






















































were also noted in pain and distress 
scale ratings (see chart 4), median 
nerve hydration (see chart 5), carpal 
tunnel hydration (see chart 6), median 
nerve area and carpal tunnel area. 

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

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

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

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

Figure 2: A 1.0 cm pixel box is placed around the median nerve. The computer 
generates the mean and standard deviation for 121 separate pixel points within 
the pixel box. 
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Figure 3: A 1.0 cm pixel box is placed over the trapezium. The computer 
generates the mean and standard deviation for 121 separate pixel points within 
the pixel box. The pretreatment pixel intensity of the trapezium is chosen as the 
standard. All posttreatment pixel measurements are adjusted based on the 
pretreatment trapezium pixel intensity. 

of carpal tunnel syndrome? All six 
patients had a predominance of acute 
changes in the upper thoracic spine 
and upper ribs. Cell bodies of pre gan­
glionic sympathetic neurons con­
cerned with the upper extremity are 
located in the upper thoracic spinal 
cord segments.6 The smooth muscu­
lature in the walls of lymphatic ves­
sels contracts when sympathetic 
nerves are stimulated. This results in 
reduction in the size of the lumen, 
thereby impairing lymphatic drain­
age. 7 Increased sympathetic tone can 
close down lymphatic channels and 
lead to congestion in regions of the 
body. Upper thoracic dysfunction in­
creases sympathetic tone to the up­
per extremity and decreases lym­
phatic drainage. This may lead to the 
increased swelling observed within 
the carpal tunnel (and possibly the 
entire upper extremity) and the sub­
sequent production of symptoms. 

Do these findings support the 
role of the "double crush" in the gen­
esis of carpal tunnel syndrome. The 
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double crush hypothesis proposed by 
Upton and Mccomas explains that 
compression of axons at one location 
may not impair axoplasmic transport 
enough to result in denervation 
changes in their target structures, but 
if a similar amount of compression is 
simultaneously applied at a second 
location the threshold for denervation 
effects is exceeded. 8 The median 
nerve passes deep to the bicipital apo­
neurosis (the fibrous band connect­
ing the biceps tendon to the forearm 
fascia). It then passes down between 
the two heads of the pronator teres 
and through the fibrous arch formed 
by the flexor digitorum superficialis.9 

Most of the patients in this study had 
tension in the flexor muscles of the 
forearm. It is possible that increased 
tension in the flexor muscles of the 
forearm is providing one part of the 
compression and making the median 
nerve more susceptible to compres­
sion distally. The increased swelling 
observed within the carpal tunnel may 
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be providing the second portion of the 
compression, thereby leading to the 
production of carpal tunnel syn­
drome. Additional areas where the 
brachia} plexus may become com­
pressed include the interscalene tri­
angle, the space between the clavicle 
and the first rib, and underneath the 
pectoralis minor muscle. 

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

Conclusion 
OMT is effective in the treatment 

of carpal tunnel syndrome. OMT re­
sults in significant improvements in 
pain symptoms, wrist motions and 
nerve conduction parameters. OMT 
also results in decreased swelling in 
both the median nerve and carpal tun­
nel. Changes in the swelling of both 
the median nerve and carpal tunnel 
appear to more closely parallel 
changes in hand symptoms than with 
nerve conduction findings. Upper 
thoracic somatic dysfunction, acting 
by way of the sympathetic nervous 
system, may play a role in the devel­
opment of swelling in the carpal tun­
nel and the development of carpal 
tunnel syndrome. Somatic dysfunc­
tion involving the forearm flexor 
muscles may be contributing to the 
"double crush" and the subsequent 
production of symptoms. Treatment of 
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Chart 1: Comparison of the changes in the past week hand pain analog scales 
for the responder group and the nonresponder (O=no pain, lO=unbearable 
pain). 
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Chart 2: Comparison of the changes in wrist motion measurements ( combination 
flexion and extension)for the responder group and nonresponder. 
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Chart 3: Comparison of the changes in the sensory amplitude of the median 
nerve for the responder group and nonresponder. 
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Chart 4: Comparison of the changes in the pain and distress scale ratings for 
the responder group and the nonresponder. The scale is scored from 20-60. A 
higher score correlates with a greater level of disability. 
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the upper thoracic spine, upper ribs, 
lower cervicals and release of forearm 
dysfunctions are all crucial in the treat­
ment of carpal tunnel syndrome. 
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Chart 5: Comparison of the changes in the hydration (swelling) of the median 
nerve for the responder group and the nonresponder. 
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Chart 6: Comparison of the changes in the hydration ( swelling) of the carpal 
tunnel (with median nerve removed) for the responder group and the 
nonresponder.O 
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Osteopathic Medicine: 
A Description of 

