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Instructions to Authors

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

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

Lettersto the Editor

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

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

Book Reviews

Reviews of publications related to osteo-
pathi c mani pul ative medicine and to manipu-
lative medicine in general.

Note

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

Submission

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

Editorial Review

Papers submitted to The AAO Journal may
be submitted for review by the Editorial
Board. Notification of acceptance or rejection
usually is given within three months after re-
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. Typeall 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.

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

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

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

Editorial Processing

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

OcTtoBER 2003

One-day Course: OMT in Geriatrics
New Orleans, LA

AOA Convention; New Orleans, LA
Dr. Fulford’'s Basic Percussion Coursg;
Chicago, IL

NovemBer 2003
Prolotherapy - Below the Diaphragm
UNECOM, Biddeford, ME
AOBNMM Examinationsin Indy

Decemser 2003
AOBNMM Apr’04 candidates deadline
for case histories
Visceral Manipulation/Urogenital
NSUCOM, Ft. Lauderdale, FL

2004

JANUARY
Diagnosis of Muscle Imbalance & Exercise
Prescription (The Greenman Protocol)
AZCOM,Glendale, AZ

FEBRUARY
Osteopathic Treatment of Headache; Honoluu, HI

M ARCH
Osteopathic Approach to Gastroenterology
(Visceral Technique), Colorado Springs, CO
2004 Annual Convocation, Colorado Springs, CO

APRIL
Dr. Fulford’'s Advanced Percussion Technique
CCOM, Downers Grove, IL

May
Prolotherapy: Above the Diaphragm
UNECOM, Biddeford, ME

JuNE
Clinical Jones Strain-Counterstrain | for the Spine
and Rib Cage; Indianapolis, IN

JuLy
Stll Technique (Applications of a Rediscovered
Technique), WV SOM, Lewisburg, WV

Aucust
14th Annual OMT Update; Buena Vista, FL

SEPTEMBER

30- Oct 2 Emotional Diagnosis and Release (Barral

Approach; San Diego, CA

OcTOBER
35 Unlocking the Cranial Sutures (The Face)
San Diego, CA
NovEMBER
6 Modifying Delivery of OMT in an Allopathic
Environment; San Francisco, CA
7-11 AOA / AAO Convention; San Francisco, CA
12-14 Prolotherapy: Below the Diaphragm
UNECOM, Biddeford, ME
DECEMBER
4-5 Facilitated Positional Release

NUSOM; Ft. Lauderdale, FL

Sutherland Cranial
Teaching Foundation

COURY] S

October 17-20, 2003
PRM Research/SCTF Continuing Studies
(In cooperation with The Cranial Academy)
Course Directors: Michael Burruano, DO, and
Anthony Chila, DO, FAAO
Indian Lakes Resort, Bloomingdale, IL
Contact: The Cranial Academy
Phone: 317/594-0411

March 21-23, 2004
2004 SCTF Intermediate Course — the Face
(immediately following the AAO Convocation)
The Broadmoor Hotel, Colorado Springs, CO
Course Director: Doug Vick, DO
Faculty: SCTF Board
Prerequisities: 2 Basic Cranial Course,
one being SCTF and 3 years of Clinical Practice
Contact: Judy Staser
Phone: 817/926-7705

These programs anticipate being approved
for AOA Category 1-A CME credit
pending approval by the ACA CCME

Visit our website at: www.sctf.com
and add your name to our mailing list
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Veew from the Poyramids

A\

Polarization, Triangulation, then...?

heterodox medical systems existed. Among these

were osteopathy, chiropractic, homeopathy, naturopa-
thy, eclectic medicine. Thefirsttwo emerged as medical
revitalization movements through the early years of the
20" century. The official position of biomedicine (all-
opathy) toward all such groups was characterized by rel-
egation to cult status and the utilization of a variety of
efforts to deny or restrict practice. The success of oste-
opathy in obtaining full practicerightsduring thefirst half
of the 20™ century was met first by overt allopathic resis-
tance and then, as time has shown, a strategy of co-
optation.

Polarization is defined as a sharp division into op

I n the United States during the 19" century, various

posing factions. This situation became the norm

for the relationship between all opathic and osteo-
pathic philosophies during the first half of the 20" cen-
tury. MD dominance, DO emergence and the secondary
relegation or failure of other systems contributed to the
clarity of thisdivision.

riangulation is defined as the establishing of the
relative position of two or more points. The early

years of osteopathic history in the United States
were characterized by numerous examples of cross-fer-
tilization of medical degrees (MDsacquiring DO degrees
and DOs acquiring MD degrees). Cultural cross-fertiliza-
tion also occurred (European contributions to the devel-
oping American system of osteopathy and, subsequently,
American contributions to the developing European sys-
tems of osteopathy). John Martin Littlejohn was first a
patient of Andrew Taylor Still, then a student and faculty
member at the American School of Osteopathy. Hiscon-
tinuing career in the United States saw the establishment
of the American College of Osteopathic Medicine and
Surgery in lllinois. Following his return to England in
1913, hefounded the British School of Osteopathy in 1917.
Allopathic resistance to Littlgjohn’s effort largely paral-
leled the osteopathic experiencein the United States. Itis
from that time that the growth of osteopathic practice in
Europe, limited by statute, can be traced. At this distant

time, it should be remembered that Doctor Still’s original
argument wasfor the utilization of the full scope of medi-
cal knowledge.

ow in the early years of the 21% century, there

has been increasing interest in osteopathic prac

tice by MD physicians in the United States and
in Europe. In the case of European physicians, this has
led to the establishment of the World Osteopathic Health
Organization (WOHO). As an entity, this organization
will be independent of all other international schoolsand
registries. In February 2003, the European Register of
Osteopathic Physicians (EROP) was established by two
groups: German Society of Osteopathic Medicine
(DGOM) and German-American Academy of Osteopathic
Medicine (DAAO). In March 2003, a position paper was
submitted which proposed International Criteria for
Admission totheWorld “ Registry of Osteopathic Phy-
sicians’. These criteria focus on unlimited license for
medical practice as achieved by the American DO. In
countries outside the USA, unlimited license to practice
in the country of residence (MD) is coupled with a post-
graduate training program in Manual Medicine/Osteo-
pathic Medicinerequiring at least 4 yearsto complete. In
April 2003 the DGOM and DAAO were joined by the
Swiss Society of Osteopathic Physicians (SAGOM). In
October 2003, the WOHO will meet at Schlangenbad,
near Wiesbaden, in Germany. This meeting will be held
during the time of the 6" International Congress of the
Verbandes der Osteopathen Deutschland e.V. (VOD). This
Annual Congress is an established focus for numerous
European limited license groups. An International Fo-
rum, Development of Osteopathic Medicinein Euraope,
will hear statementsfrom many European countries. Rep-
resentational viewswill begiven by MD physicianswhose
pursuit of osteopathic training is postgraduate in nature,
and limited license practitioners who have their own tra-
ditions of devel opment of osteopathic practice. What will
follow in the coming years?

//-jf%u‘c f@ daj FHAKRO

Fall 2003

The AAO Journal/5



Barillon, B (Trandated from French by Debroux,
J-J. History of Osteopathy in France. American osteo-
pathic physicians are often curious about the origin and
development of the osteopathic profession abroad. M.
Barillon was amember of thefirst class of European phy-
sicians and practitioners to participate in a course in Oste-
opathy in the Crania Field conducted by Doctors Harold |.
Magoun, Sr., Viola M. Frymann and Thomas F. Schooley.
The location was Paris, France and the year was 1964. This
recollection, originally preparedin 1990, some 25 yearslater,
offersinsight about the development of osteopathic thought
in Europe prior to the 1964 teaching event. M. Barillon has
been along-timeAffiliate Member of the Cranial Academy.
J-J Debroux is an Internationa Affiliate Member of the
American Academy of Osteopathy. (p. 11)

Moresi, AC. The Osteopathic Education. It is rea
sonably well known by American osteopathic physicians
that the British School of Osteopathy wasfounded by John
Martin Littlejohn. The British influence in osteopathic
training has extended throughout the Commonwealthsand
Dominions. The author isan Australian practitioner tem-
porarily residing in the United States, and a Foreign Af-
filiate Member of the Cranial Academy. The value of this
discussion liesin the fact it is based on the author’s two-
years experience with the teaching program of an Ameri-
can osteopathic medical school, TUCOM. The curricu-
lum hours described were provided by the Registrar's
Office of TUCOM and were accurate for the period of
time specified. Subsequent changes have occurred. (p. 14)

MacDonald, RC. “TheEnergy Cyst”: Itsramifica-
tions and use in Osteopathic Manipulative Manage-
ment. Theauthor isapast president of the American Acad-
emy of Osteopathy (1978-79). This discussion seeks to
explain hisunderstanding and use of a concept developed
by John E. Upledger, DO, FAAO during the years of his
(Upledger’s) faculty affiliationwith MSUCOM. Thiscon-
cept was given the name “ Energy Cyst” by Elmer Green,
PhD during aworkshop at the Menninger Clinic. Examples
are given for methods of location of the “Energy Cyst”
and its application to gallbladder dysfunction. (p. 16)

Hendryx, JT and O’'Brien, RL. Dynamic Strain-
Vector Release: An Energetic Approachto OMT. The
authors offer an extensive review of the contributions of
thought which have influenced the understanding of en-
ergy and its disruption in the development of dysfunc-
tion. The reviews given provide an excellent resource for

understanding the differentiations of various energetic ap-
proaches to diagnosis, treatment and healing. In explaining
their concept, they propose a modification of the familiar
Somatic Dysfunction acronym TART, adding: S(Strain) T
(Tissuetexturechanges) A (Asymmetry of mation) R (Re-
sricted range of motion) T (Tenderness). (p. 19)

Comeaux, ZJ. Facilitated Oscillatory Release: A
method of dynamic assessment and treatment of So-
matic Dysfunction. Thispaper demonstratesthe author’s
continuing refinement of his premises about the body’s
own rhythmic neural coding process. Tissue participation
in wave mechanics is the basis of Facilitated Oscillatory
Release (FOR). Viewed in the aspect of the uniqueness
and individuality of patients, the principles of FOR may
be individually expressed by the physician’s preferred
technical method(s). Comeaux isalso the author of Rob-
ert Fulford, DO and the Philosopher Physician (Eastland
Press, 2002). (p. 30)

Regular Features

Dig On. Due to the number of inclusionsin thisissue,
this column is deferred and will resume in the next issue
of AAOJ.

From theArchives. THEY WENT TO PARIS. A mo-
mentous event is described in detail. The Sutherland Cra-
nial Teaching Foundation (SCTF) presented thefirst course
in Osteopathy inthe Cranial Field at Paris, Francein 1964.
The circumstances leading to the preparation for and de-
livery of this course demonstrate a strong mativation to
overcome diversity in nationality and education, compli-
cated by difficulty with language. As explained here, uni-
fication was achieved by exceptional fellowshipinacom-
mon purpose. (p. 10)

Elsewhere in Print. Bunkan, BH, Opjordsmoen, S,
Moen, O, Ljunggren, AE, Friis, S. Palpation of Skeletal
Muscles: A Psychometric Evaluation of the Muscular
Items of the Comprehensive Body Examination. The
authors, in acomprehensive Medline search for “muscu-
lar consistency” and “palpation” were unable to find evi-
dence of any psychometrically based dimensions of mus-
cular consistency. Their development of four subscales
with good psychometric propertiesis based on their work
with Comprehensive Body Examination. Descriptors of
tissuetexture characteristicsare utilized extensively in os-
teopathic clinical practice. A careful reading of this paper
offersinsight for seeking and establishing credible termi-
nology in palpatory studies. (p. 39)
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Component Socceties’

CONE (Calendar

aud other Ostespathic Affiliated Organizations

October 4

Outcome-Based Osteopathy

Arizona Academy of Osteopathy

Poco Diablo Resort

Sedona, AZ

Hours. 8 Category 1A anticipated

Contact:  William Devine, DO
623/572-3350

October 17-20

Research SymposiunVSCTF

Continuing Sudies Program

Indian Lakes Resort

Bloomingdale, IL

Hours: 25 Category 1A anticipated

The Cranial Academy

Contact:  The Cranial Academy
317/594-0411

January 17-19, 2004

Basic Course Level 2

NSU/COM

Fort Lauderdale, FL

Hours: 24 Category 1A anticipated

February 18-22

Midwinter Basic Course in Osteopathy
inthe Cranial Field

Tampa Palms Golf Resort

Tampa, FL

Hours: 40 Category 1A anticipated
The Cranial Academy

Contact:  The Cranial Academy
317/594-0411
March 21-23

The FACE (an intermediate course)

Sutherland Crania Teaching

Foundation

Colorado Springs

Contact:  Judy Staser
817/926-7705

April 21-25

82nd Annual Convention
Wyndham Buttes Resort

Tempe, AZ

Hours: 38 Category 1A anticipated
Arizona Osteopathic Medical Assn

June 9-13
TOMA Annual Conference
Opryland Hotel
Grapevine, TX
Texas Osteopathic Medical Assn.
Contact: TOMA

(512) 708-8662

June 20-23

Experiencing Osteopathy: An
Introduction to Continnuum
Movement

Doubletree Columbia River Complex

Portland, OR

Hours: 24 Category 1A anticipated

The Crania Academy

Contact:  The Cranial Academy

317/594-0411

June 27-29
Biodynamic Approach
to the Fluid Body
Doubletree Columbia River Complex
Portland, OR

The Cranial Academy Contact:  AOMA Hours: 16 Category 1A anticipated
Contact:  The Cranial Academy 602/266-6699 The Cranial Academy

317/594-0411 Contact:  The Cranial Academy

May 14-16 317/594-0411
January 21-24 Crash Recovery the Long Road Home:
15th Osteopathic Winter Seminar Treating Victims of Motor Vehicle
and National Clinical Update Accidents and Brain Injuries
Tradewinds Resort Philadel phia College
St. Pete Beach, FL of Osteopathic Medicine
Hours. 27 Category 1A anticipated Hours: 16 Category 1A anticipated
Pinellas County The Cranial Academy
Osteopathic Medical Society Contact:  The Cranial Academy

Contact:  Dr. Kenneth Webster 317/594-0411

Phone: 717/581-9069 or

866/254-8798 June 19-23
Basic Course in Osteopathy

February 6-8 inthe Cranial Field
TOMA Midwinter Conference Doubletree Columbia River Complex
Omni Mandalay Hotel Portland, OR
Irving, TX Hours: 40 Category 1A anticipated
Texas Osteopathic Medical Assn. The Cranial Academy
Contact: TOMA Contact:  The Cranial Academy

(512) 708-8662 317/594-0411
Fall 2003 The AAO Journal/7




Lettons ta the Editon

Dear Dr. Chila:

| read with interest Dr. Robert
Kellam’s|etter on theuse of OMT in
Herpes Zoster and the Prevention of
Post-Herpetic Neuralgia. It reminded
me of an event during my OMM resi-
dency (1980-81). It seemed every
journal coming my way had an article
on the management of post-herpetic
neuralgia. Despite this plethora of
articles, | realized | had never seen a
case. When | looked into the litera-
tureonincidence, it led meto believe
that this was a common and devas-
tating complication.

With this background | undertook
an informal poll of the four full-time
faculty membersinthe OMM Depart-
ment at PCOM and three part-time
faculty as well. With over 300 prac-
ticeyearsof experiencefor the group,
none of these doctorshad ever seena
case of post-herpetic neuralgia de-
velop in a patient that they treated
with manipulation during the course
of the acuteinfection. To besurethey
had been consulted on treating pa-
tients who developed post-herpetic
neuralgia while under another
physician’s care, but not one patient
could berecalled who devel oped this
complication whileunder osteopathic
care.

Sure sounds like a subject for a
multi-center outcomestrial to me.

Sincerely,

Walter C. Ehrenfeuchter, DO, FAAO
301 City Avenue, Suite 240

Bala Cynwyd, PA 19004
Telephone: 610/660-5220

Fax: 610/660-5290

Dear Dr. Chila

Please alow meto submit thislet-
ter regarding the management of
Bell’s Palsy with the use of manipu-
lativetherapy asthe soletreatment for
this condition. | feel quite confident
that many osteopathic physicians
have treated Bell's Palsy with ma-
nipul ation and achieved very satisfac-
tory results, but because it is so in-
frequently seen the results of their
success is probably not well known.
If there are osteopathic physicians
who have had successin treating this
condition, they should document their
case historiesand the results obtained.
Hopefully, my letter will stimulate
some discussions and interest in us-
ing manipulation to treat thismalady.

