglyceride
levelsand ascites on abdominal x-ray.

Assessment

1. Nephrotic syndrome secondary to
IgA nephropathy.

2. Somatic dysfunction of the cra-
nium, cervicothoracic, rib, thora-
columbar and pelvic regions.
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Physical and Laboratory Findings on Admission

Physical Examination

VS: BP120/80 HR76 RR14
T98.4

Usual Wt: 165 Ibs.

Admission Wt: 171 Ibs.

Gen: Well developed, slightly
overweight AAF female with facial
edema in NAD

Skin: No erythema, no rashes, warm,
dry

HEENT: NC/AT, EOMI, PERRLA,
non-icteric, non-injected, periorbital
edema; B/L TMI; nares patent, no
discharge, pink mucous membranes,
non-inflamed; pharynx and tonsils
non-injected, no erythema, no
exudates

Q

Neck: Supple, no palpable nodes, no
JVD, no thyromegaly

Lungs: B/L CTA and P

CVS: +S1 & S2, no S3, no M/R/G
Abd: Mildly distended, +BS x 4, Soft,
NT, no organomegaly, positive fluid
wave

GU/Rectal: Refused

Ext: B/L LE pitting edema to mid-
calves, B/L. UE edema to distal
forearm, Pulses +2: radial, femoral,
popliteal, posterior tibial, dorsalis
pedis

Neuro: AAOx3, DTR 2/4, strength 5/5

(Osteopathic Structural Exam|

Cranium: Rt SB/R, OA compression,
Lt OM compression

Cervical: C3ESrRr, C4ESrRr
Thoracic: T6FSIRIL, TOESrRr,
T10ESrRr, T11ESIRI

Ribs: Exhalation restriction of Lt 15t
rib and ribs 5 to 8 B/L

Thoracic Diaphragm: Ant. and post.
restriction Lt > Rt

Q

Q

Q

Lumbar: L1FSIR], L2FSrRr,
LSESrRr

Sacrum: Sacroiliac joint restriction
LRt

Chapman’s Reflexes: Superior and
lateral to the umbilicus and between
the spinous and transverse processes
of T12 and L1

Laboratory Findings

o CBC/Electrolytes: within normal
range

a UA: 4+ protein & 4 RBC/hpf,
otherwise normal

@ 24 hour urine protein: 8.7 g/day

o CXR: Normal

Urine protein/creatinine ratio: 4.0
Serum Albumin: 1.9 g/dl

Cholesterol Total: 235 mg/dl

Triglycerides: 330 mg/dl
AXR: Ascites

000O0D.
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Discussion

The pathophysiology of nephrotic
syndrome presents when alterations
of the glomeruli permeability |eads
to massive proteinuria followed by
hypoalbuminemia. The decrease in
albumin produces a reduction of
plasma oncotic pressure, which
causes a shift of intravascular fluids
into the interstitial space. These
changes eventually result in edema,
anasarca, ascites and afall in effec-
tive blood volume. A vicious cycle
developswhen theregulatory mecha:
nismsattempt to restore the effective
blood volume by activating the re-
nin-angiotensin-aldosterone axis and
the sympathetic arm of the auto-
nomic nervous system. The body’s
attempt to restore effective blood
volume by these mechanismsfurther
aggravates the retention of fluid in
the interstitium. Excessive fluid in
the third space interferes with the
return to homeostasis since it leads
to increased interstitial pressure and
the collapse of the lymphatic capil-
|aries. In addition, edema causes di-
lation of the lymphatic capillaries
disabling theflap valves. The effects
of excess sympathetic stimulation on
the lymphatics are vasoconstrictive,
inhibiting the intrinsic pump of the
lymphatic capillaries and the overall
forward flow of fluid into the venous
circulation. Exacerbation of the cen-
tral, peripheral and generalized tis-
sue edema ensues. These factors to-
gether with activation of the renin-
angiotensin-aldosterone overload the
absorptive and propulsive capabili-
ties of the lymphatic system. All of
these factors are exacerbated in a
patient with renal disease.”®

Medical management of this pa-
tient was geared towards controlling
the edema by diuresis. She was
placed on a salt and fluid restriction
diet, intravenous diuretics and al bu-
min infusion (Table 2). Albumin
works by transiently increasing the

Treatment Plan for R.S.

* Salt restricted diet to 2 mEq/Kg/Qd
* Albumin 1V 1g/Kg/Qd

post albumin infusion

[Medical Managemenﬂ

* Furosemide IVPB 2mg/Kg 15 minutes

* Then Furosemide IVPB 2mg/Kg/Q3h
x 2 doses titrated

* Hydrochlorothiazide PO 50mg Q12h

* Fluid restricted to 2 x maintenance

[Osteopathic Treatment]

Sympathetic Nervous System

* Chapman Reflexes

* Rib Raising

* Treatment of Cervical, Thoracic &
Lumbar Spine by: BLT, FPR, ME,

Lymphatic System

* CV4, EV4, Thoracic & Pedal Pump

* Release of: Thoracic Inlet, Thoraco-
abdominal Diaphragm, Pelvic
Diaphragm, Popliteal Fossa

MFR * Effleurage: UE, LE, Head

Parasympathetic Nervous System

* OA Decompression
* OM Decompression
* Sacral Balancing

plasmaoncotic pressure and ismostly
excreted within 24 hours post infu-
sion.® This combination therapy usu-
aly causes diuresis within 1/2 hour
to 1 hour after infusion. However this
was not the case for this patient. De-
spite conventional therapy over the
next 4 days her condition worsened.
The patient continued to be oliguric
and devel oped anasarca. Although the
next course of action wasto placethis
patient on cyclophosphamide an os-
teopathic consultation was ordered.
The osteopathic treatment plan for
this patient was modeled after
Kuchera and Kuchera's approach to
systemic dysfunction.'® Osteopathic
manipulative treatment was initiated
on hospital day 5; 20 hours after her
last albumin infusion. The goal was
to normalize her autonomics and
maximize the lymphatics ability to
mobilize fluid trapped in the intercel -
lular space. In his article entitled:
“Autonomic stress and the muscu-
loskeletal system”, Dr. Robert Thorpe
describes the “ muscul oskel etal ready
state” as a primary response to the
activation of the sympathetic nervous
system.® Clearly this patient faced not
only physiological stress, but also the
added burden of hospitalization. This
excessive sympathetic hyperactivity
was addressed with rib raising along

the lower thoracic and upper lumbar
spinal region,*? the area of the cell
bodies of the sympathetic fibers to
superior and inferior mesenteric gan-
gliaand ultimately the genitourinary
tract. In addition, Chapman’s
viscerosomatic reflex points for the
kidney weretreated to further normal-
ize sympathetonia, lymph flow and
decrease myofascial restrictions.*?
There are published case studies
whereby osteopathic treatment have
decreased serum aldosterone, blood
urea nitrogen and improved urinary
output by use of Chapman’s reflexes
and treatment directed to the thora-
columbar region.t31