Principles, 
Practice and Coding 

(on Video!) 

Sponsored by the American Academy 
of Osteopathy, this video program is de­
signed to assist state and local associations 
and individual osteopathic physicians in 
educating third party payers, healthcare 
regulators and policy makers about osteo­
pathic diagnosis and procedures. 

This video covers the following topics: 
• What is a DO? 
• What is the osteopathic difference 
• How osteopathic (OMl\1) diagnosis 

and treatment work. 
• Why the need for re-diagnosis at each 

patient vi sit. 
• Use of the new 98925-98929 CPT 

codes. 

Presented in language understandable 
by the sophisticated lay person, this pro­
gram should be presented to every third 
party payer that has ever questioned an 
osteopathic diagnosis or procedure. For 
state legislators and healthcare planners, 
regulators and policy makers, this program 
is an invaluable aid to understanding os­
teopathic medicine and OMM. 

The video medium is utilized to dem­
onstrate specific examples of osteopathic 
diagnosis and treatment emphasizing the 
uniquely osteopathic approach to the 
whole person. This is a program you can 
show to anyone who has wondered about 
our profession. 

Osteopathic medicine: a description of 
principles, practice and coding is available 
now at $19.95 (shipping and handling in­
cluded). This is a tool DOs have long 
needed! 

Order your copy of the 
Coding Video Tape 

by calling the 
American Academy 

of Osteopathy 
(317) 879-1881 

AAO accepts 

EB or ~ 
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AOA Convention 
October 25-27, 1999 

AAO Program Theme: 

Balancing your practice with OMT 
Ross E. Pope, DO, Program Chair 

This program is designed to offer a theoretical basis and provide insight into practical applications and use of the Common 
Compensatory Pattern. Gordon Zink, DO, was the first to recognize and develop a treatment model for this commonly found 
sequential pattern of fascia! compensation. The pattern occurs in virtually every patient we see on a day to day basis. It also 
represents a common linkage between all other treatment models and we will examine this relationship with the Postural, 
Muscle Energy, Visceral and Muscle Imbalance Models. In an effort to balance your practice, our goal is that you recognize 
this pattern and use it as a fulcrum between the needs of your patients and the use of osteopathic manipulative treatment. 

Monday, October 25, 1999 
8:00 am - 9:00 am AOA Opening Session 

9:10 am Welcome: Program Chairperson 
Ross E. Pope, DO 

9:15 am - 10:15 am Common Compensatory Pattern (CCP) 

10:00 am - 12:00 nn Lecture and Lab: Diagnosis and 
treatment of common patterns 
of visceral dysfunction 
Daniel Bensky, DO 

12:00 nn - I: 15 pm Lunch 

with associated systemic dysfunction 1: 15 pm - 2:00 pm Pharmaceutical Updates/Exhibits 
Michael L. Kuchera, DO, F AAO 

10: I 5 am - 11 :45 am Fascia! continuity 
Frank Willard, PhD 

11:45 am - 12:45 pm T. L. Northup Memorial Lecture 
James S. Jealous, DO 

12:45 pm - 1:15 pm Pharmaceutical Update/Exhibits 

J: 15 pm - 2:30 pm Alumni Luncheons 

2:30 pm - 3:00 pm Pharmaceutical Update/Exhibits 

3:00 pm - 5:00 pm Lecture and Workshop: 
The common compensatory pattern 
Boyd R. Buser, DO 