OMT in the Treatment
of Bell's Palsy

The incidence of Bell's Palsy is
about 23 per 100,000 annually.* In my
38 years of practice. | have treated
12 patients, all of whom received os-
teopathic manipul ative therapy asthe
sole method of treatment. Each pa-
tient that had been seen within the
first 24 hours of onset recovered com-
pletely, al within aperiod of 3weeks.

Bell's Palsy, some times referred
to as ldiopathic Facial Paralysis is
characterized by a sudden onset (12
to 48 hours) of facia paralysis. In a
full blown case, the patient will ex-
hibit drooping of the corner of the
mouth on the side of involvement,
tearing of the affected eye, inability
to smilesymmetrically, whistle, wink
with the affected eye, wrinkle the
forehead or close the eye on the af-
fected side of theface. Inamild situ-
ation, the symptoms might go unno-
ticed. A brief history and physical
examination isimperative to rule out

other causes of facia paraysissuch as
parotid gland tumors, Lyme disease,
acoustic neuromas, cholesteatomas,
Temporal bonefracturesor other obvi-
ous pathological problems.

According to Adamst fully 80 per-
cent of the patients recover within a
few weeks to 2 months,* however |
would like to think that all patients
would fully recover if the condition
is treated as soon as possible with
manipulative therapy. While the eti-
ology of Bell’'sPalsy isuncertain, the
condition sometimes appears in the
wake of an upper respiratory infec-
tion or other viral infection. Many
timesit will follow achill to the face
or neck area from air conditioners,
fansor open car windows. Recent lit-
erature points to the strong possibil-
ity that the Herpes Simplex Virus
(HSV) is the responsible etiological
factor. Even so, in my mind it is
doubtful that the Herpes Simplex Vi-
rus would be present if the vascul ar-
ity of the facial nerve had not been
compromised.

While the current therapy em-
ployed is the use of corticosteroids
and anti viral agents such as
Acyclovir and Valtrex, | personally
would opt to employ osteopathic
manipulative therapy as the primary
modality intreating Bell’sPal sy. Uti-
lizing my osteopathic education, |
became convinced many years ago
that the Bell’s Palsy was an ischemic
neuronitissecondary to arteriolar con-
striction caused by an autonomic ner-
vous disturbance, initiated or main-
tained by somatic dysfunctionsfound
in the cervical and/or dorsal regions
of the spine. Somatic dysfunctionsin
theseregions can very easily and sub-
tly have a profound effect upon the
sympathetic nervous system through
the sympathetic ganglia causing a
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vasomotor shutdown, resulting in
compromise of the blood supply to
thenerve. Onthat premise, | long ago
chosetotreat my Bell’sPalsy patients
with manipulative therapy.

All of my patients, with the excep-
tion of one, were severe cases with
full-blown symptoms. The one excep-
tionwasamiddle aged femal e admit-
ted to the hospital by an ER physi-
cian with the diagnosis of a CVA.
Soon after, | rendered a diagnosis of
Bell's Palsy, administered OMT, and
upon examination 24 hours later the
patient found to be symptom free.
This seemed truly remarkable to me.
On another occasion | had the oppor-
tunity of treating a patient who had
been under the care of another physi-
cianreceiving only “ eyechecks’ and
“periodic checks” for two months
with no noticeable improvement. He
was treated with manipulation about
10timesover aperiod of amonth and
achieved full recovery. Recently |
scanned the AAO yearbooks and
found just two references to treating
Bell's Palsy with manipulation, one
by Perrin T. Wilson DO and the other
by George Riley DO, both of whom
were outstanding physicians of their
time. To quote Perrin Wilson, DO, “
Inmy 42 yearsof practice, | have seen
agreat many cases of Bell’s Palsy. If
these patients can have osteopathic
therapy within aweek to 10 daysfrom
the onset of paralysis, the results are
excellent. The quickest cure | ever
had was a case | got 24 hours after
the paralysis. Osteopathic therapy
applied every other day for 5 visits
removed all traces of paralysis. “ 2

My father, Lawrence J. Kellam DO
yearsago enjoyed similar successthat
| had intreating Bell’s Palsy with os-
teopathic manipulative therapy and
initially gave me the encouragement

to use OMT for this rarely seen but
very annoying problem. From what |
have heard and read the use of corti-
costeroidsand antiviral agentsare not
as effective as we might have been
led to believe; and that isall the more
reason to think osteopathically.

It would be challenging to see how
many cases of Bell’s Palsy our pro-
fession could treat over a period of
five years, utilizing osteopathic ma-
nipulative therapy, report their results
to ainvestigative center. | think we,
asaprofessionwould be pleased with
the results and so would our patients.

1. Principles of Neurology 6th Edition by
Raymond D. Adams, Maurice Victor,
Allan H. Bopper. p 1376. McGraw Hill.

2.1962 AAOYearbook. “Bell’sPalsy “. Perrin
T. Wilson, DO. p 169-170.

Robert T. Kellam, DO
8503 Caracas Avenue
Orlando, FL 32825
timkeldo@aol.com

ODPY

WiE GoorFED!

Correction
Letter tothe Editor
Spring issue; page 22

First Column: It should read “| per-
sonally believe that the patient and |
are in agreement as being connected
to something greater than the self or
any particular religion.

Also, an editorial correctionin the
very last line of theletter [Thanksfor
allowing me to comment].

Our apologiesto Dr. Miller.

AOA Convention 2003
AAO Program

“Integration of Care:
From the specialist
to the primary care physician”
Edward K. Goering, D.O.
Program Chairperson

October 13-15

Topics:
Temporomandibular Joint Dysfunction:
An ENT Perspective

Treatment of the Temporomandibular Joint:
A Practical Solution

Northup Memorial Lecture

Female Pelvic Floor Anatomy:
A Laparascopic Review

Treatment of the Female Pelvic Floor
Scoliosisand OMM

Evaluating Structural Effects
of Manual Medicine

Carpal Tunnel Syndrome & OMM
Low Back Pain & OMM
Male Sexual Dysfunction

Osteopathic Approach
to Male Sexual Dysfunction

Workshop on Treatment
of Male Sexual Dysfunction

Osteopathic Considerations
in End of Life Care

Cultural Differencesin End of Life Care
Role of the Hospice in End of Life Care
End of Life Care — A Personal Reflection

Orthopedic and Osteopathic Evaluation
and Treatment of the Knee

Neuromuscular Evaluation and Treatment
of the Knee Utilizing Strain/Counterstrain

Hands-on Workshop
on Treatment of the Knee
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They Went to Paris

Cranial Academy News Letter, Volume 18, Number 2, December 1964
Reprinted with permission from The Cranial Academy

They went, they taught, they
soared ...and “enthusiasm, encour-
agement, exhilaration” areonly afew
of the inadequate words to describe
thereports, verbal and written, onthe
success of the coursein crania oste-
opathy conducted in Paris, France, by
Drs. Harold I. Magoun, Sr., ViolaM.
Frymann, and Thomas F. Schooley.

Aside from the detailed report to
the Cranial Academy Executive
Board, Dr. Magoun would stress to
the Academy membership “the fact
that the classwas outstanding because
of three reasons: (1) The initiative,
which sparked the preparation over a
period of many months with study
group meetings under Dr. Brookes
coaching and Dr. Lung's translation
of The Cranial Bowl and thetext; (2)
theinterest, which pervaded the class-
room at all times, as manifested by
the tape recordings, the photograph-
ing, thediagramming and the diligent
application to master the work being
given; and (3) the hospitality, which
warmed all our hearts with so many
thoughtful and unusual expressions
and made the extracurricular activi-
ties memorable indeed.”

Further details of the above points
are brought out in the following re-
port, written for the News Letter, by
Dr. ViolaM. Frymann:

History was made on August 29th,
1964. At 8:30 am, Harold I. Magoun,
DO welcomed nine students to the
first European coursein cranial oste-
opathy sponsored by the Sutherland
Cranial Teaching Foundation

(SCTF). It was held in the spacious
offices of Dr. René Quiguiner in
Paris, France. The students included
five doctors of medicine who prac-
tice in France, one doctor of medi-
cine who also holds an osteopathic
degree from the London College of
Osteopathy and who practicesin Lon-
don, and three doctors of osteopathy
who practice in various parts of En-
gland.

One of the latter, Denis Brookes,
was responsible for the organization
of this course, and the outstanding
preparation of the French students.
For several years he had devoted a
weekend out of every month to study-
ing with them the philosophy, theory
and art of osteopathy. In 1962, he at-
tended Dr. Magoun’s lecture at the
British School of Osteopathy. As a
result of this, thewasinspired to take
the introductory course in Kansas
City in 1963. He returned to his
French “study group” with the text-
book, Osteopathy in the Cranial
Field. This was translated, word for
word, into French, and they began to
study the theory of anatomy and
physiology described therein. When
the possibility of an SCTF coursein
Europe was presented to learn the
technic and the practical application.

Dr. Brookes also served as the of -
ficial interpreter on the numerous oc-
casions when the limited French of
the faculty was inadequate to the
needs of either social or professional
discourse.

Two of the Frenchmen were Viet-

namese, graduates of the University
of Saigon. Their training in the art of
acupuncture, which requiresvery fine
discrimination in the pal pation of the
pulses, equipped them with a won-
derful palpatory instrument for cra
nial, sacral, and other physiological
rhythmsof thebody. One English DO
holds a degree in anatomy and is a
part-time assistant in the anatomy de-
partment of the University of Leeds.

This group of students of diverse
nationalities and education, strug-
gling with a foreign language, were
united in thewonderful fellowship of
a common purpose to deepen their
understanding of osteopathy in gen-
eral, to gain apractical knowledge of
the cranial concept and the ability to
useit. Their enthusiasm, their eager-
ness to understand every word and
demonstration, their concern to pre-
serveevery lecture on tape and every
technic on moving pictures and their
thrill as the concept and its applica
tion unfolded before them was an
unforgettable and stimulating expe-
rience. | feel sure | speak for the
wholefaculty —Harold Magoun, Tho-
mas Schooley, and myself —when |
say it has never been our privilegeto
teach such an enthusiastic, respon-
sive, and receptive group of student
aswe met in Paris this year.

But no account of this experience
would be completewithout amention
of the fabulous hospitality extended
to us. Each evening a different facet
of French life was presented. On the
first night, aboard the Bateaux-
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Mouches, we enjoyed an unusual and
delectable repast aswe glided gently
up the Seine. The climax of thisvoy-
age was the sight of the Cathedral of
Notre Dame, floodlit — gradually the
lights were dimmed until its dark sil-
houette alone was visible against the
night sky. Thentheinner flow of light
behind the rose window become vis-
ible through this colorfully stained
glass. Eventually thisalso faded, giv-
ing place to a purple light, which
bathed the towers and gradually
spread all over the building. A hush
fell upon the company at this ethe-
real spectacle.

Anocther right a truly oriental re-
past in the custom of the Vietnamese
was provided. The visit to the Palace
at Versailles on another evening was
memorable, too.

But the climax of these social
hours came on the last evening. The
French doctors, assisted by their
charming wives, had planned a ban-
guet in the restaurant of the Eiffel
Tower. Two hundred feet below lay
Paris. The Seine reflected the lights
above. L’ Arc de Triomphe, floodlitin
the distance, stood out in sharp con-
trast to thedarknessaround it. Within,
the atmosphere was light and gay.
And, then, at a prearranged moment,
the lights were dimmed. A flaming
baked Alaskan cake, inscribed with
Happy Birthday and surmounted by
nine pink candles, was placed on the
tablein celebration of my daughter’'s
ninth birthday. The orchestra drew
near to play their birthday greetings
and everyone rose to toast her.

Ontheday after the course, wewere
taken on alovely 260-milesjourney to
the Cathedral of Rheims; through the
rolling hills, covered with thevineyards
of the champagne country, to visit a
champagne manufacturing plant and to
enjoy a ddightful dinner in the home
of Dr. Mau a Pleurs. It was indeed a
fitting conclusion, complete with fire-
worksinthegarden, to anunforgettable
experience, thebirth of crania osteopa:
thy in France. O

Three New books in AAO Bookstore

Silent Waves: Theory and Practice of Lymph Drainage Therapy

Name

ISBN 0-9700530-5-3 « AAO Catalogue #PR1950
Price: $65.00 + shipping/handling

Counterstrain and Exercise: An Integrated Approach
ISBN 0-9712758-0-7 « AAO Catalogue #PR2000
Price: $69.95 + shipping/handling

Selected Writings of Paul E. Kimberly, DO
ISBN 0-9406681-6-5 « AAO Catalogue # WPCD04
Price $49.95 + shipping/handling

Order Information:

0 Slent Waves: Theory and Practice of Lymph Drainage Therapy

@ $65.00 plus $8.00 shipping and handling

0 Counterstrain and Exercise: An Integrated Approach
@ $69.95 plus $2.00 shipping and handling

0 Sdected Writings of Paul E. Kimberly, DO
@ $49.95 plus $7.00 shipping and handling

(NOTE: Please add $1.00 for each additional book ordered.)
WRITE OR CALL FOR FOREIGN SHIPPING RATES

Total $ amount of order:

Shipping Information:

TO ORDER, MAIL TO:

| Street Address

American Academy of Osteopathy®
3500 DePauw Blvd., Suite 1080

Indianapolis, IN 46268

FAXTO:

(No P.O. Box #s)
317/879-0563

: City

| State

Zip OR CALL:

I Daytime Phone

I Payment Information:

Phone: 317/879-1881
E-mail:

| o0 visa
I Card No.

| Expiration Date

0 MC 0 CHECK

AAO accepts
checks/money orders
Visaor MasterCard

Kelli Bower sox, Receptionist/Secretary®
American Academy of Osteopathy

kbower sox@academyofosteopathy.org
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History of Osteopathy in France

Bernard Barillon, DO, MRO, PtAOC
(Translated from French by Jean-Jacques Debroux, DO, mSBO)

Perhapsthefirst individual to speak
about osteopathy in Francewasan MD
physician named Lavezarri. Doctor
Lavezarri practiced in Nice and Paris.
During the years of World War 1, he
knew aDO serving inthe United States
Army in France. This practitioner in-
troduced Doctor Lavezarri to concepts
of osteopathic practice. The time was
1917-1918: TheUnited Stateshad be-
come a combatant in the European
war; Andrew Taylor Still, founder of
anew American system of health care
called osteopathy had recently passed
on; the new system was meeting with
public acceptance while being re-
sisted by the MD community.

It was not until the post-World War
Il yearsin France that MD physicians
and therapists began to achieve a cer-
tain amount of public interest from
treatment utilizing manipulation. Prac-
titioners used the descriptors “ Osteo-
path”,“ Chiropractor”, “ VertebraThera-
pist”; recognition of such by medical
schools was very vague. These practi-
tioners were few, and often confused
with “rebouteux” (bone-setters). In
general, such practice was empiri-
cal, without medical education and
transmitted from father to son. As
usual in such situations, someindi-
viduals became very well known,
having patients who traveled great
distances for joint adjustment. In
Paris, the names of some MD phy-
sicians come to mind who utilized
manipulative techniques: Voisin,
Leprince, Castaignet, Cintrat,
Duron, De Sambucy.

It was also at this time that physi-

cal therapists became interested in
mani pul ation, and grew more numer-
ousin this practice principally under
theinfluence of two individuals: Dr.
De Sambucy, Dean of a physical
therapy school and Paul Geny, also
Dean of a school located on Boule-
vard Saint Michel. In 1955, Geny
founded the French School of Oste-
opathy (EFO), which grew rapidly
and produced anumber of successful
students. Emile Wanono was an En-
glish-trained DO who established a
study group in Paris. As a practitio-
ner, hewaswell known by sportsmen
of that era. Many in this group of in-
dividuals came together to form the
Society for Osteopathic Research
(SRO). Meetings were numerous.
The consideration that osteopathy
should beregarded asaspecialization
of physical therapy led to the use of
the title MKDO (Physical Therapist
DO).