Treatment of the parasympathetic
and somatic innervation to the kid-
ney and pelvic diaphragm were ac-
complished by suboccipital and sac-
roiliac release techniques. The vagus
and pelvic splanchnic nerves main-
tain normal peristalsisof the ureters.
Normalization of the autonomic ner-
vous systemin arenal patient results
inincreased blood supply to theglom-
eruli by decreasing the afferent arte-
riolar vasoconstriction.’* Thisin turn
leads to an increased glomerular fil-
tration rate and thereby an increased
urine output. Increased perfusion to
the kidneys halts the vicious cycle
initiated by the constant activation of
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therenin-angiotensin-aldosteroneand
the sympathetic nervous system. Fur-
thermore, reduction of the
hypersympathetic activity to the tho-
racic duct and other large lymphatic
channels improves lymphatic flow
capacity and drainage as the
sympathetics constrict the lymphatic
capillaries and ducts.®

The diaphragms treated were
Sibson’ sfasciaof the cervicothoracic
inlet, and the thoracoabominopelvic
cylinder. Restoration of synchronous
motion to thethoracic and pelvic dia-
phragms is necessary since these
transverse structures act as extrinsic
pumps to the lymphatic system and
maintains pressure gradients neces-
sary for the return of lymph and
venous blood back into circulation.®
Release of restrictionsto thethoracic
inlet allows for improved drainage
from thethoracic duct into the venous
circulation. Additionally, the pedal
pump of Dalyrimple and thoracic
pump of Miller were used in conjunc-
tion with effleurage. (Table 2) This
enhanced the lymphatics ability to
return interstitial fluid to the central
circulation, ultimately to be excreted.
Improving the lymphatic drainage
increasesresorption of fluidsfromthe
interstitium, which leadsto adecrease
in interstitial oncatic pressure.® The
decrease in interstitial oncotic pres-
sure alowsfluid return into the lym-
phatics promoting proper fluid bal-
ance, the purification and cleansing
of tissues and ultimately a decrease
of the edema® Moreover, in a fluid
overload state, urineisremoved from
the kidney viathe lymphatics.2

Theresultsof the osteopathic treat-
ment were dramatic. Within 45 min-
utes post treatment the patient voided
400 cc’s, almost doublethe urine out-
put for any 1 of the previous days.
She continued to void copiously and
lost the weight gained due to water
retention. Importantly, the patient was
spared from treatment with cyclo-
phosphamide since her condition dra-
matically improved. Chart 1 demon-

strates the difference between fluid
input versusfluid output. Fluidintake
was relatively the same throughout
the patient’s hospitalization. Prior to
the osteopathic treatment the daily
urine output averaged between 200
and 275 cc’s. In fact, the patient had
voided only 100 cc’s approximately
30 minutes prior to initiating osteo-
pathic treatment. Post treatment the
urine output increased to 1575 on day
five, to ahigh of 2725 on day seven.
Chart 2 illustrates the pre-treatment
weight gain and post-treatment
weight loss. The patient was dis-
charged on day 8.

Comment

Thispatient wasrefractory to treat-
ment by salt and fluid restriction diet,
diuretics and abumin infusion. The
osteopathic manipulative treatment
addressed the autonomic” lymphatic
and musculoskeletal systems. Spe-
cific modalities utilized included
Chapman'’s reflexes, supinerib rais-
ing, fascial-ligamentous release,
muscle energy, lymphatic pumps, and
osteopathic treatment in the cran-
iosacral field. The response to osteo-
pathic treatment wasimprovement of
lymphatic drainageincreasing there-
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sorption of third space fluid leading
to diuresis and reduction of the gen-
eralized edema. These results dem-
onstrate the effectiveness of incorpo-
rating osteopathic manipul ative medi-
cine in the treatment of the acute,
toxic hospitalized patient, inthiscase
nephrotic syndrome.
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President’s Message

exam in the near future. The Educa
tional Council on Osteopathic Prin-
ciples, who are all Academy mem-
bers, works with the school s through
theAmerican Association of Colleges
of Osteopathic Medicine, and is ac-
tively involved in the process.

The current trend of decreasing use
osteopathic manipulative treatment in
practiceiseasy to predict whentheonly
organizedtraining astudent receivesis
during thefirst two yearsof osteopathic
medicd school. A requirement for a
minimum number of osteopathic ma-
nipulative treatments and passage of a
proficiency examisnot intended to be
punitive. Tothecontrary, itwould pro-
vide the structure for developing skill,
confidence and demonstrating the ben-
efit of osteopathic care in the manage-
ment of patients. Just as important
would be the demonstration of the
unigue contribution of osteopathic
medicine to hedlth care.]

Sutherlﬁ_lrld Craﬁial
Teaching Foundation

Osteopathy and the Neuroendocrine Immune System, Continuing Studies
Course Directors: Hugh Ettlinger, DO, FAAO and Andrew Goldman, DO
October 12,13,14 2001, University of New England, Biddetord Maine

This course is an exploration of the interrelationship between the nervous, endocrine
and immune systems. There will be an emphasis on the hands-on sensory experiences
relating to the course topic. The faculty is outstanding, Excellent, modern facilities are
available at the University of New England. There will also be an opportunity to
examine anatomic specimens which will have been prepared specifically for this course.

Join us in the beautiful setting of autumn in coastal New England.

