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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,”! cited by
Drs Bailey and Dick. A simi-
lar misperception occurs in
the excellent and prize-win-
ning article by Dr Van
Buskirk.? 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.?
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-
hensive 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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tests and studies in this age
of cost containment and man-
aged healthcare.

In particular, we agree that
the order of case material pres-
entation should include the
general statement; chief com-
plaint; history of present ill-
ness; medical (including sur-
gical) history; medication list;
allergies; family history; so-
cial history; review of sys-
tems; physical examination;
and summary findings. This
point leads us to our area of
disagreement. The order of
presentation should continue
with differential diagnosis, fol-
lowed by laboratory investiga-
tions, including imaging stud-
ies; electrocardiogram, and
other tests; working diagno-
sis; and management plans.

This modification in the
order of presentation affords
three major advantages, there
by omitting the limitations
cited by Dr Brose. First, the
audience (students, interns,
residents, and experienced cli-
nicians) is given the case in-
formation in the same man-
ner as the examining physi-
cian. In the forum of a clinical
presentation, the audience is
given the opportunity to think
through the case as it was pre-
sented to the examining phy-
sician; that is, one obtains the
chief complaint and then
takes a history and performs
a physical examination.

Second, the audience, as
well as the examining physi-
cian, must then decide the

most appropriate course of ac-
tion based only on the inter-
pretation of the chief com-
plaint, history, and findings of
the physical examination and
presented in the form of a dif-
ferential diagnosis. This ac-
tion may include immediate
emergency treatment and sta-
bilization of the patient; or it
may include ordering various
diagnostic procedures to differ-
entiate among the various pos-
sible diagnoses used to ex-
plain the physical findings
and the chief complaint.

Such an endeavor allows
audience members to develop
their own clinical thought
processes and interpretations.
This point has both clinical
and educational advantages.

Third, the ordering of diag-
nostic tests is based on a logi-
cal and clinically appropriate
problem-solving format; that
is, the differential diagnosis,
which presents a logical basis
on which to defend the order-
ing of expensive diagnostic
tests. And, in this age of cost-
containment, such justifica-
tion is becoming an increas-
ingly important aspect of medi-
cine.

BENJAMIN RUSSELL, DO
Attending Surgeon
Brighton Medical Center
Portland, Me

CURTIS W. PENNEY
Third-year Medical Student
University of New
England—College of
Osteopathic Medicine
Biddeford, Me
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Response

To the Editor:

I appreciate the comments of
student-physician Penney and
Dr Russell. Many teacher/cli-
nicians subscribe to the for-
mat that they outline. In fact,
some medical educators have
taken this reasoning a step fur-
ther, periodically eliciting and
modifying differential diagno-
ses throughout the presenta-
tion. One can effectively ar-
gue, for instance, that devel-
oping a differential diagnosis
based on history is essential
if one is to appropriately tai-
lor a physical examination to
an individual patient.

Clinician/teachers will inevi-
tably differ on which system
works best for them. The key
is to select one system that
teaches students to obtain, ana-
lyze, and convey information
in a logical manner while ex-
posing them to the reasoning
process of the experienced cli-
nician.

JOHN A. BROSE, DO

Assistant Dean

Educational Development
and Resources

Ohio University College of
Osteopathic Medicine

Athens, Ohio
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