In 1960, Paul Geny, seeking more
accreditation for his teaching, estab-
lished greater contact with English
DOs who came to Paris to lecture:
Thomas Dummer, Denis Brookes,
John Wernham,...Bradbury and oth-
ers. During this time also, legal ac-
tion onthe part of the FrenchMD As-
sociation led Geny to transfer the
French School of Osteopathy from
Paris to London. Although this en-
abled Geny towork more closely with
Dummer, the two men eventually
separated. Thomas Dummer re-
mained as Dean of the collegein Lon-
don, which eventually becameknown
asthe Maidstone College.

In 1962, | was one of a group of
practitioners seeking more knowl-
edge of osteopathy. Thisgroup began
to meet with Denis Brookes, and
through him were introduced to the
Cranial Concept of William G.
Sutherland, DO. The beginning of our
study was arduous for at least two
reasons. The newness of the subject,
and the difficulty in language com-
munication (“frenchglish™). It was
through Denis Brookes' relationship
with American practitioners that the
Sutherland Crania Teaching Founda-
tion (SCTF) came to Paris in 1964.
The faculty who gave birth to the
Cranial Concept in France consisted
of Harold |. Magoun, Sr, DO, FAAO,
Viola M. Frymann, DO, FAAO and
Thomas F. Schooley, DO. Having
been students of Sutherland himself,
these osteopathic physiciansprovided
an educational experience of thehigh-
est caliber. Doctor Magoun had ear-
lier prepared and published the text
Osteopathy in the Cranial Field (*)
as a tribute to the original work of
Doctor Sutherland. Following this
inaugural course, these teachers re-
turned to Paris on other occasionsto
help improve our understanding of
the Crania Concept.

Someyearslater, |, dong with oth-
ers of our group (Queguiner,
Peyralade and Lamontellerie), de-
cided to establish an association hav-
ing thegoal of transmitting thisteach-
ing. It was thus that the complete
teaching of osteopathy, including the
Cranial Concept, was begun in
France. Denis Brookes continued to
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contribute much to the teaching of
osteopathy in France. His contact
with various groups contributed to the
birth of various colleges, which
stimulated greater interest in osteopa-
thy. Increasing public acceptance
contributed to the growth in numbers
of practitioners. Physical therapists
often practiced either by mixing
physical therapy with osteopathy or
by emphasizing osteopathy. The
French Medical Association actively
sought to limit the increase of illegal
practitioners through court judg-
ments. Some practitioners received
heavy fines, while some received
symbolic fines. Public acceptance
often mediated between thetwo. De-
spitethis, therewereinstancesof MD
understanding of the interest in oste-
opathy which led to integration of
manipulative approaches in their
practices. The initiative of the Dean
of the Faculty of Medicine of
Bobigny (Paris), Doctor Cornillot,
established a teaching program for
MD practitioners given by non-MD
osteopaths.

Over the years, the osteopathic
struggle for officia recognition has
required that the French osteopaths
renew their effort with each change
of Ministry. It may come asasurprise
to many tolearn that in October 1956,
Frederick Dupont, a delegate of the
Seine areg, tabled discussion in the
French National Assembly of Motion
Number 8851, which had as its ob-
ject the establishment of a National
Diploma of Osteopathy.

What is the future of osteopathy

in France? Thebest guaranteefor the
future is the demonstration of
osteopathy’s value and efficacy
through the rigorous practice of the
scienceof Still and Sutherland. There
is now less problem with the recog-
nition of osteopathic practice by MD
physicians. (+) Therisk liesin dis-
sociation from the original philoso-
phy by reduction to manipulative
techniques. Theideal would beto cre-
ate a university diploma having a
common basis with the MD curricu-
lum. The practice would be essen-
tially manual, with the goal of facili-
tating structural integrity of the body
in accordance with the concept of
Still. Thisis not in opposition to or-
thodox medicine, but rather an open-
ing of the art of health care for the
benefit of greater numbers of
patients.[]

(*) Editor’sNote: At thetime of
the inaugural SCTF Course (1964),
thetext utilized wasthe original 1951
version. The frontspiece specifies:
“Compiled by The Osteopathic Cra-
nial Association; Harold I. Magoun,
AB, DO, MSc (Hon.), Editor. Ap-
proved by William Garner
Sutherland, DO, DSc (Hon.), Author
of The Cranial Bowl.

(+) Trandator’s Note: Sincethis
document was prepared (1990), the
French government has enacted rec-
ognition for osteopathic practice by
MD physicians and limited license
practitioners.

Watch your Mail!

2004

CME Course

Manual
goes to press

Integrating
Manual Medicine
into Patient Care

through
Hands-on Wor kshops

TheArt of Caring
The Power of Touch
The Science
of Osteopathy

American Academy of Osteopathy®
3500 DePauw Blvd., Suite 1080
Indianapolis, IN 46268
Phone: 317/879-1881
Fax: 317/879-0563

Website:
www.academyof osteopathy.org
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The Osteopathic Education

Alistair C. Moresi, Bachelor of Applied Science (Osteopathy)

AsanAustralian trained osteopath,
it has been an extremely challenging
and rewarding experience to work
and teach in the United States (U.S.)
for five of the last seven years.

For two years (1999-2001), | was
amember of clinical faculty at Touro
University College of Osteopathic
Medicine (TUCOM) inVallgjo, Cali-
fornia. |1 helped teach osteopathic
manual medicine (OMM) eight hours
a week to freshman and sophomore
classes (first and second years).

It was during this time that | be-
came interested in the differing os-
teopathic educationsthat were offered
and began to investigate the different
courses. Having been a student ex-
aminer in both countries, it is very
interesting to see where the focus of
each system lies.

Neither country has a comprehen-
sive understanding of the others edu-
cational systems, for why should
they?Itisnot of primeimportanceto
either as there is no licensing reci-
procity, thereby making work in the
other country virtually impossible.

Comparisonsare often odious; the
apples and oranges aphorism springs
to mind. This article attempts not to
draw conclusions but to purely edu-
cate. Both countries educational sys-
tems have been influenced greatly by
the various political pressures each
face from within their own commu-
nity and the healthcare community at
large. Neither isthe perfect osteopathic
education. Incorporating osteopathic
philosophy into a standardized educa-
tiona system has proved daunting and
frustrating from the onset of our pro-

fession, no matter what country!

An analysis of the education of-
fered will hopefully elucidate how we
differ. Australian osteopaths generally
think of U.S.s Doctors of Osteopa-
thy (DOs) as being allopathically
strong and osteopathically weak. U.S.
DOs, on the other hand, often cannot
accept the fact that Australian osteo-
paths have restricted licenses (mean-
ing they have no surgical or pharma-
ceutical rights). That is generdly the
first question U.S. osteopathic students
ask, "’ You arenot adoctor areyou?Are
you the same as a chiropractor then?
What do you do”?

Most U.S. DOs do not realize that
Austradlian DOsaretrained asprimary
healthcare practitioners, able to see
patients in a primary healthcare set-
ting, make a diagnosis and refer to
the appropriate allopathic specialist.
To be classed as primary healthcare
andfit into the private healthcare sys-
tem a comprehensive alopathic edu-
cation is required. All fields are stud-
ied including subjects like pharmacol -
ogy and OB/GYN. For U.S. DOsitis
probably helpful to think of Australian
osteopaths as somewhat equivalent to
an especialy well-trained physicians
assigtant/nurse practitioner or naturo-
path who has spent five years specia-
izingin OMM.

My interest was piqued when |
observed histology and pathology
textsthat were common in both coun-
tries. | had always assumed that the
Australian education would lag inthe
non-osteopathic subjects.

Thisisone of the assumptionsthat
careful analysisof coursesmay force

us to reconsider.

The two institutions | compare
werechosen dueto my familiarity and
accesstothem. Theseare, 1) my ama
mater, Roya Melbourne Institute of
Technology (RMIT), and 2) my re-
cent employer, Touro University Col-
lege of Osteopathic Medicine
(TUCOM). Itisreasonableto assume
given the standardized education re-
quired in both countries that the gen-
eral premises can be extrapolated to
include the other osteopathic univer-
sities and colleges.

There are three Australian osteo-
pathic schools. The RMIT education
is a five-year full-time Bachelor of
Applied Science (Clinical Science),
Bachelor of Osteopathic Science de-
gree. The double degree entails five
years of classeswith students getting
their practical experience by treating
patients in student clinics under su-
pervision.

There are 19 U.S. osteopathic
medical schools. The TUCOM edu-
cationisa4-year full-timeDO degree.
This includes 2 years of classes and
2 years of month-long rotations in
various medical/osteopathic settings
(e.g. family practice offices, surgery,
ENT, ER) Thisisfollowed by aman-
datory minimum one-year of hospi-
tal internship.

In the Australian tertiary educa-
tional systemyou can enter from high
school into your specialized tertiary
course. In the U.S., you must first
completeagenera degree. Tocompare
the level of secondary (High School)
education would be another paper and
best |eft to someone with expertisein
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that field. It will sufficeto say that there
are obvioudy differences.

Medical schoolsin the U.S. typi-
caly require that applicants have a
BA or BS degree in any discipline
from a four-year accredited college.
The schools also require aminimum
level of preparation in sciences: one
year each of biology, chemistry, or-
ganic chemistry and physics. To meet
this requirement some students take
some of these courses in addition to
their degree requirements, either dur-
ing the degree program or after fin-
ishing the degree program.

The two countries use different
unit systems to allocate for different
subjects so for simplicity of compari-
son the numbers have been converted
to actual required contact hours (i.e.:
lectures and compulsory labs/tutori-
als) for that particular subject. See
Table 1.

The numbers are accurate to the
best of available calculations and in-
formation but in some instancesit is

possiblethere may be an error of sev-
eral hours. Some related subjectsare
also grouped together for ease of
comparison.

These figures illuminate certain
patterns. U.S. osteopathic education
focuses much more on allopathic di-
agnosis and treatment with a small
amount of osteopathy. U.S. DOs do
three times the amount of allopathic
diagnosisand treatment than Austra-
lian osteopaths. The Australian
system’sfocusis on osteopathy with
asmaller focus on allopathic diagno-
sis and treatment. Australian osteo-
paths do ten times the amount of
OMM than U.S. DOs.

Both educations reflect the differ-
ingrolesDOsplay intheir healthcare
system and the public expectations of
each country. IntheU.S., thevast ma-
jority of osteopathsfunction as medi-
cal physiciansand aretrained accord-
ingly. The most significant part of
their training is spent in hospital and
outpatient settings. To a greater ex-

Table 1. Contact hour comparison
R.M.I.T. (hours) TOURO (hours)

OMM 1573 155

ANATOMY 377 155
BIOCHEMISTRY 76 16 + ( 128 pre-med.)
BIOLOGY/PHYSIOLOGY 276 257+( 128 pre-med.)
MICROBIOLOGY 91 70

PATHOLOGY 143 109

RADIOLOGY 221 310 (2 rotations)
ALLOPATHIC DIAGNOSIS 1371 4451*

& TREATMENT

TOTAL 4128 hours 5487 hours

*The US students achieve such large number of hoursin this subject heading because
essentially for the two years of rotations they average approximately 40 hours a week.

tent than other periodsduring their os-
teopathic medical education the qual-
ity of instruction during rotations can
range from outstanding to abysmal.

In Australia, the vast majority of
peopl e consult with osteopaths purely
for their osteopathic manipulative
skills. Primary healthcare skills are
vital asare competency in osteopathic
manipulative medicine. Expertise in
hospital settings is redundant, as os-
teopaths do not function in that ca-
pacity.

Both educational systems are
geared towards and result from how
DOs function in that society. The
merits of the different systems are
presented for individuals to muse
over. Inmy experience both countries
have had outstanding individual
teachers dedicated to providing stu-
dents with the best possible educa
tion. Although there are significant
differences between the two coun-
tries osteopathic education there is
also alarge common ground, which
is often overlooked in comparisons
within our profession.

More unites us than divides us.[J

This article would not have been
possible without the help of Sandra
Merchant of TUCOM and Ray Myers
and Matthew Mores of RMIT.

[Editor’'s Note: The hours furnished
inthisarticlewerefromtheregistrar’s
office, assuch they were accurate for
the time. Thereis more Bio Chemis-
try than shown because it is part of
the Basic Science Foundation
Courses (Biology/Physiology).]
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“The Energy cyst”:
Its Ramifications and Use

In Osteopathic Manipulative
Management

Richard C. MacDonald, DO

During the seven-year period that
John Upledger, DO, FAAO partici-
pated on the faculty of the Osteo-
pathic College at Michigan State, he
developed some important concepts
which have been very helpful to this
author in the osteopathic manipula
tive management of our patients. One
of Dr. Upledger’s conceptswas given
the name “Energy Cyst” by Elmer
Green PhD during a workshop at
Menninger Clinic. Dr. Upledger has
explained the“Energy Cyst” concept
in his books.* In this article, 1 will
try to give my perception of thiscon-
cept and how it has been used in the
care of our patients.

The Energy Cyst is an area of the
body which has been energetically
encapsulated and it has totally unor-
ganized energy within the cyst. The
term entropy is used to describe this
encapsulated energy. The flow of
body energy must move around it.
The Energy Cyst can disturb energy
centers and acupuncture meridia. It
sends out independent concentric in-
terference waves which are not in
synchrony with any other rhythm of
the body. The interference waves be-
gin at the cyst in small concentric
circlesand move out fromthecystin
larger concentric circles. Thereaction
isthe same as a pebble falling into a

quiet pond with the flow of concen-
tric energy waves or ripples, small to
large, from the impact point of the
pebble. Theinterferencewavesdo not
stop at the skin but canbefeltinlarger
concentric waves outside the body.

The Energy Cyst develops from a
forcethat usually comesinto the body
from the outside. An example would
be a fall on the extended arm. A
straight line of energy goes into the
hand — arm, shoulder, neck, chest or
head.

Theforce causesthe body to make
one of three choices. If the force is
not severeit can go through the body
and thus be dissipated. Second, the
force staysin a straight line of entry
and somewhere along the force vec-
tors the body is able to dissipate it
before any energy cysts can develop.
Thirdly, the areaof thebody involved
isnot ableto dissipate the influences
of the forces and it develops an en-
ergy cyst with all its entropic quali-
ties. | have encountered several cysts
along the straight line of entry of a
given force. This occurs because the
position of the arm changes over the
multiple milliseconds of the fall cre-
ating numerous potential sites for
energy cysts to develop.

If aforce comesinto the body and
cannot be dissipated the body will

*Upledger, J.E. 1987. Craniosacral Therapy |1, Beyond The Dura: Eastland Press.
*Upledger, J.E. 1990. Somato-Emotional Release And Beyond: Upledger Institute Publishing.

isolate and protect the area by devel-
oping theenergy cyst. When possible,
itisimportant to find and help release
the energy cyst because, over time, it
can cause neuromuscul oskeletal dys-
function and even articular arthritic
problems. In the visceral arena the
energy cyst can become the site of a
disease state and perhaps be the pre-
cursor for severeillness. It is an ex-
pression of tissue memory at its best.

| believe energy cysts can form
from physical, emotional, mental or
spiritual experiences. Emotional en-
ergy cysts can develop in children
simply from shouting at them and
pointing at them with great emotion.
Where the finger pointsis where we
find the energy cyst. Many timesitis
in the heart or the protecting pericar-
dium or both.

The emotional state of the person
who is exposed to the forces of the
energy cystsis akey factor inits de-
velopment. Negative emotions of
guilt, fear, anger, terror seem to pre-
dispose us to the energy cyst devel-
opment. This probably occurs be-
cause of the lack of general body ho-
meostasis in these individuals and
makes them more susceptible on an
energetic and physical level.

Thereare several methodsthat can
be used to find energy cysts, but the
least effective of these is verba in-
formation from the patient.
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Method |

At the 2001 AAO Convocation,
HollisH. King, DO, PhD, FAAO lec-
tured to the academy membership on
the Upledger concept of “vectoring”.
When we visualize the person as a
“gtick person” and we visudize abro-
kenor disrupted site, that areacan con-
tain an energy cyst. Releasing that cyst
will usudly help realign the person’s

Normal Vectors

Asymmetrical Vectors

asymmetrica vectors. The method of
vectoring can be used as a diagnostic
visualization at the beginning of the
patient evauation. Vectoring can also
be used at the end of the treatment to
assesschangeasapodt trestment evalu-
ation. The diagnosed distorted vectors
usually will bemorealigned than they
were at the beginning assessment. At
the end of the treatment the vectors
can also be aligned more thoroughly
by manually connecting the distorted
vectors.