Prerequisites:
Two SCTF Basic Courses (one may be SCTF approved) and two years in practice
17.5 Hours CME 1A Credit Registration: $475.00
Contact Judy Staser B17-926-7705

i
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Osteopathic treatment by injection:
A comparison of osteopathic
manipulative treatment
and neural therapy

by Robert Kidd, MD, Renfrew, Ontario, Canada

Introduction

Among medical systems, amajor
distinction of osteopathy has beenits
emphasis on “finding health” rather
than treating disease. Although A. T.
Still introduced this introduced this
ideainthelate 1800sit hasadecidedly
modern fed to it, and in the 21st Cen-
tury may befinaly coming of age.

Central to Still’s concept of health
was the notion of unobstructed flow
of blood to al tissues of the body,
providing nourishment and elimina-
tion of waste products. The
osteopath’stask wasto use hisknowl-
edge of anatomy and physiology to
find the obstruction and then to re-
moveit.

To Still, obstruction resulted from
abnormal mechanics, and treatment
of abnormal mechanics (the osteo-
pathic lesion) wasthelogical solution
to problems of health. Over the next
hundred years these principles were
developed and refined to build acom-
plex theory and practice of osteo-
pathic manipulative treatment
(OMT).

Mid-way through the twentieth
century, new discoveries in neuro-
physiology forced amajor rethinking
of the nature of the osteopathic lesion.
The osteopathic lesion was found to
be more than just mechanical dys-

function; it was also a manifestation
of neurological input from
mechanoceptorsin the connectivetis-
sues, from sensorsintheskinand vis-

To still,
obstruction resulted
from abnormal mechan-

ics, and treatment
of abnormal mechanics
(the osteopathic lesion)
was the logical solution
to problems of health.

cera, from autonomic ganglia, from
facilitated segments of the spinal
cord, and from higher centers of the
central nervous system, including the
cerebral cortex.

Although osteopathic theory was
enriched by these discoveries, OMT
was only minimally affected. The
major therapeutic tool of osteopathy
has continued to be mani pul ation and
Still’s mechanical model has proven
to be more than adequate in this re-
gard. However, if one considers the
philosophical ideas behind osteopa-

thy, it may be that the lack of appli-
cation of this new scientific knowl-
edgein new waysrepresentsamissed
opportunity in the development of
osteopathy.

No one has contributed moreto the
neurophysiological understanding of
osteopathy that Irvin Korr. Not only
did he conduct important original re-
search, but hea sointerpreted for cli-
nicians the significance of much of
the then existing science. His 1948
paper, “ The emerging concept of the
osteopathic lesion”?, contains a mas-
terful review of the classica litera-
ture on this subject, with many po-
tential clinical pearls. Among these
pearls are reports (from severa au-
thors) that thevicious cycle of muscle
spasm - neurological facilitation -
muscle spasm can be broken not only
by manipulation, but also by appro-
priately directed injections of
procaine.?®

Korr’sintention in this paper was
not to expand the scope of osteopathic
practice but rather to help explain al-
ready observed clinical phenomena.
One might wonder however why
these observationswere not picked up
and explored by osteopathic clini-
cians of the time. Their abeit intui-
tive understanding of the autonomic
nervous system and the importance
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of the extracellular space placed them
in the best position possible to ben-
efit from this new scientific knowl-
edge. Nevertheless, the opportunity
was passed over. Only sporadic and
piecemeal attempts to use procaine
were made by (mostly allopathic)
physicians in North America.

History of Neural
Therapy

In the meantime, on another con-
tinent, and in another language, a
small group of German clinicians
were also exploring applications of
existing neurophysiological knowl-
edge. They had no knowledge of os-
teopathy and were coming from quite
adifferent direction. They wereaware
of the same literature that Korr had
used to develop his “emerging con-
cept of the osteopathic lesion” but
were using it to help explain some
remarkable clinical properties that
they had discovered regarding
procaine.

Procaine was discovered in 1905
by Einhorn. It, (like cocaine), was
used mainly asalocal anesthetic, but
was also used by somefor local infil-
tration of “neuralgic” and “rheu-
matic” conditionswith some success.
In 1906, Vishnevski reported that |o-
ca infiltration could reduce inflam-
mation. Russian, German, French,
and British physicians experimented
with injections into nerves and auto-
nomic gangliaduring thefirst decades
of the 1900s, but only in the 1920s
wasit discovered that procaine could
have effects extending far beyond the
sight of injection.®

Through a series of serendipitous
events, two dentist-physician broth-
ers, Ferdinand and Walter Huneke,
discovered that intravenous procaine
could cure migraine. They later dis-
covered that intracutaneousinjections
“segmental therapy” into “Head's
Zones’ could treat the visceral con-
ditions to which they corresponded.
In 1940, Ferdinand Huneke observed

the first “lightning reaction”, a sud-
den, dramatic extrasegmental re-
sponse to alocal procaine injection.
(These may occur with injection of
an “interference field”, or foca area
of autonomic nervous system dys-
function. Common sights of interfer-
encefieldsare scars, autonomic gan-
glia, the gingiva of a diseased tooth,
or the Head Zone of avisceral organ.
Interference fields are not usually
symptomatic locally but measurable
changesin electrophysiological prop-
erties, (e.g. skin conductivity resis-
tance) are always present.)

The Huneke brothers and others
developed these discoveries into a
whole system of medicine, which
they called “neural therapy”. Its
theory centers on the physiology of
the autonomic nervous system; its
practice is identification of focal ar-
eas of electrophysiological distur-
bance; and itstreatment isinjections
of procaine.

Interference Fields

Success in treatment by neural
therapy depends on accurate identi-
fication of significant interference
fields. Interference fields are com-
mon, but not all are important. Skill
is required in not only finding them
but also in finding the “key lesions”.
Treating less important interference
fields may give temporary or partial
results, but cures depend on finding
the important ones. Thisisone of the
many similarities of neural therapy
and osteopathy.

There are two main methods of
detecting interference fields:
(&) by history
(b) by autonomic response testing

The most important factor in find-
ing aninterferencefield by history is
the relationship between the onset of
symptoms and an antecedent event (in
the weeks or months before). Typical
antecedent events are a surgical op-

eration, adental procedure or anim-
portant organ infection. If these
eventsare accompanied by excessive
sympathetic tone (locally or systemi-
cally), healing may beimpaired'® and/
or aninterferencefield may develop.
For example, a mastectomy, or an
€elective operation during a period of
emotional distress is more likely to
result in an interference field in the
scar than an elective operation with
less emotional associations.