Tuesday, October 26, 1999 
8:00 am - 9:00 am Origins of the CCP: 

An obstetrical perspective 
Melicien A. Tettambel, DO, FAAO 

9:00 am - 10:00 am Lecture and Lab: 

Summer 1999 

Postural correction used for the CCP 
Robert Irvin, DO 

2:00 pm - 5:00 pm Lecture and Workshop: 
Commonly found somatic dysfunction 
and muscle energy techniques used 
for treatment of the CCP 
Guy Defeo, DO & Robin Dyer, DO 

Wednesday, October 27, 1999 
8:00 am - 10:00 am Lecture and Lab: Muscle testing: 

Patterns and muscle imbalance 
associated with the CCP. 
Brad Sandler, DO 

11 :00 am - Coding Update 

12:00 noon Judith A. O 'Connell, DO, FAAO 

12:00 nn - 1:15 pm Lunch Break 

I: 15 pm - 2:00 pm Pharmaceutical Update 

2:00 pm - 5:00 pm Therapeutic Exercise: Treatment 
of Patterns of Muscle Imbalance 
Brad Sandler, DO 
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These two CDROMs, specifically designed for 
students and practitioners, are a " must have" for 
individuals in all fields of manual medicine. They 
contain: 
• 3-D animation of normal and pathologic motion 
• Video clips of muscle energy and high-velocity, 

low-amplitude treatment techniques 
• Visualization of spinal anatomy and 

biomechanics 
Extensive use of multimedia (video, animation, and 
interactive simulation) has been shown to facilitate 
learning and retention of complex medical 
materials. The use of a standard Internet browser 
makes navigating through the units of material 
almost intuitive; Self-testing exercises after each 
section provide you with feedback. Installation 
and operation is a simple and straight-forward 
process, and we unconditionally guarantee that 
you will be satisfied or we will refund your money. 

We also offer physicians the opportunity to 
conveniently and inexpensively obtain CME 
credits. MSUCOM will award 15 hours of 
Category 1-B CME credit when an accompanying 
quiz is completed with a passing grade of 70%. If 
you have a computer, you can complete the 
requirements for obtaining Category 1-B credits . 
in the convenience of your home or business. 
The use of a standard Internet browser makes 
navigating through the units of material almost .. 
intuitive; Installation and operation is a simple 
and straight-forward process. 

Order Form 

Osteopathic 
Principles 

& 
Practice 

on 
CDRO·M 

Questions? 
Email : hallgren@com.msu.edu 

Telephone: 517-355-4674 

Fax: 517-432-1339 

Web: http://hal.bim.msu.edu 
Michigan State University 
College of Osteopathic Medicine 
East Lansing, Ml 48824 

@ $75 Cervical Spine CDROM/Manual . . . . =@ $75 Lumbar Spine CDROM/Manual + $6 shipping & handling for up to 2 CDROMS, allow 4-6 weeks for delivery 

_ @ $225 CME CDROM/Manual + $8 shipping & handling - allow 4-6 weeks for delivery 
Name: _ _________________ _ 

Address: _________________ _ 

Telephone: __________ _ 
Payment Type (check one): 

Check enclosed !fililll 
Visa ~ MasterCard mJlllll 
Visa/MasterCard No: _____________ _ 

Expiration Date: __________ _ 

Signature (required): _____________ _ 

Total Amount: $ ______ _ 
Mail or fax this order form to: 
IMC Marketing Division 
P.O. Box 710 

Software and Hardware Requirements: 

•computer - Pentium grade PC, 133 MHz or higher 
•operating System -- Windows 95, 98, or NT 4.0 
•Memory - at least 32 Mbyte of memory (RAM) 
•Hard Disk - 100 Mbyte free disk space 
•co-ROM - at least an BX drive 
•Video - 16-bit color at 800X600 resolution 
•sound card -- SoundBlaster-compatible 
•simplified Operation - Start the program by inserting 

the CD-ROM into the CD-ROM drive of your computer. 
•Technical Support - In the unlikely case that should 

need it, we will provide you with free technical support. 