Method I

Palpate the cranial rhythm at sev-
eral sitesonthebody. Therhythmwill
be distorted at the site of an energy
cyst. From your numerous pal pations
the cyst will be found at the greatest
area of depression of internal or ex-
ternal rotation of the cranial rhythm.

Method IlI

When testing the body fascialon-
gitudinally by gently tugging fromthe
cephalad and caudal directionssupine
and prone — we may find an energy
cyst at the site of the greatest restric-
tion of motion. The knee is a com-
mon location of the reaction to the
fascial drag or glide dysfunctions.

Method IV

“Arcing”, another Upledger con-
cept, is a method for finding an en-
ergy cyst. | think this method is the
best method to directly locate the en-
ergy cyst becauseit isalso an energy
technique, asis vectoring. When we
“arc” the body we are focusingin on
the energy cyst by placing our two
hands on various arcs of the concen-
tric circlesof energy emanating from
the energy cyst. This method is an
energy technique and can expand our
intuitive abilities greatly.

As an example, let us say the en-
ergy cyst lieswithin the gall bladder.
The gall bladder is, therefore, ema-
nating concentric interference waves.

Place your hands gently on the bilat-
eral ASIS of the pelvis. Each hand
will feel a20 to 40 per minute subtle
back and forth vibration under each
hand. Since the left hand, at the right
ASIS, iscloser tothegall bladder that
left hand will feel anarrower arc than
theright hand. In addition, each hand
will be detecting the arcs of different
interference waves. If we do several
of these hand positions around the
body wewill detect arcswhich, if we
draw astraight line radius from each
arc, will take us to a center point
where the radii will cross each other.
Thisisthe center of the energy cyst.
This technique is particularly valu-
able in diagnosing dysfunctions in
newborns and infants aswell as con-
fused, elderly or unconscious pa-
tients. Be aware that multiple cysts
can be found in one person.

On aviscera or somatic level the
energy cyst is part of the “facilitated
segment”. It is the target for poten-
tial visceral or somatic dysfunction.
From the perspective of my approach
to the treatment of the areait doesn’t
matter whether the dysfunction is
viscero/somatic or somato/visceral
etc. Theimportant thing isto find the
somatic dysfunction and the visceral
dysfunction and treat the energy cyst
with athree-part approach.

One — Unwind the energy cyst at
its diagnostic site. Such as the gall
bladder. (Technique two to follow)

Two — Mohilize the somatic dys-
function portion of thefacilitated en-
ergy cyst-segment T9. (gall bladder)

Three — Mobilize the dura tube
from the occiput and from the sacrum
by gentle traction. Evaluation of the
dural tube sometimes gives the per-
ception of being stuck at the somatic
dysfunction vertebral level.

One important suggestion is to
treat all of these three parts at the
same visit in order to insure change
in the patient’s state.

There are two approaches which
can beused to releasethe energy cyst.

a
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1—Energy Cyst—Gall Bladder

2—Right Hand on L
AS S (arc) with radius

3—Lefthandon R
AS S (arc) with radius

Technique | — Example: An energy
cyst has been localized in the right
arm. Have the patient seated on the
treatment table. You stand behind
patient. Grasp the patient’s right
shoulder with your left hand and your
patient’s lower right arm with your
right hand.

Take up gravity by raising the
patient’s right arm with your right
hand. Allow the patient’s right arm
or, if necessary, by their motion ac-
tivity, the whole body to unwind. The
patient’stissue memory related to the
energy cysts will govern their un-
winding process. The physician’sleft
hand on the patient’s right shoulder
will monitor the cranial rhythm re-
sponse. By perceiving and monitor-
ing the crania rhythm we will find
the important placesto wait because
the crania rhythm will stop at adeep
level and abruptly at those places.
This can happen multiple times. At
the stopped points energy will then
come out of the cyst in the direction
oppositetoitsstraight lineentry. The
operator does not need to do anything
but take up gravity and follow the
patient’slocal or whole body unwind-
ing process. When the patient hasfin-
ished unwinding for the session, a
regular cranial rhythm will return.

Techniquell —Example: Havethe

patient lie on the treatment table su-
pine. Place one hand anterior and one
posterior to the energy cyst (i.e.- the
gall bladder). Allow the cyst between
your hands to unwind and release its
tissue memory.

The same cranial rhythm response
will occur in certain positions of un-
winding of the tissue as technique I.
Always alow time for multiple re-
leases. The multiple hands approach,
with the help of one or more assis-
tants, can help speed the releases es-
pecidly if you are treating multiple
energy cysts during one visit.

You should stay with the process
of releasing the energy cysttoitscon-
clusion. The conclusionisthereturn,
for several moments, of the cranial
rhythm smooth and regular — perhaps
with more vitality. The entire energy
release from the energy cyst may not
occur at just one appointment, but it
will lose someof its“ charge” at each
visit. Futurevisits can be used to com-
plete the release.

The release of the energy cyst oc-
cursduring the stopped cranial rhythm.
The quiet time does not occur over a
period of timeasinthe CV4. The stop-
ping of the rhythm is abrupt, deep and
very still. This period of stopped
rhythm is called a* significance detec-
tor” by Dr. Upledger.

One consideration to keep in mind,
intherelease of the energy cy4, isthe
potentia for “Somato Emotional Re-
leass” —acopyright Upledger term. The
development of the energy cyst may
have emotional components. These
emotional components may come up
and out when the crania rhythm has
stopped and energy is being rel eased.
Theemotiona portion may or may not
relate to the circumstances surround-
ing the development of the cyst.

Energy cystsmay exist inthe body
of a patient for many years without
their awareness. It may appear with a
new trauma of some kind (not just
physical) or may begin to demon-
strateitself asthe person agesand the
energy to keep it unconsciously sup-
pressed, wanes.

The energy cyst concept, and its
models of diagnosisand treatment, is
avery osteopathic hands ontechnique
and can be added to any manual os-
teopathic approach. It has enhanced
my awareness, on asubtle level, and
has become part of my approach to
patient care.(]

Address correspondence to:

Richard C. MacDonald, DO
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Dynamic Strain-Vector Release.:
An Energetic Approach to OMT

Jan T. Hendryx, DO and Richard L. O’Brien, DO

Summary

Dynamic Strain-Vector Release
(SVR) isatechniqueof releasing tis-
suestrains“energetically”. It requires
palpating a dynamic primary strain-
vector with one hand at an area of so-
matic dysfunction, finding the end-
point of the strain with the other hand,
holding the endpoint through a till
point, and allowing for the release of
the strain. Tissue is then reassessed
for normal inherent motion, texture,
and tenderness. Dynamic strain-vectors
can be palpated in any direction along
the surface of the body, into the body,
through the bodly, or off thebody inthe
human energy field. Dynamic Strain-
Vector Release is an excellent tech-
niquefor releasing acute or chronic so-
matic dysfunctions that are often not
amenable to the usud physicaly ori-
ented OMT techniques. The purpose of
this article is to discuss an energetic
OMT techniquethat weterm, Dynamic
Strain-Vector Release.

Introduction

Osteopathy is a constantly evolv-
ing system of healing. Since the ba-
sic tenets of the philosophy and prin-
ciples of our practice were first laid
down in the late 1800s and early
1900s by Andrew Taylor Still, osteo-
pathic physicians have devised nu-
merous manipulative techniques to
remove obstructions to health and to
restore homeostasis. The primary
goals of OMT have been to normal-
ize structural-functional relation-
ships, restore normal arterial vascu-

lar supply, reduce venous/lymphatic/
CSF stagnation by facilitating drain-
age, improve neurological function,
remove viscerosomatic and
somatovisceral facilitated reflexes,
stimulate the immune system, elimi-
nate pain, and prevent recurrences.
Additionally, OMT canimprove emo-
tional health by releasing stored emo-
tions that often accompany somatic
dysfunction.

Our knowledge of the scientific
basi s of osteopathy, somatic dysfunc-
tionand OMT has been partially elu-
cidated by such great researchers as
Louisa Burns, DO,? John Denslow,
DO,* Irvin Korr, PhD,?*3° K .A.
Buzzell, DO and E.L. Hix, DO,
ViolaM. Frymann, DO, FAAO,? and
many others. Thisresearch hasled to
models that are primarily biome-
chanical-neurophysiol ogical-ana-
tomical in nature. Energetic models
of healing are most commonly ad-
vanced with respect to such therapies
as acupuncture,? Qi Gong,** Reiki,>®
Therapeutic Touch,* Jin Shin Jyutsu,’
Polarity Therapy,*5” and Homeopa-
thy. The basic concept behind these
“energy therapies’ isthat humansare
not just physical-biochemical in na-
ture. Human beings have an energetic
lifeforcethat flowsthrough them and
is emitted by them. This energetic
flowing life force goes by various
names such as L-field,® chi, prana,
vital force, subtle energy, spirit,
breath of life, tide, potency, etc. and
has a crucid role in health. We are
not talking necessarily just about con-

duction of eectricity in the nervous
system and muscles. This is an ex-
panded concept beyond what istaught
in conventional physiology. However
the osteopathic profession still seems
reluctant to embrace, incorporate, or
even talk about these “energy medi-
cine” concepts to help to explain
OMT and healing. Energy medicine
hasasolid scientific basisin biophys-
ics and is rapidly becoming part of
the therapeutic approach to pa-

tients, 242543
Interestingly, energy medicine
goes back to the roots of our osteo-
pathic profession. A.T. Still studied
and practiced energy medicinein the
form of “magnetic healing” during the
1870s.2%2 Both he and D.D. Pamer
(founder of thechiropractic profession)
wereapparently studentsof amagnetic
heder by the name of Paul Cadlin in
Ottumwa, lowa prior to birthing their
respectiveprofessions.®1° Dr. Still later
reflected on the spiritual energetic
nature of man in his discourses on
“biogen”.%* J. Martin Littlgjohn, DO
spoke of vibration and “vibratility”
in connection with the cerebrospinal
fluid and vital force.3* William Gar-
ner Sutherland, DO taught about “ po-
tency” asthe (energetic) force behind
the primary respiratory mechanism.®
Morerecently, thelate Robert Fulford,
DO was always open to discussion
about “energetic streams’ and “vibra-
tion” with students and colleagues.2?
The concept of matter interlinked
with energy isabasic law of physics
a
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aselucidated by Einstein. Thefamous
equation E=MC? states that energy
and matter are inter-convertible and
matter is simply condensed en-
ergy.?* Dr. Still also wrote about
what might be interpreted to be mat-
ter-energy conversion.®® Carl Phillip
McConnell, DO, inan articleon “Re-
latedness’ that appeared inthe JAOA
in November 1939 wrote, “ Although
the essence of applied technic is the
mechanics of mass and motion, the
factsof physiological relatednessrest
inthe ‘oneness’ of theorganism. Ina
particular sense matter and energy are
discontinuous.”*

The influence of kinetic energy
(energy of motion) in the human be-
ing can be palpated in living tissues
asthey movethrough the flexion and
extension phases (expansion and con-
traction) of the cranial rhythmic im-
pulse. Energy is palpable when tis-
sueentersa“still point” asahigh fre-
guency vibration, activity, or thera-
peutic pulse. Energy is palpable as
thermal projections emanating from
the human body in areas of viscera
or neuromusculoskeletal dysfunc-
tions,* from acupuncture points® and
chakras.® Energy ispalpableasvibra-
tory fields around an individual .22%
Energy is palpable as an emotionally
stored “energy cyst” consisting of
concentric arcs.®® Energy is palpable
asa“listening”, which allows oneto
find and treat a key area of somatic,
visceral, or emotional dysfunction.?
Similarly, one can palpate an ener-
getic dynamic strain-vector moving
from a dysfunctional area along the
surface of, into, through, or out of the
body. ENERGY ISPALPABLE! And
energy can be manipulated!

So if energy is palpable and inex-
tricably linked with matter (i.e. the
body), shouldn’t one of the primary
goalsof OMT betorestoreenergetic
homeostasis as well as physiologic
homeostasisinthe patient? If wewere
able to correct energy dysfunctions,
logically it would follow that somatic
dysfunctions would also correct.

Given the vast amount of osteo-
pathic clinical and research literature,
there is arelative dearth of informa-
tion discussing the relationships of
energy and OMT.%® The term appears
in the name of the OMT technique
known as“muscleenergy”, but the neu-
rophysiological understanding of its
efficacy is based upon Golgi tendon
organ and muscle spindle reflexes, re-
ciprocal innervation, and crossed ex-
tensor reflexes.® Upledger hasused the
phrase* direction of energy technique”
when describing V-spread for release
of dural membranes, cranial sutures,
and somatic dysfunction.®® R.
MacDonad, DO* and John Upledger,
D05 formulated the concept of the
“energy cyst” describing awalled off
areaof emotionsand traumawithinthe
body, which must be addressed in
working with a patient’s healing pro-
cess. Hugh Milne, DO* added an ex-
panded energetic-spiritual-emotional
dimension to craniosacral therapy.
Judith A. O’ Conndll, DO, FAAO put
forth the concept of bioelectric activar
tion of the fascia and discussed its pi-
ezoelectric properties with respect to
myofascial release.*? R. Paul Leg, DO,
FAAO discussed energetics related to
osteopathy, acupuncture, and spiritual -
ity.® Zachary J. Comeaux, DO, FAAO
recently reviewed therole of vibration
and oscillation in osteopathic thought
and practice®

Strains

The term “strain” has different
meaningsto different people and dif-
ferent disciplines. Patients often
present with complaints that they
“strained” their backs after lifting
something. “Strain” has long been a
formal diagnosis accepted by physi-
cians, healthcare institutions, and
health insurance organizations.

Physics defines a strain as arela-
tive change in dimensions or shape
of a body or object that is subjected
to stress. Stressistheratio of aforce
F to the area A (or F/A). Strains are

classified as either longitudinal,
shearing, or volume depending onthe
direction of the force vectors. Inlon-
gitudinal strains, the abject islength-
ened (tensile strain) or compressed
(compressive strain) along alongitu-
dinal axis. In shearing strains, part of
the object receives a force from one
direction, and another part of the ob-
ject receives an equal force from the
opposite direction with the resultant
force vectors being tangential or di-
agonal. Thus depending upon the di-
rection of force (i.e. force vector) we
have: 1) tensile strains, which
lengthen body tissue resulting from
forces pulling in opposite directions
along alongitudinal axis; 2) compres-
sive strains, which shorten body tis-
sue resulting from a force pushing
along aline; and 3) shearing strains,
which distort body tissue resulting
from force vectors in two opposite
directions on a transverse axis. Vol-
ume strains result from a fluid under
hydrostatic pressure producing a
compressive force on an object im-
mersed inthefluid or equally distrib-
uted on the walls of the container.5
From an orthopedic standpoint,
strainisnarrowly defined asamuscle
injury (as opposed to sprains, which
are ligamentous injuries) that results
from excessive forcible overstretch-
ing or forceful contraction. Muscle
strains are classified according to the
degree of severity of objective find-
ings. First-degree strains are consid-
ered mild with pain, spasm, edema,
localized tenderness, and temporary
mild partia loss of function; second-
degree strains are considered interme-
diate with more severe symptoms, ec-
chymosis, and partial tissuedisruption;
and third-degree strainsare considered
severe with complete disruption of
muscle fibers, accompanying he-
matoma, and total loss of function.®
In osteopathic terminology the
concept of strains includes the clas-
sical orthopedic definitionsbut isex-
panded beyond muscle to describe
other musculoskeletal structures that
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have tissue distortion with deforma-
tion.®® Thus there are described “liga
mentous  articular” strains,
“intraosseous’ strains, non-dural and
dural “membranous’ strains, and vari-
ous crania physiological and patho-
logicd strain patterns of motion.*

The Dynamic Strain

Theterm“dynamic strain”, asused
in this paper, can be defined as a pal-
pable distortion of motion in the tis-
sue and/or human energy field that
pulls“ pathologically” alongacertain
direction with acertain force (vector),
while continuing to move with inher-
ent tissue motion.