Thelocation of aninterferencefield
inrelation to the symptomsisoften not
important. It may be near the area of
symptomatology or it may be remote.
An appendectomy scar may cause
chronic headaches; awisdomtooth scar
may cause backache. Recurring pneu-
monia may be due to an interference
field in a lung; unexplained feet pain
may be due to hemorrhoids.

Autonomic response testing! is a
relatively new technique of detecting
interference fields developed by
Dietrich Klinghardt MD, PhD and
LouisaWilliams DC. It wastheir ob-
servation that muscle strength testing
used in applied kinesiology could be
used to assess autonomic nervous
system function and to detect inter-
ferencefields.

In its simplest form, a suspected
interference field is touched by the
operator’s hand and evidence of an
autonomic nervous system response
is observed in the patient. The most
commonly utilized responseis change
ingtrength of anindicator muscle (typi-
cally ashoulder flexor musclewith the
patient supine). Other responses that
may beusedincludechangesinarmor
leg length, in primary respiratory im-
pulserate, in vascular pulse quality, in
pupillary size, etc.

Treatment of

interference fields
Treatment is straightforward. A
small amount of dilute procaine is
injected into the interference field
using thefinest needle possible. If the
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interference field is a somatic dys-
function, injection into the skin over
the affected area will suffice. If the
interference field is important, there
will be an immediate autonomic re-
sponse (as explained in the previous
column). Physicianspracticedin cra-
nial osteopathy will detect animme-
diate “still point” followed by deep-
ened and more relaxed primary res-
piratory motion. The patient will of-
ten fed complete or partia relief im-
mediately (a lightning reaction), or at
sometimewithinthefirst 24 hours. As
with manipulativetreatment of somatic
dysfunction, therewill occasionaly be
adverse reactions.

Response to treatment may occa-
sionally be permanent with just one
injection, but more commonly relief
lastsfor days or afew weeks. With re-
currence, the injection is repeated and
alonger response may be expected.

The interval between injections
increases with time until eventualy
acure is obtained.

The above is a best-case scenario.
Aswith OMT, thereare many factors
that will limit or block response to
treatment. These include other more
important interference fields, major
untreated somatic dysfunction, poor
nutrition, toxic processes, emational
blockages, etc. Neura therapy (like
OMT) works best in the hands of a
skilled physician who takes into ac-
count the whole physiology of the
patient.

Osteopathy and neural

therapy compared
Osteopathy as described by A.T.
Still isclearly amedical philosophy.
It is away of seeing that guides the
entire approach of the physiciantohis
patient and his medical problems. To
twenty-first century eyes the scien-
tific knowledge that Stills had at his
disposal waslimited, but his philoso-
phy has neverthel ess stood the test of
timeand isasapplicable now asever.
Still had great faith in the body’s

own self-regulatory mechanismsand
saw their proper functioning astheonly
path to good health. He did not usethe
termshomeosdtasis, feedback loops, and
cybernetics, but he would probably
have applauded their invention.

He had a passion for anatomy and
physiology and felt that theintelligent
application of thisknowledgewasthe
physician’'s task. He recognized that
the scientific knowledge at his dis-
posal was limited and he often re-
sorted to metaphor. In referring to
anatomy he spoke of it asthe “apha
and omega, the beginning and the
end, of all forms and the laws that
give forms, by selection and the as-
sociation of the elements, kinds, and
guantities, to the human body.” One
might wonder what he would have
thought of the human genome
project?

Neural therapy as taught by the
Huneke brothers, was not articul ated
as a medical philosophy. Neverthe-
less the philosophy is there and in
many ways resemblesthat of osteopa-
thy. In reading the neural therapy lit-
erature one cannot fail to notice the
preoccupationwith anatomy and physi-
ology, and especialy dectrophysiol-
ogy. “Syndromes’ are spoken of with
scorn, and the failure of allopathic
medicineto diagnose and deal with ul-
timate causesis clearly recognized.

TheHunekebrotherswerefirst and
foremost clinicians. They had keen
powers of observation and rediscov-
ered many thingsthat had previously
beenreportedintheliterature but for-
gottenfor lack of recognition of their
significance. However it was their
ability to interpret physical findings
intermsof regulatory physiology that
enabled them to build the theory of
neural therapy.

The Huneke brothers, like Still,
faced considerable opposition from
the medical establishment for their
views. They saw through the finan-
cial corruption inherent in symptom-
and-drug based medicine and strove

to find a better way. Ferdinand, the
older brother was particularly pas-
sionate and his outspoken opinions
made him many enemies.

Unlike till, they did not attempt
to build a“school” of neura therapy
or a separate profession. Their goal
wasreform of medicine, and although
they received little recognition dur-
ing their lifetimes, they influenced
German medicine to the extent that
neural therapy is now commonly
practiced throughout much of Ger-
many today.

The Huneke brothersand their fol -
lowers paid little attention to body
mechanics. They apparently knew
nothing about osteopathy, but occa-
sionally mentioned “chirotherapy”.
They saw chirotherapy inaclasswith
physiotherapy, acupuncture, and
other physical modalities that “all
made use of the reflex pathways of
the neurovegetative system by setting
up atherapeutic stimulus in the ner-
vous system whaose response to this
stimulusthen releasesthe healing re-
action. Seen in this light, all these
therapiescan also be consideredto be
‘neura therapy’ inthewider sense.”12

The “healing reaction” as seen by
the Hunekes was a normalization of
the total physiology of the extracel-
lular space. Thisincluded the electri-
cal properties, the circulation, the
chemistry, the respiration, and even
the morphology of the cells inhabit-
ing this space. Because autonomic
nerve endingsin this spacefloat free,
the extracellular space has been con-
sidered to be “one big synapse”.

