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Readers respond to nociceptive considerations 

To the Editor: 

I am commenting on the arti­
cle "Nociceptive considera­
tions in treating with counter­
strain" (JAOA 1992;92:334-
352) by Drs Bailey and Dick. 

Dr Korr's concept of segmen­
tal facilitation with an ele­
vated central excitatory state 
(CES) would seem to have in­
cluded nociceptive stimuli. I 
understand that all afferents 
impinging on the anterior 
horn cells modify the CES and 
thereby facilitate this particu­
lar segment, making it liable 
to fire at various intensity lev­
els. This firing produces differ­
ent levels of tonic changes in 
the muscle. 

This CES-facilitated-seg­
ment concept would include 
all afferents from the infraseg­
ment and suprasegment area 
as well as those afferents origi­
nating from the same or oppo­
site side of the body. Of 
course, those autonomic affer­
ents associated with this area 
also would be included. 

Identifying nociception as a 
factor in somatic dysfunction 
and as a partial explanation 
of strain-counterstrain treat­
ment affords additional physi­
ologic evidence for somatic dys­
function . Does it not simply 
contribute to the general body 
of understanding of this con­
cept, rather than provide a 

whole new perspective as the 
aforementioned article im­
plies? 

JOHN H. HARAKAL, DO 
Professor, Department of 

Manipulative Medicine 
Texas College of 

Osteopathic Medicine 
Ft Worth, Tex 

Response 

To the Editor: 

We would like to thank Dr 
Harakal for his thoughtful 
comments concerning our ar­
ticle. Dr Harakal points out 
the importance of Dr Korr's 
concept of the facilitated seg­
ment, a viewpoint that we 
share. We agree that nocicep­
tion is but one of the myriad 
afferents that could influence 
the genesis and maintenance 
of a facilitated segment. 

However, we intentionally 
emphasized the role of nocicep­
tive input in relation to an­
other of Dr Korr's concepts­
the role of the proprioceptive 
gamma-gain circuit in so­
matic dysfunction and how 
counterstrain treatment af­
fects it. We believe that a no­
ciceptive component should be 
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recognized when the decision 
to treat with counterstrain 
techniques is made. As we 
stated in our article, physical 
examination findings may ac­
tually be opposite to that pre­
dicted by a strict interpreta­
tion of Dr Korr's original con-. 
cept. This outcome depends on 
which afferent components­
pain or proprioception-pre­
dominate. To this end, we 
think that we have provided 
a new, and dare we say it, pain­
ful perspective on somatic dys­
function theory. 

It was our purpose to reex­
amine an important physiolo­
gic concept as it pertains to 
somatic dysfunction and its 
treatment with counterstrain 
techniques. Counterstrain tech­
niques represent an impor­
tant component of the osteo­
pathic physician's treatment 
options, and Dr Korr's gamma­
gain model is currently the ac­
cepted physiologic explana­
tion behind counterstrain. 

Certainly, we do not claim 
special importance for our ob­
servations. Our sincere and 
sole desire was to contribute 
to the general body ofthought 
and information concerning so­
matic dysfunction. 

MARK BAILEY, DO, PhD 
Mountain Brook, Ala 

(continued on page 967) 
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LORANE DICK, DO 
San Dimas, Calif 

Response 

To the Editor: 

Professor Harakal's criticism 
of Drs Bailey and Dick's arti­
cle is valid in my opinion. 
Their article reflects a com­
mon misperception of the pur­
pose and content of my 1975 
article, "Proprioceptors and so­
matic dysfunction,"l cited by 
Drs Bailey and Dick. A simi­
lar misperception occurs in 
the excellent and prize-win­
ning article by Dr Van 
Buskirk. 2 I think the first ex­
ample of the misunderstand­
ing was that of Dr Lawrence 
Jones, who adopted the hy­
pothesis as the theoretical ba­
sis for strain-counterstrain.3 

The problem has been that 
readers have given my 1975 
article a much broader signifi­
cance than I intended. It was 
never meant to be a compre­
hensi ve explanation of so­
matic dysfunction, that is, a 
"model of somatic dysfunc­
tion" as expressed by Drs 
Bailey and Dick. Nor did the 
article assert that the muscle 
spindle is the sole sensory in­
put responsible for segmental 
facilitation. My article ad­
dressed only the muscular com­
ponent of somatic dysfunction, 
namely, the basis for resis­
tance to joint motion in spe­
cific planes and directions. 

As for facilitation, I think 
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it is an error to seek to ascribe 
it to this or that afferent in­
put. As I have written in other 
JAOA articles, the central 
nervous system is continually 
receiving reports from count­
less sensory endings, recep­
tors, and organs that collec­
tively report on "what is go­
ing on out there." (Included, 
of course, are the nociceptive 
endings when trauma or pa­
thologic change occurs.) The 
central nervous system re­
sponds adaptively according 
to the total picture. 

However, when "static" oc­
curs or conflicting reporting 
from different sources-such 
as joint receptors and muscle 
spindles indicating joint mo­
tion in opposite directions­
the central nervous system can­
not make an adaptive re­
sponse to the garbled, unintel­
ligible picture. It calls for a 
"hold-tight" response. Be­
cause the garbled sensory in­
put is comparable to what hap­
pens at higher levels of the 
nervous system in seasick­
ness, I have described somatic 
dysfunction as "vertigo at the 
spinal level." The "static" or 
"garbling" can be brought on 
by various afferent inputs or 
combinations thereof, includ­
ing the proprioceptive, nocicep­
tive, and many others such as 
those Dr Harakal mentions. 

IRVIN M. KORR, PhD 
Longmont, Colo 
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Reorganizing 
'traditional' case 
presentation enhances 
learning, clinical 
experIence 

To the Editor: 

In his article, "Case presenta­
tion as a teaching tool: Mak­
ing a good thing better," 
(JAOA 1992;92:376-378), Dr 
Brose outlines the "tradi­
tional" approach to case pres­
entation. The author states 
that a limitation of this ap­
proach is that it "does not per­
mit the interns and residents 
to work through the problem 
in the same way as the man­
aging physician did." 

We agree that great limita­
tions accompany the use of 
the traditional approach as out­
lined by Dr Brose. However, 
these limitations can be eas­
ily overcome by changing the 
order of presentation as out­
lined. Not only will changing 
the order of presentation en­
hance this method as a learn­
ing tool, but it will facilitate 
the development of a more logi­
cal approach to a particular di­
agnosis and treatment plan. It 
will also facilitate the devel­
opment of a justifiable ration­
ale for the ordering of various 
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