A single dynamic strain (“simple
strain™) or multiplelayersof dynamic
strains (“complex strain”) can be
foundin areas of somatic dysfunction,
soft tissuesand ligaments, myofascial
trigger points, counterstrain points,
acupuncture points, over larger pain-
ful regions of the body, and in bone.
The rhythmic to-and-fro motion oc-
curs at the frequency of approxi-
mately®1* cycles/minute comparable
to the primary respiratory mecha-
nism. Dynamic strain-vectors may be
likened somewhat to the pal patory ex-
perience of “listening” as described
by Jean-Pierre Barral, DO, MROF.2

Light palpation of tissues over a
normal region of the body reveals
normal inherent tissue motion. In
other words, when an examiner
choosesto assess primary respiratory
motion in all directions or planes,
there is an equal amplitude and di-
rection of dynamic vectors in rhyth-
mic motion occurring under the pal-
pating fingers. A normally occurring
“neutral zone"% or dight pauseisalso
noted approximately midway through
the inherent motion in one direction
(SeeFigure 1).

Inadysfunctional areaof the body,
a pathological strain-vector has a
larger force (stronger tissue pull) and
usually longer length (amplitude)
than the non-strain motions in the
same or normal areas. The neutral

point is absent along the strain-vec-
tor (See Figure 2). The dynamic na-
ture of a pathological vector is also
affected by palpating along itslength
as will be described later.

A pathological strain vector can
run in any direction: 1) along the
surface of the body; 2) into the inte-
rior of the body; 3) through the body
to the opposite surface; 4) through the
body into theenergy field on the oppo-
site side; 5) or off the surface of the
body into the energy field on the same
side without passing along the surface

or penetrating the body (Figure 3).

Developing
the Concept

The concept of Dynamic Strain-
Vector Release began with an inter-
esting case experience about four
years ago by one of the authors (JH).

Case Study

S.0. wasab2-year-old female sta-
tus-post C5-6 cervical discectomy
and fusion who presented totheclinic
with complaints of chronic progres-
sively worsening neck pain with ra-
diation, weakness, and sensory dis-
turbance down the right upper ex-
tremity along the radial and median
nerve distributions. A recent cervical
MRI showed some scar tissue possi-
bly impinging on nerve roots, but no
deterioration of her fusion and no
other new herniations. The patient
had pal patory findings of significant
somatic dysfunction in the cervical
and upper thoracic region with dense
intraosseous strainsin thefusion. She
was treated at a frequency of once a
week with acupuncture and gentle
indirect/myofascial OMT with fairly
significant relief of her pain symp-
tomatology that would last for 3-4
days, and then would return. Some
variation in acupuncture point com-
binations in the neck, shoulder, and
upper extremity was used with essen-
tially the same outcome.

After obtaining similar therapeu-

tic results for five sessions, the pa
tient was examined in the supine po-
sition. The examiner’s left hand was
placed under the cervical fusion area
while the right hand was used to pal-
pate acupuncture points along the
right upper extremity to see if there
was any way of determining which
points might be moretherapeutic than
others. Points were palpated in a
proximal to distal fashion along the
various acupuncture meridiansinthe
right upper extremity. It was noted
that when certain acupuncture points
were touched and held, the patient’s
tissues would enter a still point with

O
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Figure 1. Three-dimensional
representation of normal inherent
tissue motion. “N” represents the
neutral zone, or brief pause, that is
palpable at the midpoint of motion.
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Figure 2. Pathological strain-vector
(upper). Noticeherethat theinherent
motion does not pause at a neutral
“N” zone. The pathological vector
“points’ you in the direction of the
endpoint. Anormal backward mation
occurs with a neutral zone (lower).
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Figure 3. Various possible strain-vectors emanating from an area of somatic dysfunction.

subsequent release of muscular and
evenintraosseoustension in the neck.
Cessation of inherent tissue motion
in the neck and under the palpating
hand occurred simultaneously. Pal pa-
tion of certain acupuncture points had
no discernible effect on inducing a
still point and releasing the tissue,
while others had fairly profound ef-
fect. It was also noted that prior to
the patient’s tissue entering a still
point, a pulling sensation in the tis-
sues under the left sensing hand in-
creased toward the direction of the
acupuncture point that was being pal-
pated. Theforce of the pulling sensa-
tionincreased for each point pal pated
moredistally that was effectivein re-
leasing the tissues. Finally it was no-
ticed that at the most distal point that
was effective in releasing the tissues
“endpoint”, the tissues under both
handswould draw towards each other
just before entering astill point. (The
intermediate points between the dys-
functional areaand most distal point

wereeventually termed “ secondary or
satellite points’.) Without doing any
acupuncture or any other OMT, the
patient reported that her neck and arm
pain were minimal. The tissuesin her
neck and arm had released with im-
proved range of motion. A marked de-
crease in subjective pain and muscle
tension reportedly lasted for amost a
week and her pain did not return to the
usual level by the next visit.

Over the next few visits, thedirec-
tional nature of inherent pathol ogical
tissue motion of surface strain-vec-
tors was studied and was found to
change after each treatment. Differ-
ent acupuncture points palpated in
other regions of her body were aso
found to release the tissues and de-
crease the pain in her neck and arm.
As*“palpatory” treatments continued,
the number of pointsthat actively re-
leased her cervical and upper extrem-
ity tissues also decreased.

We decided to use this palpatory
technique of treating somatic dys-

function, counterstrain points, and
myofascial trigger points in a num-
ber of other patients. We found very
early that often the direction of the
surface strain-vector at the area of
dysfunction did not necessarily fol-
low along acupuncture meridians.
Non-acupuncture points on the sur-
face of the body would also release
thetissuestrain. Eventualy it became
clear that it was necessary to treat
only the endpoint of the strain. Not
only would the strain-vector dissolve,
but also all intermediate satellite
points along the strain would normal -
ize. In other words, satellite points
became inactivated after treating the
dysfunctional areaand exhibited nor-
mal inherent tissue motion.

Initially it seemed that pathol ogi-
cal strain-vectorswerelocated prima-
rily along the surface of the body. As
more patients were examined and our
palpatory skillsimproved, it became
apparent that there were also vectors
pulling in other directions. Strain-
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vectors could be pal pated through the
body to the opposite surface or into
theinterior of the body. Intheformer
case, treatment was carried out by
touching and holding the endpoint of
the strain-vector on the opposite body
surface. Inthelatter, the end point was
located by running the treating fin-
gers along the surface of the body in
the general direction of thestrain and
finding the position that would €licit
maximal pull or exaggeration on the
sensing hand over the dysfunction.
By touching this point on the surface
and “projecting touch” to the end-
point interiorly, a still point would
ensue and the strain and tissue would
release. Findly it wasrealized that the
strain-vector could travel completely
through the body and out into the en-
ergy field at varying distances, or
travel directly off the surface of the
body without penetrating into the
body at all. These were treated by
monitoring the point of strain with a
finger of one hand, while palpating
and holding the endpoint of thestrain-
vector in the energy field with the
other hand. These points were held
until a still point was achieved and
the tissue released. This last type of
strain pattern and release technique
isactually very common.

With the sensing hand on the le-
sion and the treating hand traveling
distally along the strain vector toward
the endpoint, two things happen: 1)
anincreasingly largeforce of pulling
sensation (exaggeration) develops
and is sensed by the palpating hand
along the strain-vector, asif the pal-
pating and treating hand are con-
nected by an increasingly taut rubber
band; and 2) the backward direction
of inherent motion away from the
neutral point diminishesinlength. At
the endpoint of the strain-vector, the
backward inherent motion is com-
pletely absent, the pull between the
two hands is maximal, and the still
point isinduced (See Figure 4).

The concepts of simple and com-

plex strains developed from the fact
that in some areas of dysfunction,
only one strain-vector could befound
and once this was released, the pain
was gone and the tissue felt normal.
Reassessing the area after treatment
revealed only normal inherent tissue
motion. This was determined to be a
“simple lesion”. It was discovered
that sometimes after releasing one
strain-vector, reassessment of the area
would reveal another strain-vector
pulling in another direction. After re-
leasing that, another strain-vector
might befound and so on. Thus*com-
plex strains” have more than one
strain-vector layered. To treat these
effectively, they need to be treated in
the order that they are found until
normal tissue dynamicsis restored.
Dynamic strain-vectors are most
often linear and originate from rather

small point locations of dysfunction.
Onecan also palpatelarger moreglo-
bal vectors that feel planar or even
threedimensional in nature. Thusone
can placethewhole sensing hand over
alarger area of the body such as the
low back, feel alarge dynamic strain
pulling in a certain direction, and re-
lease it similarly by finding the end
point and holding through therelease
of atill paint.

Dynamic Strain-Vector

Release Technique

1. Lightly palpate an areaof somatic
dysfunction, muscle spasm, myofascia
trigger point, counterstrain point, liga-
mentousstrain, intraosseous strain, or
other dysfunction with a sensing
hand. Make sure your treating hand
is down at your side and is not touch-
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Figure 4. Diagram depicting the pal patory experience with the sensing hand
at the dysfunction* while touching various points along the dynamic strain-
vector with the other hand. 1) Pathological inherent tissue motion at the
dysfunctionwiththestrain-vector pointingtotheright. 2, 3) Asthepointsalong
thestrain-vector aretouched moredistally, noticethat the sensation of pulling
toward the endpoint increases, i.e. is exaggerated (denoted by progressively
thicker arrows). The neutral zone also shiftstoward the opposite direction. 4)
Asthe endpoint is pal pated, the backward tissue pull toward the neutral zone
totally disappears and a strong tissue pull is felt only along the pathological
vector. It isherethat the still point is induced.
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ing the patient. Tune in to the inherent
tissue motion under the sensing hand.

2. Allow your sensing hand to as-
sess inherent tissue motion in various
directions noting normal motion and
abnormal motion. Check in at least
three planes of motion until you fed a
strong pull inonedirection. With prac-
tice you will be able to immediately
sense the dynamic strain-vector with-
out ng different directions.

3. Place the treating hand or
finger(s) near the sensing hand and
move it away in the direction of the
strain-vector pull. The tension under
your sensing hand will increase (exag-
gerate) as you move the treating hand
toward theendpoaint, asif arubber band
were attached between the two.

a. If the strain-vector is along the
surface of the body, simply movethe
treating hand along the surface to the
endpoint.

b. If the strain-vector is into the
body, start with your treating hand at
the opposite side of the body. Move
your treating hand along the surface
until you feel amaximal pull between
the hands, and then “project your
touch” internally visualizing the point
where the endpoint actually is.

c. If the strain-vector extendsto the
opposite surface, move the treating
hand to the endpoint there.

d. If the strain-vector extends
through the body out into the energy
field, movethetreating hand out to the
endpoint in the energy field.

e. If the strain-vector extends off the
surface of the body without penetrat-
ing, movethe treating hand to the end-
point in the energy field.

4. When you reach the endpoint
with the treating hand, the “tension”
between the two will be maximal,
inherent motionwill stop, and thetis-
sues will enter a still point. During
the till point, you may feel a high
frequency fine vibration or a thera-

peutic tapping pulse under both hands
or fingersthrough the duration of the
still paoint.

5. Wait for the release. This usu-
ally takes from a few seconds to 30
seconds. You will feel a softening of
the tissues under your sensing hand,
and asoftening of tissues, or acollaps-
ing of theenergy field, under your treat-
ing hand.

6. Removeyour treating hand from
the body, or the energy field, and re-
assess. If you do not detect any more
underlying strain-vectors, then you
arefinished and it isasimplelesion.
If you detect another strain-vector,
release that, reassess and so on until
all vectorsare gone. Thiswould be a
complex lesion.

Discussion

Sensing the inherent primary res-
piratory motions of the cranial-sac-
ral axis, peripheral limbs, soft tissues,
and organs as well as abnormal tis-
Sue strain patternsis not a new con-
cept. Palpation of these and other
rhythms have been taught for years
in courses in osteopathy in the cra-
nial field, visceral manipulation and
myofascial release.

Thetreatment of somatic dysfunc-
tions has traditionally consisted of
hands-on body contact utilizing indi-
rect or direct action techniques. The
practitioner’smental focusand imag-
ing has been mostly with the intent
of and attention to restoring normal
structural and functional rel ationships
on aphysical biomechanical or fluid
level. Upledger®® has taken the pal-
patory and therapeutic experience
beyond the body in his diagnosisand
treatment of energy cysts. He dis-
cusses in great detail the use of the
technique called “arcing” to treat
these energetic dysfunctions off the
body in the human energy field.

Dynamic Strain-Vector Release
challenges the concept that somatic

dysfunction and the factors contrib-
uting to it are merely confined to the
physical body. It extends palpatory
diagnosis and treatment beyond the
body into the energy field and appears
to differ from Upledger’sglobeor arc-
like energy cyst concepts in that the
strain-vectorsareprimarily linear. This
technique does not appear to be the
sameas Upledger’svector/axisintegra-
tion and aignment techniques.®

Dynamic Strain-Vector Releaseis
also not the same as Neurofascial
Release, a technique developed by
Stephen Davidson, DO.Y In
Neurofascial Release, a physician
palpates an area of dysfunction with
one hand and then locates another
point on the surface of the body that
will release, or increase if necessary,
thetissuetensionto normalizeit. The
treatment is directed primarily at the
level of the fascia but may also be
used totreat articular and intraosseous
lesions. 183

Still point induction has been used
extensively in cranial osteopathy and
visceral manipulation to recruit a
patient’s inherent healing mecha-
nisms. A still point can beinduced by
a variety of methods such as CV-4,
following the limbs into internal ro-
tation and holding, somatoemotional
release visualization and dialogue,
etc. In the present case study and in
other patients, it was demonstrated
that multiple still points could bein-
duced by sequentially palpating cer-
tain energetically connected acupunc-
ture and non-acupuncture pointswith
one hand while holding the other
hand over the area of somatic dys-
function. The tissues in the area of
dysfunction would release and nor-
mal inherent tissue motion would re-
turn under both hands asthestill point
resolved. K. S. Pribadi, MD® previ-
ously noted the same phenomenon
while pal pating areas of trauma con-
comitantly with acupuncture points,
but did not report sensing atissue pull
between the two hands nor the pres-
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ence of dynamic strain-vectorsin the
area of dysfunction. Interestingly, he
also showed that a till point could be
induced without physically touching
theskin by placing thethergpeutic hand
directly above the acupuncture point.

Robert Fulford, DO maintained
that osteopathi c mani pulation was not
just abiomechanical manipulation of
anatomical structures. He champi-
oned the belief that healing comes
from the natura life force that per-
meates us all. His opinion was that
health problems originate from im-
pediments in the flow of energy
through the body—a philosophy very
similar to that espoused by Tradi-
tional Chinese Medicine and acu-
puncture. Osteopathic treatment thus
removesthose energetic impediments
and restores health. His sense of touch
was so refined that he could easily
palpate energy derangements in the
human system and correct them ap-
propriately with his hands or the per-
cussion vibrator.?? He often referred
to the work of Harold Saxon Buirr,
PhD,® whose research at Yale Medi-
cal School in the early part of this
century measured the existence of
electromagnetic or L-fieldsaround all
living organisms and showed that
thesefieldswere abnormal in various
disease processes.

Rollin Becker, DO* wrote exten-
sively inthe 1960s about biodynamic
energy fields and biokinetic energies
and forces within the human body
that were associated with normal
physiological functioning, pathol ogi-
cal processes, and trauma. He defined
“biodynamic intrinsic force and its
potency...asthe physiological energy
found in health within the patient”,
i.e. perhapsthe energy behind normal
inherent tissue motion. “Biokinetic
intrinsic forces and their potencies
[were] defined as the pathological-
physiological energies...foundindis-
ease and traumatic states within the
patient”, i.e. perhaps the energy be-
hind pathological strain-vectors. He

went on to say, “It takes added en-
ergy from the environment of the pa-
tient, in combination with the biody-
namic intrinsic force, to produce the
condition manifested as a disease or
traumatic problem.” Whether he was
referring to the “ environment” asthe
human energy field outside of the
physical body isunclear.® Dr. Becker
abandoned these energetic terms
when he felt they were not being ap-
preciated by colleagues and went
back to more classical descriptions of
Sutherland’s work.