The Viennese school of physiolo-
gists led by Pischinger called this
space the “matrix” and made it their
field of study. Their exploration of
this area is summarized in a mono-
graph®® that makes fascinating read-
ing for any osteopathically inclined
physician. Still’s prophecy could
hardly have been more accurate: “1
believe that more rich golden
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thoughtswill appear tothemind’seye
as the study of the fascia is pursued
than of any other division of the
body.”4

“Healing”

The word “healing” can have
many meanings, but when used inthe
context of the subtle, non-specific
therapeutic interaction between phy-
sician and patient, similar phenom-
ena occur in both osteopathy and
neural therapy. It would probably
be fair to say that physicians prac-
ticing OMT enjoy theintimate con-
tact it allows with their patients.
I ntimacy permits enhanced commu-
nication at many different levels,
not least that of a hard-to-describe
“energy” which seemsto flow from
the hands. Patients often report a
lightness, mild euphoria and relief
from pain as a result of this process.
Clinicd experience indicates that the
physician’s agape attitude towards the
patient and the patient’sreciprocal trust
inthe physician, play alarge part.

Recent physiological experiments
involving intentionality and heart,
respiratory and brain wave
synchronicity (entrainment)!>® seem
to support at least the possibility that
these speculations may betrue. Heart
rate variability technology*’ isprovid-
ing an objectivetool to show that the
autonomic nervous systemisthemain
receptor and processor of thisinfor-
mation. Thiswould explain the simi-
lar patient responsesin OMT and neu-
ral therapy.

Neural therapy doesnot encourage
the same physical contact between
physician and patient as does OMT,
but it does seem to attract physicians
with similar attitudesto their patients.
They recognize the limitations of al-
lopathic medicine and are willing to
step out and search for new solutions
totheir patients’ illnesses. Thistakes
some courage, and al so demonstrates
an above-average concern for their
patients. Patientsare aware of thisand

respond accordingly.

The Huneke brothers' lightning
reaction was singled out by their crit-
ics as being amere placebo phenom-
enon. To a certain extent the critics
may have been right, but not in the
way that they thought they were. The
lightning reaction isatrue physiologi-
cal event as evidenced by
Pischinger’s iodometry®® and other
chemical and hematol ogical measure-
ments. But it is likely that the
Hunekes' strong personalities, their
intentionality, and the autonomic ner-
vous system’sresponse areall part of
what occurs. What the patient expe-
riences is very close to that which
occurswhen amajor chronic somatic
dysfunction is treated by OMT. In
both cases the autonomic nervous
system is profoundly affected with
the physicians’ intention likely play-
ing alarge part in the outcome.

Summary

Osteopathy as a philosophy cen-
tersaround the concept of the body’s
own ability to heal itself. AT Still's
origina model wasamechanical one,
which saw obstruction of flow of
body fluids (especially blood) as the
main impediment to good health.
OMT has been alogical solution to
mechanical problems and has been
the mainstay of osteopathic treatment
ever since.

At about middle of the twentieth
century, new discoveries from neu-
rophysiology revolutionized the un-
derstanding of the osteopathic lesion,
but had little effect on therapeutics.
Research showed that procaineinjec-
tions could affect the autonomic ner-
voussysteminsimilar waysto OMT.
These discoveries from the research
field were applied only minimally to
osteopathic therapeutics.

At about the same time, German
physicians were investigating the
therapeutic possibilities of procaine
on the autonomic nervous system.
They had discovered that foci of au-

tonomic nervous system instability
(interference fields) could exist in
many areas of the body and were
amenable to treatment by procaine.
Interferencefields have similar if not
identical properties to those of so-
matic dysfunction. Evidence is pre-
sented here that a somatic dysfunc-
tionisin fact an interference field.

Although not articulated as such,
the medical philosophy underlying
neural therapy bears strong resem-
blancesto osteopathy. Neura therapy
could be said to be another therapeu-
tic tool in the practice of osteopathic
medicine. “Head'sZones’ refer tothe
areas of the skin whose sensory prop-
erties are affected by disturbance of
a particular visceral organ. They do
not necessarily lie over the organ. For
example, the Head Zone of the liver
lies over the right lower costal mar-
gin, theright upper shoulder, and the
right interscapular area.

Lightening reactions are often ac-
companied by instant relief of chronic
pain, light-headedness, and some-
times euphoria. They are similar, if
not identical to the responseto osteo-
pathic release of animportant chronic
somatic dysfunction, e.g. a sutural
compression.

Unfortunately, for English-only
speakers, the original literature per-
taining to neural therapy is almost
entirely in German and Russian.
However, an excellent summary of
thismaterial isavailableinan English
translation of the major neural
therapy textbook: (See endnote 9).
This book is now out of print by the
origina publisher, but good quality
copies may be obtained from a small
US publisher, Medicine Biologica
(503) 287-6775. Another useful re-
sourceisatrandation of amonograph
on the physiology of the extracellular
space by Pischinger A. “Matrix and
Matrix Regulation,” (See endnote 13)
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Osteopathic Regulation
of Physiology

by Douglas G. Richards, PhD, David L. McMillin, MA, Eric A. Mein, MD, and Carl D. Nelson, DC;
Meridian Institute, Virginia Beach, VA

Abstract

This study explored the effects on
physiology of “holding the vasomo-
tor center,” a historical technique of
inhibitory pressure in the cervical
area, intended to affect sympathetic
nervous system control of circulation.
Circulation, skin temperature, heart
rate and breathing rate were measured
in 18 participants, during holding the
vasomotor in comparison with a
“sham” mani pul ation -agentletouch-
ing of thetopsof the shoulders. There
was substantial individual variability,
but averaging of the responses
showed increased circulation to the
fingers, accompanied by increased
finger temperature and a briefly re-
duced heart rate followed by an in-
creased heart rate, in responseto hold-
ing the vasomotor center. Touching
the shouldersdid not result inany cir-
culatory or temperature changes, but
did cause abriefly reduced heart rate
identical to that from holding the va
somotor center.