Michigan State University 
East Lansing, Ml 48826-0710 
Fax: 517-432-2650 Order on-line at http:/lntweb1 .ais.msu.edu/imc_shop 
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Osteopathy - A philosophical per~pective 
continued.from page 24 

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

Merleau-Ponty's phenom-

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

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

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

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

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

that you end with anatomy, 

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

a knowledge of anatomy 
is all you want or need, 

as it is all you can use or ever will use 
in your practice, although you may live 

one hundred years." 

at the same time. 
Perception is always par-

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

In his Philosophy of Osteopathy, Dr. Still states: 

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

perspecti vi ty, in terpreta­
tion, and the notion of hav­
ing an "eye" for things. In 

fact, Still often talks about having something in your 
mind's eye. 

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

Later, on page 23 he states: 

" I believe that more rich golden thought will ap­
pear to the mind's eye as the study of the fascia is 
pursued than any other division of the body." 

He is talking about perception. I have been at CME courses 
where the instructor was showing slides of anatomy so we 
could memorize them. I do not think that is the I imit of what 
Dr. Still was talking about. There is nothing inherently wrong 
with viewing anatomical drawings. However, we need to 
understand that the segmental anatomy we study is a per-

What Dr. Still meant by anatomy is not only the de- spective we have historically chosen to communicate our 
scriptive anatomy of the books and the gross anatomy labo- knowledge of structure. It is one way of "seeing" anatomy. 
ratory, but also physiology, histology, biochemistry (what It is not the only way. It is definitely not the way we expe-
he called elementary chemistry), observation in the clin- rience our own bodies, nor is it the way we experience 
ics and observation and practice in what he called the our patients as participant observers. The work of artist 

- - ------ - - ----------- - - ---------
Summer 1999 AAO Journal/35 



Alex Grey, as portrayed in his work Sacred Mirrors, comes 
closer to an osteopathic perception during treatment. Here 
we see the attempt to portray human anatomy in terms of 
energy. There is less "hardness" or mass to it and the bor­
ders interpenetrate with the environment. It recalls 
Sutherland's metaphor of the house at the bottom of the 
sea, surrounded and emersed in fluid. For Still, the first 
kind of anatomy gets you into the field, the second allows 
you to become an os-
teopath. 

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

the nature of pig­
ments and the 

Often times we are 
more oriented, as os­
teopaths, to the tac­
tile. There are many 

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

physics of color, 
etc. Are we teach­
ing the art? Can it 

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

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

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

In separating out the explaining of osteopathy versus 
the doing of osteopathy and in noting the descriptive na­
ture of osteopathy and its reliance on perception - I am 
struck by several questions. Did Dr. Still teach osteopa-
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even be taught? 
Does our educational system, especially our CME cur­
riculum, actually prevent the deepening of the perceptual 
skills with which we all started our freshman year? It may 
be that osteopathy is learned by prayer or meditation; by 
milking cows or riding horses; by fly fishing or marathon 
running; by ballet or pottery; by glass blowing or singing 
opera; by any human activity in which we experience the 
interplay of form and function, energy and matter, mind 
and motion - in which we experience what one biofeed­
back pioneer calls "open focus" - what is otherwise known 
as love. We must confront the possibility that what makes 
a true osteopath is already present in nascent form before 
the student begins formal study. Do our admissions com­
mittees seek to ascertain this? Could it be that the best 
osteopaths are not DOs at all? 

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

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

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

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

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

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

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

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

To a child playing with a sandcastle? 
To the ship's captain calculating his departure? 
To adolescent boys in the full throws of a hor-

mone storm - girl-watching bikini clad beauties? 
To two lovers strolling hand in hand not noticing 

their feet getting wet? 
To a sunworshiper lulled to sleep by the sound of 

the pounding surf conducted through sand and her 
thick beach blanket, momentarily interrupting the 
music on a transistor radio? 

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

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

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

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

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

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

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

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

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