So what isthe nature of the energy
or energies behind normal inherent
and pathological tissue motion? Pri-
mary Respiratory Mechanism? Po-
tency? Healing? Still point? Is the
energy generated fromwithinthetis-
sues and fluids or does it originate
elsewhere?

Traditional Chinese Medicine con-
ceptstalk about “chi” or lifeforceand
its yin and yang aspects and interac-
tions. Yin and yang represent a po-
larity concept whereyinisdefined as
the shady side of the mountain and
yang isthe sunny side. Thusyin rep-
resents dark, cold, inactive, contrac-
tion, hypostates, negative, etc. and
yang representslight, hot, active, ex-
pansion, hyperstates, positive, etc.
Extensions of these ideas are meta-
phorically endless. Within the context
of rhythmic tissue motions and the
primary respiratory mechanism, yin
might represent the extension or con-
traction phase and yang the flexion
or expansion phase.

Peter Crisera, DC* proposes that
the yin-yang concepts do indeed ap-
ply to the energy driving the contrac-
tion-expansion phases of the primary
respiratory mechanism. He a so theo-
rizes that there exists a “coaxia en-
ergetic core” consisting of internal
and external systems and a holo-
graphic meridian flow. Internally, the
central nervous system transmits and
propagates a coherent wave through
the CSF in the direction of cephalad

to caudad (cranial-sacral) and corre-
sponds to the central deep meridian
flow of the governor vessel (GV) and
conception vessel (CV). GV is the
acupuncture meridian that runs mid-
line dorsally from the tip of the coc-
cyx up the spine and over the top of
the head to the upper lip. CV isthe
midline acupuncture meridian that
runs ventrally from the perineum to
the lower lip. Externally, energy is
transmitted in the axial skeleton
through fluctuationsin the piezoel ec-
tric activity of bone (and probably
fascia). Againenergy iscarriedin GV
and CV in a“superficia central me-
ridian flow. Finally, Crisera®® notes
that all six yang meridiansof the body
(hollow organs) begin (B) or end (E)
on the cranium. He calls this third
component the B & E holographic
meridian flow.

Crisera’® postulates that it is the
coaxial energetic core, which pro-
duces and propagates electromag-
netic energy inthe body. Hefeelsthat
this system of energy is recharged
using what is known as a Frohlich’s
pump mechanism, whichisessentialy
a biological system of electrically
charged dipole molecules. The cran-
iosacra system alowsfor aresonance
to be set up that moves out into the pe-
riphery and is trandated into biome-
chanical and bioenergetic work.

Biomechanical work translates
into motion patterns in the neuro-
muscul oskeletal system and viscera,
while bioenergetic work ischanneled
into acupuncture meridian flow, elec-
tromagnetic properties of the CSF,
and what he terms the “substrate re-
ceptor system”. The substrate recep-
tor systemistheintercellular commu-
nication system that includes recep-
tors, microtubules, and junctional
complexes.

William Tiller, PhD, a former
physics professor and researcher at
Stanford University, has proposed
what he terms the “ Dynamic Equa-
tion of Nature” in which he expands

0
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Homcopathic/Energetic Path
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_ _ Figure 5. Adapted from Tiller”
the structure-function-chemistry
model of current allopathic and
osteopathic medicineto include both ) H ‘i
electromagnetic interactions and Electric agnelic
quantum mechanics. He discusses a F kq 142
number of experiments dealing with - 2
subtle energies and healing which F _q1 9z F
eventually lead him to the following —@ D—
concept (Figure 5): Like charges repel.
Although a detailed discussion of

this diagram is beyond the scope of
thisarticle, Tiller makesthe point that
both pathsfunction in our bodies and
that what he terms the “ body mag-
netic vector potential” occupiesakey
position in bridging the physical and
subtle energies. A body magnetic vec-
tor potential is theorized to be the
bridge between subtle energy fields
produced by a healer and pulses of
[electromagnetic] energy measured
some distance from the healer. He
defines subtle energies as “all those
beyond those formed from the four
well-known [Fundamental] forces
that are needed to explain natural
phenomenad’.

A magnetic force vector, as com-
pared to an electric force vector, may
beillustrated by thefollowing figure.
AsseeninFigure6, theelectric force
is a vector directed between two
charges. The associated ‘ magnetic
vector’ of forceis directed at aright
angle to the electric force vector.

A summary table of the four Fun-
damental Forces is provided in Fig-
ure 7. It illustrates the effects,

Figure 6. The Magnetic Force Vector - F=qvB
(Internet acquired at http://hyper physics.phy-astr.gsu.edu/hbase/for ces/funfor.html)

strength, range, and the particlesin-
volved for these forces. The
STRONG Force holds a nucleus to-
gether against the enormousforces of
repulsion of the protons. The ELEC-
TROMAGNETIC Forceisthe force
between charges and the magnetic
force. The WEAK Force createsthe
transformation quarks, and thus,
makes possi ble the decay of nuclear
particles - necessary for the buildup
of heavy nuclei. GRAVITY Force
is the force of attraction or (for
some theorists) — the force of re-
duced repulsion — between objects
with mass. See Internet Site: (http://
gravity.ontheinter.net)

Subtle energy phenomenainclude
healing, telepathy, clairvoyance,
clairaudience, healing Qi Gong, ho-
meopathy, precognition, auric sight,
dowsing, and others. The exact na-
ture of subtle energies has yet to be
delineated.®

Thus could craniosacral dynamics,

inherent tissue mation, pal patory sen-
sationsof dynamic strain-vectors, till
points, and human energy fields all
have their originsin subtle energies?
If thisisthe case, subtle energiesmay
thus transformed by body magnetic
vector potentialsinto el ectromagnetic
fields that then act upon the piezo-
electric fascia, ligaments, and bones
to create the sensation of motion.
Somatic dysfunction often occurs
as the result of injury or physical
stresses on the body. Palpatory diag-
nosis of somatic dysfunction is sum-
marized by the acronym T A.R.T. —
Tissue texture changes, Asymmetry
of motion, Restricted range of mo-
tion, and Tenderness. It might be ap-
propriate to add to this definition the
presence of Strain {dynamic/ener-
geticvector (9)}. Inall patientsexhib-
iting somatic dysfunction we have
observed associated simple or com-
plex dynamic strain-vectorsat the site
of the dysfunction. Which came first
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Figure 7. The Four Fundamental Forces
(Internet acquired at http://hyper physics.phy-astr.gsu.edu/hbase/for ces/funfor.html)

— the physical manifestations creat-
ing an abnormal energy pattern or the
energetic component creating the ab-
normal physical findings? The acro-
nym should more correctly be
changed to“S.T.A.R.T”

From a traditional osteopathic
standpoint, it is assumed that tissue
texture changes are due to abnormal
neuronal firing resulting in hyperto-
nicity and spasm with possible in-
flammation and stagnation of fluids
often resulting in tenderness. Asym-
metrical myofascial tension subse-
qguently results in asymmetrical
movement and fixation of ajoint in
an abnormal position. Of course pos-
tural considerations, tensegrity issues,
and the psychological state of the
patient also play important roles in
maintaining dysfunctional patterns.

Could the palpatory findings of
“ST.A.RT.” actually be a manifes-
tation of abnormal energy fields af-
fecting the body?

All human tissues produce and
emanate electromagnetic energy
fields that are distributed throughout
the body and into adjacent extracor-
poreal areas. Research has shown that
the frequencies in these fields range
from the extremely low frequency
(ELF<100 Hz) to infrared (10" Hz),
microwave (10 Hz), and even light
(10* Hz).** Compression or stretch-
ing of tissues causes them to emit
electromagnetic fields. These fields
are aresult of both the piezoelectric
nature of collagen and streaming po-
tentials.* The fascia, i.e. living ma-
trix, acts as agiant liquid crystal ca-
pable of creating large coherent (la-
ser-like) vibrations as a result of os-
cillations of the large numbers of mo-
lecular arrays.* James L. Oschman,
PhD*# points out that these arrays can
receive energy from — or send energy
fields to — the external environment
much like an antenna. The arrays aso
alow for rapid intercommunication

throughout the body outside of the ner-
Vous system.

These proteinmolecular arraysare
responsiblefor the ability of tissueto
change viscosity from more of alig-
uid (sol) to more of a dense consis-
tency (gd). CarlideHolland, DO? has
eloquently discussed the viscoelagtic
and viscoplastic nature of human tis-
sues and their responses to outside
forces. Sol-gd interconversions have
been shown to be influenced by elec-
tromagnetic energy.* Tissue texture
may be viewed as a sol-gel phenom-
enon. OMT influences gel-sol quali-
tiesin tissues.

In somatic dysfunction, tissuetex-
ture often feels “harder, denser,
ropier, stringier, doughier” than in
normal tissue. Perhaps these abnor-
mal tissue texture findings are main-
tained by local currents of injury and/
or electromagnetic fields and are ac-
tually energetic phenomena rather
than inflammatory ones.

A “current of injury” iswell known
asthe cause behind an abnormal ECG
in a patient who has suffered a myo-
cardial infarction. Oschman® points
out that acurrent of injury isactually
a low voltage semiconductor direct
current that controlstissuerepair. All
fasciaand the perineurium surround-
ing nerves are semiconductors (i.e.
“perineural conducting system”) and
actually provide for a different type
of electrical conduction than the
nerves themselves (i.e. ionic cur-
rents). Semiconductor currentscan be
influenced by magnetic fields. This
may explain why tissue abnormali-
tiesand pain can be improved by the
application of static magnets, pulsed
magnetic fields,*"%! and even the mag-
netic energy fields projected from the
hands of healers.”

The fact that dynamic strain-vec-
tors can be palpated into the human
energy field suggests that thereisan
electromagnetic field component. As
the clinician “locks on” to the end-
point of the strain-vector, a palpable

O
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high-frequency vibration can be felt
in both the sensing and treating hands
as the patient’s tissues cycle through
adtill point. Thisvibration disappears
as the tissue resumes normal tissue
motion. Additionally, if the endpoint
isinthe human energy field, thefield
collapses at thetermination of the still
point.

In summary, Dynamic Strain-Vec-
tor Release (SVR) is an effective
therapy in the treatment of somatic
dysfunction. This technique may be
used as a primary treatment or for
“touch up” for residual pain and dys-
function after other OMT modalities
have been employed. It is extremely
effective in releasing both acute
chronic somatic dysfunctionsthat are
refractory to the other techniques by
addressing the energetic contributions
to dysfunction that are usually over-
looked. It operates from a different
model than most traditional osteo-
pathic techniques. Additionally, this
technique can be easily taught to stu-
dents and clinicians.

McConnell, one of the most pro-
lific researchers, writers and vision-
aries of our profession, pointed out
as early as 1938 that “Until we as a
profession truly appreciate and under-
stand therole of biophysics, of the ne-
cessity of physiological mechanical
integration, wherein space, face, and
interface, separation and compartment,
in their particular associations are in
reality the basisof energetics, and con-
sequently of every nervousimpulseand
of al circulatory requirement, our
therapy isgoing to lack thevital punch
of comprehensiveness.”*

These words echo loudly in the
halls of contemporary osteopathic
education, research, and practice.
Perhaps not working actively with
energy ispart of what weare missing
as osteopathic clinicians in our lim-
ited awareness of looking at the pa-
tient through our somewhat fogged
bi omechani cal-neurophysiol ogical -
anatomical osteopathic spectacles.

Perhapsthisiswhy we often get lim-
ited results with our hands-on at-
temptsat correcting somatic dysfunc-
tion even though we have used every
OMT techniquein the book. Perhaps
“thebook” isincomplete and we have
limited ourselves to limited options.
Maybe energy carries the primary
dysfunction and thus is the core dis-
turbance in many health problems.

We suggest that in addition to the
on-going research into the nature of
osteopathic treatment and its efficacy
using contemporary physiological
and anatomical models, we
“S.T.A.R.T.” looking very seriously
at other models such as biophysics
and energetics to elucidate what we
arereadlly doing inthe attempt to help
our patients heal. One study might be
to utilize the sensitive SQUID mag-
netometer to study themagneticfields
of somatic dysfunction, trigger points,
and acupuncture points and the mag-
netic field interactions between healer
and patient during a healing session.
“Digon...”
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Facilitated Oscillatory Release —
a method of dynamic assessment
and treatment of Somatic

Dysfunction

Zachary J. Comeaux DO, FAAO

Abstract

Facilitated Oscillatory Release
(FOR) is a method for the dynamic
manual application of oscillatory
force organized to be useful in osteo-
pathic diagnosisand treatment. It pre-
sumes the intimate familiarity of the
osteopathic physician with the func-
tional anatomy of the patient, and
other traditional manipulative ap-
proaches. The goal is entrainment of
the proprioceptive coordination pro-
cess of the body to reset to a neutral
state after strain or trauma. FOR does
this by engaging the body’s own
rhythmic neural coding process.

This method relies on the neuro-
physiologic constructs of resonant
cell assemblies and sync fire chain-
ing along with signal phase coherence
patterns, to describe integrated coor-
dination of muscle control at and
above the cord level. These concepts
help explain the more specific mecha
nisms involved in the alpha-gamma
phasic resonant coactivation and their
role in recruitment of muscle fiber
groups in maintaining hypertonus,
alluded to but not elaborated in
CounterStrain and Muscle Energy
theory.*2

The FOR method uses the
practitioner’s sense of tissue dynam-
ics in order to make a diagnosis and
to execute a specifically focused ap-
plication of restorative force. Tissue
is handled as a participant in wave
mechanics. Implications for neuro-

physiologic entrainment are de-
scribed. Common structural diagno-
sis and treatment strategies are in-
cluded along with their principles of
efficacy. Since all osteopathic tech-
nique works with the body’s own
mechanisms, the examples are given
in such away that the principles may
be implemented in the context of the
practitioner’s preferred techniques
where possible.

Introduction

The intention of osteopathic
manual contact has aways been to
maximize the body’s harmonious
structural and functional balance.
Actualy, the pursuit of further under-
standing and efficiency in osteopathic
treatment rests on a progressive un-
derstanding of theinterrelationship of
structure and function in the nature
of the person, our patient. Past ad-
vancesin technique havelargely been
empirically derived, from insightful
observations of symptom responseto
an intended or unintended interven-
tion followed by physiologically ori-
ented reflection to explain the effec-
tiveness of the technique.

Facilitated Oscillatory Release
(FOR) isderived fromtwo directions
of intentional exploration. Oneisthe
desire to apply more simply Robert
Fulford DO'’s vibratory method of
treatment without the dependence on
the percussor. The second is the in-
tention to intervene in dysfunction

using the body’s own patterns of os-
cillatory organization. | have briefly
referred to this latter topic in the re-
view article, “The Role of Vibration
or Oscillation in the Devel opment of
Osteopathic Thought”, in the Fall
2000 issue of the AAOJ.2 In the
present article, | will introduce FOR
as a method of diagnosis and treat-
ment, and spend more time introduc-
ing aspect of neuroscience that the
osteopathic community should find of
interest in further understanding so-
matic dysfunctionin general, beyond
the specific needs this method.

For those not familiar, Dr.
Fulford's contribution to osteopathic
mani pul ative work wasto further ad-
vance Sutherland’s appreciation of
the fine coordinative processes of the
body and their manual appreciation.
He felt that dysfunction, especialy
chronic dysfunction, depended on the
residueof atraumatic event retainedin
the fascial tissue partly on the level of
chemical retention of fibrin bonds, but
partly through aquantum physicslevel
continuity, which classically had been
understood as the etheric body.