Manual therapy encompasses both
structural corrections and regulation
of physiology, but the regulatory as-
pects havereceived less attention than
the structural aspects.® Nevertheless,
regulation of physiology played a
significant role in historical osteopa-
thy, and has received some support
from modern research. Our goal inthis
pilot study wastotest aclaim fromthe

early osteopathic literature, as a step
toward discriminating physiologically
effective manipulations from those
manipul ations with the potential to be
“sham” controls in experiments.
Historical osteopathy often fo-
cused on regulation of physiology.
For example, Barber? states: “We all
agree upon the one great point, that
man isamachine, and that nerve-cen-
tershave been discovered upon which
apressure of the hand will cause the
heart to dow or quicken its action,
from which we can regulate the ac-
tion of the stomach, bowels, liver,
pancreas, kidneys, and the dia-
phragm” (p.28). He says, “With a
thorough knowledge of the various
nerve-centers, and the innervation of
the different tissues and organs, the
osteopath is able to coordinate the
nerve-force of the body. He can in-
creasethenerve-current to almost any
part of the being, and can quiet an
excessive one aswell” (p.23).
Modern research offers some sup-
port for the effects of manipulation
on physiology, reviewed in Mein
et.al.! For example, anima work by
Sato and colleagues®® supports the
traditional concepts of stimulation
and inhibition. Working with anesthe-
tized animals, they have traced re-
flexesfrom varioustypes of mechani-
cal, thermal and chemical stimulation
of the skin to visceral effector organs
including the heart, stomach, sweat

glands, bladder, and adrenal medulla.
Heart rate can be increased in anes-
thetized cats by stimulation of any-
one of a variety of skin areas. This
reflex is produced mainly by an aug-
mentation of cardiac sympathetic ef-
ferent nerve activity. Similarly, inthe
anesthetized rat, Sato demonstrated
inhibition of gastric contractions by
stimul ating the abdominal skin. Con-
versaly, noxious stimulation of ahind
paw sometimes augments gastric
motility, mediated by reflex facilita-
tion of gastric vagal efferent nerve
activity.

In humans, there is a'so some evi-
dencefor the effects of manipulation
on physiology. For example, the tho-
racic lymphatic pump has been
shown to modify immune function®’
and mani pul ation has reduced hyper-
tension.®® Purdy et al'° demonstrated
that gentle, soft tissue manipulation
in the suboccipital region can result
in significant changes in blood flow
in the fingers, mediated by the sym-
pathetic nervous system. In addition,
Purdy et a found that even a gentle
touch in the same area, without ma-
nipulation, had ameasurable effect on
finger blood flow. Their result is par-
ticularly interesting because it dem-
onstrates changes in the autonomic
periphery during manipulation of a
dermatome unrelated to the area be-
ing measured.

Oneimportant issuethat hasarisen
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from studies on the efficacy of
manual therapy isthat of the placebo
effect and the nature of an appropri-
ate “sham” treatment. In a recent
study of the effect of chiropractic on
childhood asthma, the sham treatment
included soft tissue work similar to
traditional osteopathic manipula-
tion.* The placebo condition in-
cluded, among other manipulations,
“ soft-tissue massage and gentle pal-
pation” to the spine, paraspinal
muscles, and shoulders; “turning the
subject’s head from one side to the
other;” with the subject in a supine
position “with the head rotated
dightly to each side, . . . an impulse
applied to the external occipital protu-
berance;” and with the subject in the
prone position, “asimilar impulsewas
applied bilaterally to the scapulae.”

Thestudy yielded evidencefor the
efficacy of both treatments, but the
authors concluded that this result
demonstrated the placebo effect. We
have disagreed, pointing out the im-
portance of considering the diversity
of manual techniques when studying
manual therapy.'?° In particular, soft
tissue techniques that do not involve
high velocity, low amplitude (HVLA)
thrustson the spine may have signifi-
cant physiological effects, as shown
in the Purdy et al'° study.

We had aparticular interest intech-
niques affecting the sympathetic/
parasympathetic balance and influ-
encing circulation, since this is an
important consideration in therapy for
asthma. Rather than looking at acom-
plex, full treatment, we choseto study
a ssimple maneuver from traditional
osteopathy, in comparison with an-
other simple maneuver not expected
to have adirect effect on the sympa-
thetic nervous system.

We chose amanipulation intended
to inhibit the superior cervical gan-
glion; a primary vasomotor center
discussedinvariousearly osteopathic
manuals.2%® The vasomotor system
controls the circulation of the body.
Inhibition, defined asholding asteady

Figure 1. lllustration of historical osteopathic method of “ holding the vasomotor”
used in this study, from 1910 Text-Book of Osteopathy.®

pressure on the cervical vasomotor
center, was said to dilate the blood
vessels by reducing sympathetic ner-
Vous system activity, increasing cir-
culationto such areas asthe handsand
feet. Barber? used the expression
“holding the vasomotor” when refer-
ring to thistechnique. His description
of the move was as follows: “Place
the hands upon the sides of the neck,
the fingers aimost meeting over the
spine of the upper cervicals; tip the
head backward, pressing hard upon
thevasomotor center four or fivemin-
utes...” (p.260). Figure 1, from the
1910 Text-Book of Osteopathy®®illus-
trates the maneuver aswe used it in
the current study. The move was said
to be particularly useful in treating
headache and reducing fevers asso-
ciated with infectious disease.

A.T. Still realized the therapeutic
potential of steady pressure on the
cervical ganglion when he used an
inhibitive technique (lying with his
neck in a sling) to relieve his own
headaches.?® L ater, when writing Phi-
losophy of Osteopathy in 1899,% he
included an entire chapter by William
Smith on “The Superior Cervical
Ganglion.” Smith discussed the ef-
fects of inhibitory pressure upon the
upper four cervical nerves: “the cap-
illaries over the entire surface of the
body flushed, thisbeing accompanied

by afall in pulse rate and a marked
diminution of the temperature [note
that he does not specify which tem-
perature—he probably meansthein-
ternal body temperature]” (p.267). In
another passage Smith discussed in-
hibition of the superior cervical gan-
glion, and noted that it should pro-
duce*relaxation of thevascular walls
. .. the skin will become flushed and
moist . . . the vagus is now allowed
full sway, and we must find slowing
of the heartbeat” (p.266).

We had two questions. The first
was whether the effects of such a
maneuver on physiology could be
measured. The second was whether
the maneuver of holding the vasomo-
tor had specific effects that were dif-
ferent from those of a “sham” treat-
ment -simply lightly touching thetops
of both shoulders simultaneously, for
the same duration as the vasomotor
inhibition. Note that, like the sham
treatment in the Balon et a* study
on asthma, these manipulations in-
volved the soft tissue of the neck and
shoulders.