One of his more easily taught
methods of releasing the patient for
the effects of such traumawasthe use
of the percussion vibrator. The
Foredom Percussor or “hammer” was
used to entrain through vibration “ en-
ergy sinks’, or tissue areas nonre-
sponsive to the normal physiologic
demand for motion. He perceived
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these partly by sensing lack of reso-
nance. Such effects could involve
subsequent articular or regional re-
striction of motion, but many times
the symptom involved a root cause
of restriction in the energy, (etheric
or L-field). Fulford taught several
other methods reliant on hand and
mind contact. However, my attempts
here are aimed at allowing applica-
tion of the principles for those who
aremost comfortableworking prima-
rily with the physical aspect of the
body.*

Working under Doctor’s (Fulford)
tutelage, | would not consistently
have the same experience on pal pat-
ing the patient as did the Doctor.
However, | would consistently feel
muscle tension and release corre-
sponding to the quality and timing of
events he would describe. | wished
to look for a more universal way to
describe these events. As | would
work, | found manual oscillation to
complement amyofascia approach to
dysfunction. Asl progressedinthisex-
ploration, | would useit to complement
my approach to the barrier in muscle
energy work.

Reviewing and exploring in the
medical literature, | became ac-
guainted with the phenomenon of the
tonic vibratory reflex. Long known
inthefield of muscle physiology, just
as were the Hoffman or H-reflex and
thestretch reflex, thisawaited aclini-
cal application. The tonic vibratory
reflex is a phenomenon that is vari-
ously described. When an arm
muscle belly isvibrated at the appro-
priate frequency, (40-100Hz), the sub-
ject loses a sense of wherethelimbiis
in space, the muscle or its antagonist
muscle contract in a non-voluntary
way, and a sense of motion occurs of -
tenintheabsence of displacement 5678
Further work in a cat model demon-
strates that the reflex organization is
distinct from other pathways but in-
volves the gamma motor system.®

Further neural models explained
below will suggest a practical asso-

ciation of these phenomenawith other
aspects of contemporary neuromus-
cular physiology. For now let me say
that the tonic vibratory reflex leads
to musclerelaxation, implementing a
readjustment of gammagain. It works
inthe range of frequency used by Dr.
Fulford (up to 65 Hz), and relies on
oscillatory depolarization of associ-
ated neuromuscular tracks in phase
coherent patterns.

Theory

What do | mean by this phase, co-
herent patterns? These terms intro-
duce usto thefunctional side of what
we all know as the final common
pathway in muscle activation. Frank
Willard, PhD has reviewed recent
theory with regard to segmental
modul ation of painand hypertoniaand
their influence on base motor tone at
thecentral or spind level at many AAO
educational symposia. The anatomic
specificity of pathways supporting the
hypothesis of facilitation, hyperexcit-
ability of afferent/efferent loops by
sympathetic input is dependent on de-
scriptive circuitry. This represents a
refinement on our appreciation of the
pertinent anatomy, the structure, and of
certain aspects of function.

A further appreciation of thefunc-
tional aspect of motor activation and
the response to stress comes from
another area of neurophysiology. In
working out the problem of specific-
ity in coding and binding in the cen-
tral nervous system (theway inwhich
sensory stimuli are discriminated and
stored), theorist noted that specific
cell populations can be involved in
the processing of various stimuli;
sometimesindividual cellscould par-
ticipatein several processes simulta-
neously. The patterns of depolariza-
tion, rather than exclusively the lo-
Cus or synaptic pathway, emerge as
significant in stimulus recognition.
Beginning with Hebb's work in the
1940s, researchers describe the reso-
nant depol arization of groupsof cells,
cell assemblies, their oscillatory de-

polarization, and the persistence of
the coherence phase synchrony of
these patterns, that constitute an event
inthe CNS, astimulus recognition, a
memory, an association. 101213

Others have noted this function
also in the PNS, in the spine
(Windhorst) and so the body records
pain and responses with hypertonus
not simply with the continual dis-
charge of a synaptic pathway, but
through the pattern of cyclic depolar-
ization within a population of cells
(cell assembly). The relationship of
phase coincidence and variation, or
coherence, provides a code by which
the body regulates activity. Thresh-
old for activation of afunction isde-
pendent on coherence or resonance
of cells linearly related in a chain
(sync-fire chain) asthe means of com-
muni cation. #1516

Phase synchrony or total coher-
enceisequivalent in auditory experi-
ence to sounds being of the same
pitch. In our sensual experience
sounds dlightly off pitch generate a
beat frequency between the two
notes. Sounds too far off pitch are
perceived as noise, with no harmonic
relationship to the original sound.
Sounds at resonant intervals at an
octave above or below again have a
harmonic relationship to the first
sound. What is proposed in the newer
view of resonant cell assembly inter-
action is that oscillatory depolariza-
tion generated in response to astimu-
lus dominates neural function until
one of disharmonic character arises
to“swamp” theoriginal pattern. Any
circuit, including the Alpha-gamma
system and their afferents will main-
tain a depolarization pattern until in-
duced by new inputs to change that
pattern.t’

This activity continues below the
level of thethreshold of activation of
muscle to gross contraction. Thereis
extensive but diversely distributed
literature on this work, but the most
impressively applicable | have found
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comes from a Swiss rehabilitative
research physician, Giseler Schalow,
who, in partial cord transected pa-
tients requiring other surgery, has
monitored the activity of single pairs
of contralateral (Left leg —right leg)
distributed motor neurons. The state
of paresis demonstrated one pattern
of phase relationship in firing differ-
ing from that in normal function. Af-
ter application of arepetitive oscilla-
tory input to the distal extremity, (pa-
tient supported by a harness and
bouncing on a trampoline, the sub-
jects show progressive normalization
pattern of firing in oscillatory phase
between the neurons reapproximating
normal functional pattern, and this
coincides with progressive return of
motor control and independent gait
to the subjects.181°

Most of our somatic dysfunction
does not represent the same extreme
case, but | believethe principlesapply.

Application

Having risked losing you to the
theory of the omnipresence and sig-
nificance of bioregulatory oscillation
even in the musculoskeletal system,
which can involve some seriousread-
ing, let me introduce you to the prac-
tical application of the method.

Dynamic Motion Testing and
Treatment Strategies:
an overview

The diagnostic method described
predisposes a palpable dynamic as-
pect of tissue function as an exten-
sion of our usual static appreciation
of tissue texture and incremental
motion testing. Dynamic assessment
can give a higher level of informa-
tion about the body’sintegrated prop-
rioceptive status.

Rhythmic motion, not just motion,
seems to be integral to life. Babies
rock spontaneously; rhythmic dance
is part of all cultures. If one is a
walker, or a runner, or a biker, one
appreciates that these states of activ-

ity represent a base state against
which one can judge change in func-
tion. While running one may note a
favoring one aspect of stride, imbal-
ance of gait cycle, the effect of fa-
tigue and compensation for these.
One cannot easily assess rhythmic
function in apatient by chasing them
as they walk or run to try to palpate
this higher level of proprioceptive or-
ganization. However, | havefound use-
ful ways to induce rhythmic motion.
In doing so, we consider the linear ar-
rays of connective tissues, on several
organizationa levels, to be capable of
transmitting force as a rope transmits
force in wave form, in ways that can
be anticipated. Variations from the an-
ticipated pattern reflect dysfunction.

Wave Physics and Tissue
Response to motion challenge

Reviewing basic wave physics, a
rhythmically shaken rope behavesin
a predictable fashion. If one end is
fixed, someforceistransmitted to the
fixed attachment and some creates a
reflected wave. If a system where
both ends are fixed, a standing wave
may arise which may also dissipates
force through sound, such asin agui-
tar string. The behavior of the wave
pattern in astring can allow usto de-
duce whether it is affected by an at-
tachment at one end or two. Muscles
act as potential transmitters of wave
force, attached at both ends, origin
and insertion.

When two forces, transmitted in a
medium as waves, encounter on an-
other there is the summation of the
two. If the displacement of the me-
dium isin the same direction the re-
sultant wave shows an additive peak.
If there is displacement in opposing
directions, the waves cancel one an-
other out to some extent and thereis
a wave less that one would expect
from the operation of onewaveaone.

One special case of summation is
dampening, then the anticipated reso-
nanceislessthan one expectsbecause

of an unanticipated third contact ab-
sorbing force. Any third attachment or
contact will act to distract force, limit-
ing potential vibration, described as
dampening the finger on the guitar
string. If | introduce oscillatory motion
into a system, | should be able to an-
ticipate aresponse. And thisisthe ba-
sisfor dynamical motion testing.

If one taps a glass, one expects a
tone depending on the quality of the
glass and fluid level. If one doesn’t
get the tone expected, maybe some
outside influence is dampening the
resonant response.

Application to the Body

With these principlesin mind, con-
sider theresponsetointroducing rhyth-
mic oscillatory motionin abody mem-
ber, alimb or paraspinous tissue, and
thepotential for ng restriction of
motion (dysfunction) by noting any al-
teration from the expected response, or
resonance. By inducing organized,
standardized rhythmic motion, many
conclusionsabout the degreeand loca
tion of gross or subtle dysfunction of
tissue can be identified.

How doesthistranslate into a pro-
tocol for assessment of spinal seg-
mental function, a staple areafor os-
teopathic work?| position the patient
prone, which flattens out much of the
postural curve. Standing on the
patient’s left, | use my hands to in-
ducerhythmic oscillatory motioninto
the torso. Using the mass of the pel-
vis to begin oscillatory motion with
my right hand resting on the sacrum
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or ileum to develop a rhythmic ca
dence. The endogenous rhythmic
character of thisregionusually alows
200-240 cycle per minuteto feel reso-
nant. | monitor theresponseinthetis-
sue with my left hand anywhere on
theright side of the spinethat | choose
to assess.

If | compare the response from
segment to segment making a linear
connection between the tissue mass
engaged under the |left hand and seg-
mental contact with the hypothenar
eminence of theright hand, | can feel
which segments do not participate so
easily in the harmonic motion pattern.
| can infer dampening or other inter-
ference from hypertonic musculature,
ligamentous articular tension, fibrosis,
all of whichidedly should berespond-
ing in ageneral rhythmic pattern.

Once | establish a standing wave,
| can use this left hand to introduce
it's own motion either complement-
ing the existing standing wave cre-
ated by the tissues response to my
introduced motion (a basis for indi-
rect technique). Or | can use the right
hand to go 180 degrees out of phase
with the pelvic motion (abasis for di-
rect technique). This introduction of
correctiveforcethen confrontsor rein-
forces the momentum of the dominant
rhythmic pattern of the tissues, which,
in dysfunction, is not representing a
homeostatic optimum condition.

Key to treatment

Motion is life. Revitalization, or
return to higher function, resultsfrom
rhythmic entrainment of theresistant
tissue. If one exaggerates the direc-
tion of restriction of the segment (T6
will not so easily left rotate) on pro-
vides an oscillatory treatment. If one
exaggeratesin adirection to resist the
direction of ease of the segment in-
volved, oneisproviding adirect oscil-
latory treatment. Other methods of os-
teopathic manipulation areinterpreted
asdecreasing the dampening of endog-
enous rhythmicity by other means,

mechanica or neurofunctional.

The premise of the method is that
the gross tissue character follows
from the microscopic structure and
function, which communicates
through a pattern of oscillatory or-
ganizational function, andisliableto
entrainment by a resonant or near
resonant oscillatory function, even if
extraneously introduced. Connective
tissue has the capacity to generate a
minute electric potential in response
to stress. In dry bone specimens this
iscaled piezoelectricity; inliving wet
tissue these are called streaming po-
tentials. The work with tonic vibra-
tory effects on the gamma system of
proprioceptive muscle tone al so sug-
gests that these potentials are liable
to being influenced by oscillatory in-
put and that the associated signals
from the spindle fibers themselves
translate into changes in base-line
muscle tension. In this work rhythm
or phase coherence, not amplitude of
force or mechanical displacement, is
the key feature of effective corrective
force. The mechanical aspect isim-
portant in supporting oscillatory func-
tion, just asthe neck and tuning pegs
of aguitar are essential. However, the
operative principles in harmony are
of another order.

Application in the limbs —
lower extremity

The above cited regional and seg-
mental procedure can be extended to
diagnosing and treating in the ex-

tremities. The lower limb iseasier to
model and will beused asan example.

Approaching the supine patient
from the foot, | support the right leg
in both hands gentle an inch or two
above the table. Introducing gentle
traction to put the fascia under ten-
sion, focusing my attention, | can
sense fascial connectedness up into
the pelvis using the leg as along le-
ver. Introducing gentle oscillatory
forceinahorizontal or vertical plane,
| can assess response reflecting rela-
tive resonant responsiveness, and if
resistance is found, isolate it by
changing the vector of tension, in-
cluding external or internal rotation.
As noted above, if one encounters
relative resistance, tissue relaxation
may befacilitated by engagingit, and
introducing a persistent oscillatory
stretch against this resistance. Ini-
tialy, | will assessat about 180 cycles
per minute, whatever the endogenous
tissue will support, for just 8 to 10
cycles for assessment.

To work more directly with the
pelvis, | lift the heel in both hands to
my waist height, introduceinternal or
external rotation to engage the in-
tended treatment target, and introduce
a horizontal oscillatory force, at the
endogenousrhythmicrateuntil release
occurs. | may assessthisby increasing
torsion during oscillation or, | may
pauseto reassessin aquieter mode. All
this can be done very quickly and effi-
ciently as one moves through the re-
gion by changing hand contact or vec-
tors. One can shorten up one'sgrip be-
tween pointsof contact for morelocal-
ized assessment as | have described
below in the upper extremity.

Hopefully one begins, asonereads,
to seethat the goal isto promotetissue
relaxation, enhancing connectivetissue
hysteresis, through rhythmic motion.
The principles of the method may be
used in any setting in which connec-
tive tissue stretch is an element of the
treatment. Muscle and connective tis-
sue represent a syncytia continuum.

O
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Methods of impacting them use com-
mon principles and so methods can be
eadly eclectically combined.

Upper extremity

In the upper extremity, the range
of motion is more complex and the
potential for restriction follows suit.
Dynamic assessment must be read-
justed according to one's intent.

In seated of supineposition, onecan
evauate the total limb and its attach-
ment to the trunk using the arm as a
long lever as indicated in the section
above, grasping with both hands at the
wrigt. By varying positionsof grasp and
the tension and direction, one can as-
sessthelongitudina fasciaof thearm,
the periscapular tissue, rotator cuff of
pectoral musculature and clavicle. By
separating the hand contact, one can
assess a subset of the region and ex-
plore more anatomically specific tis-
sues, the forearm, and elbow flexors,
individual rotator cuff muscles. Once
resistance is identified using connec-
tivetissue cues, an oscillatory strategy
isinitiated, working with thetissuesen-
dogenousrhythmicity, toinducegreater
mobility.

Clinically, | use this approach as
part of my treatment to overuse syn-
dromes involving partial brachial
plexus compression by a complex of

tissues, “ frozen shoulder”, carpal tun-
nel compression. A gentle oscillatory
rotational motion is coupled with bal-
anced ligamentous tension technique
for interphalaged joint synovitis after
compression of “jamming” afinger.

Cervical, Cranial Applications

In a relaxed supine patient posi-
tion, one can apply these techniques
inthecervical and crania area. Inthis
approach, the position of the handsis
intent on providing a relaxed and
comfortable position for the patient,
and localization of forces by the phy-
sician depending onyour intention to
adirect or indirect approach. These
principles can be interpreted to fit as
an addition to a muscle energy, con-
nective tissue, function or ligamen-
tousarticular release approach. Once
one has localized forces to assess,
then treat with gentle oscillatory force
as a fluttering rotation of the
operator’s wrist, one can introduce
sufficient rhythmic force to assess

resonance and promote rhythmic re-
sponse. Asrelaxationisachieved, the
set up can be advanced to engagefur-
ther resistance at the discretion of the
operator.

In cranial work thisadjunctismost
useful if oneis concentrating on en-
gagement of membranous-articular

restriction. The same principles ap-
ply and one engages an identified re-
striction of function or motion, local-
izing in whatever manner is custom-
ary, and introduces the rhythmic os-

cillatory motion through one of the
hands of the hold. The motion is a
gentle, inductive, and facilitory flut-
ter. Theamplitude of oscillationisan
inch of wrist rotation at 400-450 cpm.

Focal Application

For applications in inhibiting or
softening tissue at a very focal loca
tion such as in irritated intercostals
muscle, or rectus capitus near the OA
joint, or tightnessintheiliotibial band
insertion at the knee, | will use a
braced index finger to apply arapid,
focused vibratory force using my
forearm to generate the smooth mo-
mentum for continued oscillation.

Summary

The above is a description of a
method of discovering, engaging and
releasing restrictive dysfunction on
the body’s own terms. Successful
mani pul ation has always represented
adialogue with thetissues. A signifi-
cant amount of scientific evidenceis
mounting to identify the dynamic
coordinative processesthe body uses,
especially inneuronal and neuromus-
cular function.

Facilitated Oscillatory Releaseisan
approachwhichtriesto understand and
communicate with the body under
strainin response to trauma, using it's
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own coordinative language of oscilla-
tory rhythmicity. It represents ablend-
ing of principlesderived from Fulford's
Percussive Vibration model, Connec-
tive Tissue Release, Muscle Energy and
severa older methods.

The method represents a different
way to think about existing methods
and a bridge to a organizing more
functional, dynamic expansion of our
mechanica models and methods.
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19.Schalow, G. Zach,G. 1998. Neuronal Re-
organization through Oscillator Formation
Training in Patientswith CNS Lesions, J.
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Zachary J. Comeaux, DO, FAAO
Associate Professor/Section of OPP
West Virginia School

of Osteopathic Medicine
400 N. Lee Street
Lewisburg, WV 24901
Fax: 304/645-4859
E-mail: zcomeaux@wvsom.edu

2004 Annual Convocation

American Academy of Osteopathy

The Application of Osteopathic Principles

in the Management of Chronic Disease
JaneE. Carreiro, DO, Program Chair person

4'/7 March 17-21, 2004

The Broadmoor Hotel
Colorado Springs, CO
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Philip Greenman, DO, FAAO
Featured Speaker
Author of Principles of Manual Medicine

Brad S. Sandler, DO,
Program Chair

Course DescripTION: LEVEL I

How to access muscle balance of the musculoskeletal system,
particularly in reference to somatic dysfunction. The primary

goal isto prescribe an exercise program and self-mobilization
techniques to fit the patient’s somatic dysfunction in order for
the patient to manage themselves.

LEARNING OBJECTIVES:

1. To understand the functional anatomical connections of upper
and lower quarter muscul ature to the proximal trunk and pelvis.

2. To introduce the concept of neuromuscular imbalance as a
contribution to chronic musculoskeletal dysfunction.

3. To learn exercises to address specific somatic dysfunctions
found in the vertebral column and pelvis.

4. To be able to design and sequence a home exercise program
for patients to complement manual medicine.

5. Tobeableto instruct the patient in an exercise program based
upon his’her functional goals and life-style.

PREREQUISITES. Functional Anatomy; One Level | course
or equivalent

ProcRAM _TIME TABLE:

Friday, January 23 8:00 am - 5:30 pm

Saturday, January 24.........cccceeeeeeeieieennennns 8:00 am —5:30 pm

Sunday, January 25 .........cccceeeeeieeeenseenenn, 8:00 am —12:30 pm

(Friday & Saturday include (2) 15 minute breaks and a (1) hour lunch;
Sunday includes a 30 minute break.)

CouURSE L OCATION:

Midwestern University/Arizona College of Osteopathic Medicine
19777 N. 59th Avenue
Glendale, AZ 85308

HoreL ACCOMMODATIONS:
For hotel possihilities, visit: www.hotel s.com; www.expedia.com;
www.travel ocity.com; www.priceline.com; or www.BizRate.com.

Diagnosis of Muscle | mbalance
and Exercise Prescription

(The Greenman Protocol)

AZCOM, Glendale, AZ
January 23-25, 2004

The program anticipates being approved for 20 hours of ACA
Category 1-A CME credit pending approval by the AOA CCME.

r-—-r——————— — —— — — — 1
| REGISTRATION FORM |
: Diagnosis of Muscle Imbalance and :
| Exercise Prescription |
| January 23-25, 2004 |
I Full Name I

Nickname for Badge :
| Street Address |
I I

ity ate ip
| Ci St Zi I
: Office phone # Fax #: :
| E-mail: |
| ACA # College/Yr Graduated |
| I need AAFP credit O |
makes every attempt to provide snacksmealsthat

(AAO mak id ks/mealsth
| will meet participant’s needs. However, we cannot |
| guar anteeto satisfy all requests.) |
: REGISTRATION RATES :

On_or BerFore 12/23/03 ArTeER 12/23/03

| AAO Member $550 $650 |
| 1ntern/Resident/Student $450 $550 |
| AAO Non-Member $755 $855 I
| (Non-members — see member ship application on page 23) |
I I
| AAQ accepts Visa or Mastercard |
I I
| Credit Card # |
I Cardholder’'s Name :
| Date of Expiration |
| Signature |
I I
I I
L A
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Boot Review

Reviewer: Nancy Vitucci

New book traces osteopathic philosophy’s ties to modern science

When James J. McGovern, PhD, and Rene McGovern, PhD, began researching their book, Your Healer Within—A
Unified Field Theory for Healthcare, they did not have to go far.

As the president of the A.T. Still University of Health Sciences and as an associate professor of neurobehavioral
science at the university’s Kirksville College of Osteopathic Medicine (KCOM), respectively, Drs James and Rene
McGovern made full use of the Still National Osteopathic Museum, which is located on the university’s campus.

The museum’s collection of books about Andrew Taylor Still, MD, DO, articleswritten by Dr Still, and his handwrit-
ten materials became important research tools for the married authors.

Your Healer Within explores the body’s innate ability to heal itself and probes whether there is a relationship be-
tween the philosophy of osteopathic medicine and the findings of modern science. The book also discusses how the
mind, body and spirit tenet of osteopathic medicine isfound in many different cultures, including Asian, Muslim and
Buddhist.

Seeking inspiration

In the book, the Drs McGovern report that Dr Still was inspired by three scientists from the 1800s: Louis Pasteur,
Charles Darwin and Rudol ph Virchow. According to the authors, Dr Still drew upon the philosophies of these scientists
in devel oping the three key principles of osteopathic medicine: the unity of mind, body and spirit; the interrelationship
between structure and function; and the body’s ability to heal itself.

“From studying these visionaries, Dr Still realized that nature is constantly trying to perfect the body, which can heal
itself,” says Dr James McGovern, who holds degrees in physics, mathematics and natural sciences.

Was a connection proved

Throughout their book, the Drs McGovern try to show aconnection between the philosophy of osteopathic medicine
and the philosophies underpinning other approaches to medicine.

Thomas Wesley Allen, DO, believes the authors succeeded in that task.

“In an interesting way, the book connects the history of medicine to the philosophy of osteopathic medicine,” says
Dr Allen, the immediate past vice president for health affairs and dean of the Oklahoma State University College of
Osteopathic Medicine in Tulsa. “Dr Still borrowed from ancient philosophies and medicines. Through research, the
authors demonstrate how we can find the teachings of osteopathic medicine in other fields of medicine.

“Readers of the book will gain insight into our profession’s history.”

Arnold Melnick, DO, however, is not convinced that the authors showed a connection between Dr Still’'s philoso-
phies and other medical traditions.

“In reading the book, | found that some theories seemed unsubstantiated,” contends Dr Melnick, the founding dean
of the Nova Southeastern University College of Osteopathic Medicine in Davie, Fla. “Many of the sources on osteo-
pathic medicine cited in the book are not those normally cited in our profession’s literature, so | began questioning the
data and what the authors were trying to say. In contrast, Irvin M. Korr, PhD, received very little play in the book even
though heisahighly regarded researcher who studied the physiology of osteopathic medicine and osteopathic manipu-
lative treatment at KCOM and two other osteopathic medical colleges.

“Readers must be able to understand where the authors' thinking is leading—even if they don’t necessarily agree. |
couldn’t do that with this book.”

Who'syour audience?

While they disagree on how successfully Your Healer Within accomplishes some of its goals, Dr Allen and Dr
Melnick agree that the book could be of value to the osteopathic medical profession.

“The book could be arich resource to facilitate teaching the history of medicine at our schools,” suggests Dr Allen,
aformer editor in chief of the AOA and a former member of the AOA Committee on Osteopathic History. “Faculty
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members should use the book to strengthen their curricula”

Dr Melnick believesthat DOs could find valuein reading the book, but he warnsthat they should not expect a history
of the profession.

“The book isn't specifically about osteopathic medicine but rather isaphilosophical look at the history of medicine,”
says Dr Melnick, who retired from Nova Southeastern in 1998 as the executive vice chancellor and provost of its
Health Professions Division.

Where to find Your Healer
Your Healer Within, which was published in May by Fenestra Books, is available online at www.amazon.com and
www.barnesandnoble.com. The book is also available at KCOM's bookstore.
In addition, the book is being sold at the Smithsonian Institution, where A.T. Still University’straveling exhibit, The
Healer Within, is on display until Sept 2.
Reprinted from THE DO, an officia publication of the American Osteopathic Association, August 2003, vol. 44, No. 8, page 51

Manipulation At Home: Exercises Based On Osteopathic Structural Exam

Manipulation At Home: Exercises Based On Osteopathic Sructural Exam by David R. Essig-Beatty, DO isthe
first book to compile four types of exercises derived from osteopathic manipulative treatment. Positions of ease,
myofascial stretches, joint mobilizations, and postural strengthening exercises are provided as single page handouts
with clear descriptions and black and white illustrations for ease of photocopying. Written for manual medicine
practitioners, Manipulation At Home includes literature reviews of manipulation and exercises for common clinical
problems. Concise descriptions of exam skills are accompanied by clear line drawings and black and white photo-
graphs. 299 pages, 80 exercise handouts, 32 problem routines, soft cover, spiral bound, $36. Available now at the
West Virginia School of Osteopathic Medicine Bookstore by calling 1 800 356-7836 ext. 259 or by e-mailing
cknight@wvsom.edu

Dr. Essig-Beatty, associate professor of Osteopathic Manipulative Medicine/Family Medicine at WV SOM, has
worked 20 yearsin compiling material for his book. He first realized the need for literature on this subject matter
when he was in medical school and determined that no manual had ever been made that discussed proper manipula-

tive procedures for patients to perform on themselves. (Source: WV SOM News Release)
Reprinted from the West Virginia School of Osteopathic Medicine website, Bookstore

Ogeopathic Approach to Gastroenterology

(Visceral Technique)

Jean-Pierre Barral, DO, MROF will be returning in 2005.
Pre-requisiteto attend Dr. Barral’scourseisat least (2) visceral manipulation
AAO coursestaught by Kenneth Lossing, DO.

Colorado Springs, CO / p
March 15-17, 2004 M/ i/

Courst DEescripTiON: LEVEL |1
In this course the role of viscera dysfunction in various gastroenterology

diseases is explored. We follow traditional osteopathic thought of looking at the American Academy of Osteopathy
whole body, along with the specific area of symptoms. Principles originating with 3500 DePauw Blvd., Suite 1080
Dr. Still, along with many of his students, are incorporated, along with principles Indianapolis, IN 46268

and approaches from Barral. Medical diagnosis of GERD, dyspepsia hiatial hernia, Phone: 317/879-1881
peptic ulcers, cholestasis, chronic hepatitis, irritable bowel syndrome, and consti- Fax: 317/879-0563

pation, along with associated muscul oskeletal disorders will be covered.
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Elsewtrene cn Print

PALPATION OF SKELETAL MUSCLES: A PSYCHOMETRIC
EVALUATION OF THE MUSCULAR ITEMS OF THE
COMPREHENSIVE BODY EXAMINATION.

Journal of Musculoskeletal Pain, Vol. 11(1) 2003, 21-30.

Bunkan BH, Opjordsmoen S, Moen O, Ljunggren AE, Friis S.

ABSTRACT. Objectives. The present study aims at evaluating the psychometric properties of a palpatory examina-
tion of skeletal muscles.

Methods:. Fifty-one nonpatients (NP group), 17 Patientswith Pain Syndromes (PSP group), 27 Patientswith Psychaosis
(PP group) and four patients with nonpsychotic mental disorders were examined by pal pation.

Results: Through factor analysesfour subscalesemerged: 1. Peripheral Slackness (PS), 2. Central Hardness (CH), 3.
Peripheral Hardness (PH), and 4. Central Slackness(CS). The subscales showed highinternal consistency (Chronbach’s
alpha: .72-.92) and were dlightly to moderately intercorrelated. The PS, CH and CS subscal es discriminated signifi-
cantly between the NP and the PP groups. Compared with males, the femal eswere characterized by more slack and less
hard muscular consistency. No significant differences for any of the subscales emerged when comparing scores for
patients with and without medication.

Conclusions. The new subscales will be relevant for physiotherapists, physicians, and psychologists who want to
study the state of muscular consistency in individuals with various mental disorders.

Discussion. The authors of this paper consider that the concept of tone (measured by palpation) can be easily
confused with the neurological definition of tone (measured by passive movements or electromyography). The ques-
tions which concern them are: What is actually being measured during palpation of muscular consistency? What
degrees of hardness or slackness of muscular consistency imply pathology? These questions were focused on patients
with mental illnesses. Theauthors utilized the Comprehensive Body Examination (CBE) based on their work with the
Resource Oriented Body Examination (ROBE), comprising the domains of Posture, Respiration, Movements and
Muscular Consistency. Whilethe ROBE had been utilized to reveal degree of rigidity, changeability in body defences,
and definition of intervention, the CBE aims at measuring the four body domains. Thefirst author, the devel oper of the
CBE, performed al body examinations. 14 pairs of bilateral muscles which were utilized included extremities, shoul -
ders and back regions. The pairs of muscles included paralleled the central and peripheral dimensions of the group’s
study of Posture. Assessment of the muscles for hard and slack consistency provided a total of 56 ratings for each
patient. Intercorrelation of scores between sides of the body resulted in the use of mean score for each muscle pair in
calculation. Hard and slack muscular consistency is described as resistance to palpation, regardless of factors contrib-
uting to those characteristics. ldeal muscular consistency isinterpreted as slight, springy resistance to pressure, with
ease of manipulation. The middle of the muscle belly was usually palpated, in order to reduce the influence of interven-
ing factors such as connective tissue distribution. Rating wasdone by : 1. Evaluation of the subcutis (gripping askin
fold of about 5 cm. and lifting to estimate thickness); 2. Localization of the actual muscle to be pal pated; 3. Evaluation
of size and homogeneity of the muscle performed by sliding movements across the muscle; 4. Assessing compliance
(gripping the round muscle and pressing the fingersinto the tissue of flat muscle). It wasreported that a2 kg. force was
used to determine ease of indentation and springiness of muscle. The distance of compression in relation to thickness
was utilized asthe basisfor recording muscular consistency. Compressionswere limited to amaximum of 3to 4. Each
muscle's hardness or slackness was scored on a separate 7-point rating scales ranging from 0 to 6. [
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Osteopathic Treatment of Headache

The program anticipates being approved for 20 hours of
AOA Category 1-A CME credit pending approval by the
AOA CCME.

DESsCRIPTION:
Overview of the osteopathic treatment of headaches

OBUJECTIVES:

* Review epidemiology and etiology of headache

* Review types of headache

 Review current osteopathic treatment of headache
including indications and contraindications

* Review osteopathic diagnosis

* Review osteopathic manipulative treatment

* Review coding & billing implications

COURSE L OCATION:

Hilton Hawaiian Village Beach Resort & Spa
2005 Kalia Road

Honolulu, HI 96815

Phone: 808/949-4321

Website: www.hawaiianvillage.hilton.com

Room AccommoDATIONS. RANGE OF RATES:
Hilton Hawaiian Village $185-$495

For optional hotel accommodations, visit:
www.hotels.com; For best rates during January, typein
Honolulu and appropriate dates.

“aNe S

Honolulu, Hawaii
February 13-16, 2004

REGISTRATION FORM
Osteopathic Treatment of Headache
February 13-16, 2004
Full Name

Nickname for Badge

Street Address

City State Zip
Office phone # Fax #:
E-mail:

AOA # College/Yr Graduated

| need AAFP credit O
(AAO makes every attempt to provide snacks/meals that
will meet participant’s needs. However, we cannot
guar anteeto satisfy all requests.)

REGISTRATION RATES
On or Berore 1/13/04 Arter 1/13/04

AAO Member $550 $650
I ntern/Resi dent/Student $450 $550
AAO Non-Member $755 $855

AAO acceptsVisaor Mastercard

Credit Card #
Cardholder’s Name
Date of Expiration

Signature