Methods

Eighteen volunteers(6 male, 12 fe-
male, mean age 51, SD 11.1, range
28-74) participated in the project.
There were no specific selection cri-
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teria; all participantswere questioned
concerning any conditionsthat might
affect circulation. Although severa
reported poor circulation to the ex-
tremities, these participants were in-
cluded sinceapossible changeincir-
culation was relevant to the hypoth-
esis. All participants provided in-
formed consent prior to their partici-
pation; the consent form included a
statement that the experiment had no
therapeutic purpose, but was solely
to collect physiological data. Each
person took part in one or two ses-
sions, as described below.

Physiological measurement was
performed using a Biopak Systems
MP100WSW data acquisition sys-
tem. Measures included heart rate
(calculated from electrocardiograph
beat-to-beat interval), depth of breath-
ing (from temperature measurement
of inhalation and exhalation through
the nose), circulation to the finger
(right thumb) and toe (right big toe)
from a photoplethysmograph, and
temperature of |eft thumb. Roomtem-
perature was maintained at between
68 and 73 degrees F (20.0 and 22.8
degrees C). Thiswasintended to pro-
vide a slight thermal stress, cooling
the extremities.

The subjectswereinstructedtolie
on atable for 40 minutes, while we
measured the physiological variables.
They weretold to simply relax. After
a 10-minute baseline, a therapist
would either hold the vasomotor cen-
ter, or lightly touch the tops of the
shoulders, for 5 minutes. The order
was randomly chosen to avoid effects
simply due to how long the person
had been lying on the table. Then,
after another 10-minute period of re-
laxation, the other manipulation
would be givenfor 5 minutes, and the
session would end with a final 10-
minute period of relaxation.

Results

The most striking result initially
was the presence of a great deal of

individual variability. For example,
the baseline finger temperature
ranged from 74 degrees F to 96.5 de-
grees F. But by averaging over many
sessions (23 total sessionsin thisre-
port), we were ableto clearly seethe
typical effects of these maneuverson
physiology. Over time, with no treat-
ment at all, circulation and skin tem-
perature tend to drop in acool room,
and heart rate decreases as the body
relaxes. We were looking for depar-

tures from this general trend.

Figure 2 shows the average effect
on finger circulation. The standard
deviation of the blood volume pulse
from the photoplethysmograph was
used asameasure of circulation. The
graph shows 5 minutes before the
treatment, the 5-minute treatment,
and 5 minutes after the treatment.
Holding the vasomotor is the solid
line; the shoulder touch is the dotted
line. The graph shows that, on the
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compared with light shoulder touch (dotted line).
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with light shoulder touch (dotted line).

average, about aminuteinto thetreat-
ment, circulation goes up with the
active treatment, while it stays the
same with the sham treatment.

Figure 3 shows the average effect
on finger temperature. The means
have been adjusted to show identical
temperature at the beginning of the
measurement period. Note that the
effect on temperatureissmoother and
longer lasting than the one on circu-
lation. It takesawhilefor the flow of
blood to the surface to actually warm
the skin, and then the skin holds heat
longer after the blood flow has de-
creased.

Figure 4 showsthe effect on heart
rate. This was especialy interesting
to us, sincein thefirst minute of both
maneuvers, heart rate decreases. A
decrease of heart rate is consistent
with the historical osteopathic litera-
ture.® However, hereit seemstobea
general response to being touched.
Then heart rate increases for the
“holding the vasomotor” maneuver,
while for the shoulder touch thereis
no change.

Discussion

The early osteopaths made strong
claims about the effects of manipula-
tion on physiology. This pilot study
provides evidence that, with an aver-

age of many subjects, the circulatory
effects of holding the vasomotor cen-
ter can be demonstrated. However,
the variability both within and be-
tween subjectswas so great that cau-
tion must be exercised in accepting
any generalization about effects. Itis
also clear that treatments involving
the neck and shoulder, including ones
intended as sham treatments, have the
potential for physiological effectsand
should not be thought of as placebo
controls.

Variahility -both baseline variabil-
ity unrelated to the manipulation, and
variability in response to the manipu-
lation — is the greatest challenge in
this research, making statistical
analysis difficult. Driscoll and
DiCicco,?? who are also exploring the
effects of manipulation on physiology
(heart rate variability), faced a simi-
lar problem of variability that
swamped the desired effect. They
were ableto reducethe variability by
driving heart rate with timed breath-
ing, but noted that this may override
any effects from manipulation. We are
exploring waysto reducevariability by
selecting subjectsbased on preliminary
measurements of physiology.

Another significant issueraised by
the results concerns the time frame
of the measurements. The baseline

must be sufficiently long to establish
atrend or to allow the variability to
stabilize. The treatment period must
be sufficiently long for an effect to
occur, but not so long that the re-
sponse habituates or reverses. For
example, inapreliminary experiment
we found areversal effect, wherein-
hibition would appear about halfway
into a 10-minute period of stimula-
tion. The measurement period must
be sufficient to allow for any lag be-
tween thetreatment and the response,
and for any persistence of the effect
after the end of thetreatment. For ex-
ample, a study by Harris and
Wagnon? looked at finger tempera-
ture 10 seconds after an HVLA chi-
ropractic adjustment, finding evi-
dence of physiological effects. Our
data suggest that even with a rapid
increase in peripheral circulation,
there is alag of 30 seconds or more
for temperature to rise, making their
results difficult to interpret. Finaly,
persistence of effects can complicate
studies in which a series of manipu-
lations are given.

The heart rate result shows how
hard it may be to define a “sham”
treatment for scientific study. Our
sham maneuver was a light touch of
the tops of both shoulders, which is
not a location of significance in the
osteopathic literature. The shoulder
touch response is likely to be anon-
specific reaction to being touched, but
there remains the possibility of spe-
cific effectson theautonomic nervous
system from points distant from the
spine. As noted previously, Purdy et
a¥ found that a light touch on the
occipital areahad an effect on digital
blood flow. Several participantsinthe
current project pointed out that the
points of shoulder contact might be
relevant in acupressure. Alternatively,
some of the Chapman’s points used
in osteopathic manipulative therapy
bear little obvious relation to the tar-
get organ. For example, the anterior
points for the eye problems of retini-

—
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tis and conjunctivitis are located on
the front of the humerus,? (p.18).
Even light stroking of the skin has
claims of major effects on lymphatic
physiology.?®

We concur with Purdy et al*® that
manipulation of the cervical areacan
have useful physiological effects, and
could be applicable to the treatment
of entities such as migraine or other
hyperautonomic states. In addition, it
is clear that even simple touching is
not an inert placebo, and that the ef-
fects of touching itself bear further
investigation.
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Affiliated
organization’s
CME calendar

October 12-14, 2001
Osteopathy and the Neuroendocrine
Immune System
Sutherland Cranial Teaching Foundation
UNECOM, Biddeford, ME
Hours: 18 Category 1A
Contact:  Judy Staser
(817) 926-7705

November 10-13, 2001

Biodynamics — Phase IV

James Jealous, DO

Farmington, ME

Hours: 23 Category 1A

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

November 17-20, 2001

Biodynamics — Phase VI

James Jealous, DO

Farmington, ME

Hours: 24 Category 1A

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

February 21-25, 2002
Midwinter Basic Course
The Crania Academy
Hours: 40 Category 1A

Contact:  The Cranial Academy
(317) 594-0411
April 5-6, 2002

Introductory Theory and Treatment

with the Application of Percussion

Goshen, IN

Hours: 21 Category 1A

Contact:  Max P. Hostetler, DO
(219) 534-4297

April 20-21, 2002

7th Annual Family Practice

Review & Reunion

Grandview Hospital

Mary L. Theodoras Auditorium

Dayton, OH

Contact:  Jennifer A. Horvath
DaytonAcademy@aol.com
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Ohio University -
College of Osteopathic Medicine

Athens, Ohio

The Ohio University College of Osteopathic Medicine is seeking two physician (D.O.) for full-time, tenure
track, clinical faculty position in osteopathic manipulative medicine. The successful candidate will have special
interest and qualifications in the practice and teaching of osteopathic principles and manipulative medicine. The
position isin the Department of Family Medicine, Section of Osteopathic Manipulative Medicine.

Qudifications; Graduate of an AOA-approved osteopathic college, satisfactory completion of an AOA approved
internship, Board eligible or Board certified in an AOA-approved residency program. Additiona certification by the
American Osteopathic Board of Specid Proficiency in Osteopathic Manipulative Medicineisdesirable. Ohio licensure
or credentials allowing same. DEA licensure.

Responsibilities:
. Teach courses assigned to the Department of Family Medicinewith priority given to theteaching of osteopathic
manipulative medicine.

. Participate in the ongoing programs and program devel opment of the Section of Osteopathic Manipulative
Medicine including pre- and postdoctoral training, research, and other scholarly activities, as appropriate.

. Maintain, demonstrate, and teach the clinical application of osteopathic principles and manipulative medicine
in ambulatory and hospital-based practice.

4. See patients twelve (12) to sixteen (16) hours weekly in the Osteopathic Medical Centers.

Rank and Salary: Practice plan incentive salary plus base University salary at the Assistant/Associate Professor
rank commensurate with experience and credentials.

Benefits: Excellent fringe benefits. Research facilities available. Rural environment with cultural advantages of
university town.

Information regarding this position may be obtained by calling David C. Eland, D.O. Section of Osteopathic
Manipulative Medicine, at either of the following numbers: 740/593-4787 (office), or 740/593-7747 (home).

Application Deadline: Review of candidates will begin immediately upon receipt of applications and continue
until suitable candidates are identified. Starting date is September 1, 2001, or whenever suitable candidates are
found. Formal letter of interest in position may be sent to:

David N. Stroh, D.O.

Chair, Department of Family Medicine Grosvenor Hall
Ohio University College of Osteopathic Medicine
Athens, Ohio 45701-2979

OHIO UNIVERSITY ISAN AFFIRMATIVE ACTION/EQUAL OPPORTUNITY EMPLOYER
High priority is placed on the creation of an environment supportive of women, minorities,
and persons with disabilities
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CARMEL, INDIANA
3500 DePauw Boulevard, Suite 1080
Indianapalis, IN 46268

ADDRESS SERVICE REQUESTED

AAO Sets Sail for the Mexican Riviera
aboard Royal Caribbean’s
Vision of the Seas
February 3-10, 2002

Hours: 20 Category 1A

“Faciliated Positional Release” Hands-on Wor kshop
Eileen DiGiovanna, DO, FAAO, Program Chairperson

Itinerary

Sunday, February 3, 2002 (San Diego) Friday, February 8, 2002 (at sea)
9-10:00 am History and Philosophy of Osteopathy 8-9:00 am Rib Diagnosis (Iab)
10-11:00am  Osteopathic Manipulation 9-10:00 am Rib FPR (lab)

11-12:00 nn  Facilitated Positional Release 10-12:00 pm  Low Back Pain

12-1:00 pm  Physiologic Basis 12-2200pm  Lunch

2-4:00 pm Lumbar, Sacrum, pelvis FPR (lab)
Monday, February 4, 2002 (at sea)

8-9:00 am Cervical Diagnosis (Iab) Saturday, February 9, 2002 (at sea)
9-10:00 am Cervical FPR (lab) 8-9:00 am Upper Extremity Dysfunctions
10-12:00am  Thoracic Diagnosis (Iab) 9-10:00 am Upper Extremity FPR (lab)
12-2:00 pm Lunch 10-11:00am  Lower Extremity Dysfunctions
2-3:00 pm Thoracic FPR (lab) 11-12:00 pm  Lower Extremity FPR (lab)

2-4:00 pm Thoracic Outlet Syndrome

Tuesday, February 5, 2002 (Cabo San L ucas)

American Academy of Osteopathy

3500 DePauw Blvd., Suite 1080
Wednesday, February 6, 2002 (M azatlan Indianapolis, IN 46268

.\ Phone: (317) 879-1881
Fax: (317) 879-0562

Thursday, February 7, 2002 (Puerto Vallarta)




