Letters

EOR

In defense of publishing
research findings in JAOA

To the Editor:
The value of publishing original osteopathic
research findings in JAOA has now been
questioned in two letters, one in the July
1999 issue, the other, in the November
1999 issue. Others have urged me not to
publish my findings in JAOA. The few indi-
viduals I know with osteopathic research to
report are all considering nonosteopathic
journals. This is not good for the profession.
Dr Juhn, in his letter, “The dilemma of
publishing OMT studies in JAOA” (JAOA
1999;93:339), advances the idea that pub-
lication in JAOA does little to convince
those outside the profession of the value of
osteopathic manipulative treatment (OMT)
and that those of us who read JAOA need
the least convincing about osteopathic prac-
tices. In his letter, “The importance of ref-
erencing osteopathic medical literature”
(JAOA 1999;99:558-560), Dr DeBias states
that Dr Juhn is absolutely correct and recalls
his own research experiences in the days
when JAOA was not listed in the Index
Medicus. These statements raise the ques-
tion: Why should we even have JAOA?
Having a scholarly journal with a focus
on osteopathic research and issues relevant
to the profession brings respect and dis-
tinctiveness. The best and largest concen-
tration of clinical osteopathic research in
the world is published in JAOA. Dr Juhn is
incorrect when he asserts that publication in
JAOA will not convince those outside our
profession. Granted, biased people will dis-
count a study on the basis of its publisher,
but quality research published in any schol-
arly journal holds the respect of the scien-
tific community. It is true that publication
in a larger journal brings more exposure,
and this is a valid reason to seek publication
outside JAOA, but JAOA reaches the main
audience for osteopathic research—the
osteopathic profession.

It is also not true that those who read
JAOA need less convincing about the value
of osteopathic practices. Many in our pro-
fession openly doubt the value of OMT,
particularly for systemic or visceral disor-
ders.! The purpose of research is not to
prove what we already know. I am con-
vinced that research will show that some of
our dogma on OMT is incorrect, but it
will also bring to light new applications
for OMT. We need a scholarly journal to
inform our profession about what we are
learning.

I agree with Dr DeBias, that research
should be published in journals listed in
Index Medicus so that the work is attain-
able by anyone around the world interest-
ed in the same topic, but JAOA is in Index
Medicus, so this is no longer a reason to
seek publication elsewhere.

Our main problem in osteopathic
research today is not which journal to pub-
lish in, but the small number of reports of
original research produced each year. We
have so few committed to ongoing clinical
research in this field. Our greatest need is for
individuals like Dr Juhn to become active in
osteopathic research.

Donald R. Noll, DO
Kirksville College of Osteopathic Medicine
Kirksville, Mo
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Response

To the Editor:

I appreciate Dr Noll’s input on this con-
troversial issue. I would like to reiterate
the statement [ made in my original corre-
spondence, that “we need to continue to
make JAOA the respectable publication
and voice of the AOA that it has been for

so many years.” My opinion is simply that
we should not publish osteopathic research
findings in JAOA exclusively.

I respectfully disagree with Dr Noll’s
opinion that quality research will hold the
respect of the scientific community regard-
less of its publisher. The frustrating expe-
rience of Dr DeBias! is not uncommon
today. Undoubtedly, the recent osteopath-
ic article published in the New England
Journal of Medicine? has done far more to
increase awareness of osteopathic principles
than any article in JAOA. As I stated in
my original letter, this is neither fair nor jus-
tified, but it is true.

I appreciate Dr Noll’s suggestion that
people like myself become more involved in
osteopathic research. Unfortunately, my
other responsibilities preclude this possi-
bility. However, each family medicine res-
ident spends time with me as part of a
required rotation, and I can assure Dr Noll
that these residents are introduced to the
values of osteopathic medicine. My opti-
mism tells me that most, if not all, of them
are very accepting as well.

I still maintain that those who actually
read JAOA need the least convincing of
the value of osteopathic practices. Dr Noll
disagrees, stating (correctly) that there are
some in our profession who doubt the value
of osteopathic manipulative treatment.
However, these are the same people who do
not read JAOA to begin with. If 4 years of
osteopathic medical education results in a
graduate questioning the value of osteo-
pathic practices, then I doubt that an arti-
cle in JAOA would change that line of
thinking. It always disappointed me when
I saw my osteopathic colleagues toss JAOA
into the nearest trash can. I sometimes
wonder: Did we fail in teaching these
prospective DOs properly, or did we fail by
admitting them in the first place?

Mark S. Juhn, DO

Department of Family Medicine

University of Washington School of Medicine
Seattle, Wash
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Paradox answered

To the Editor:

I read with interest the article by Andersson
and associates! and the editorial by How-
ell2 comparing allopathic and osteopathic
management of low back pain. This and
similar studies will enhance integration of
allopathic and osteopathic medicine toward
the primary goal of both disciplines: pre-
vention and treatment of disease and suf-
fering with the most efficacious and least
toxic means available. I see this more as
allopathic and osteopathic medicine moving
toward each other than Dr Howell’s concept
of osteopathic practice moving closer to
allopathic practice. He recognizes that the
allopathic majority has devoted increasing
recognition to the importance of preven-
tive care.2 Osteopathic manipulative tech-
niques have been integrated into the reper-
toire of some allopathic specialties such as
physiatry. Other considerations include
recognition of the fact that there exists sub-
optimal learning about identification of
musculoskeletal pathologic disorders in tra-
ditional allopathic training regimens3 as
well as the tremendous pharmacologic
advancements since Andrew Taylor Still’s
day. There is no reason why allopathic
physicians interested in the treatment of
patients with musculoskeletal disorders can-
not learn and become proficient in these
techniques.

As more quantitative and qualitative
investigations into the cost and benefits of
osteopathic manipulation become avail-
able, there is likely to be continued inte-
gration by allopathic physicians of manip-
ulative techniques. To that end, the
continued existence and evolution of osteo-
pathic physicians is justified for at least as
long as there is need to (1) define and quan-
tify the optimal osteopathic techniques and
(2) teach these techniques to allopathic
physicians and other healthcare providers
who care for patients with musculoskeletal

disorders in and outside of other medical dis-
orders.

Christopher Parker, DO
Walter Reed Army Medical Center
Washington, DC

The opinions and assertions contained herein are
those of the author and not to be construed as offi-
cial policy of the Department of the Army or Depart-
ment of Defense.
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Physician recalls
unforgettable evening in
her early career

To the Editor:
One spring evening in 1927, I was on duty
as an intern at Lakeside Hospital in Kansas
City, Missouri, when a situation developed
that would engage my services for the next
12 hours. This was not only unique in my
professional training; it was a valuable expe-
rience that I have never forgotten through-
out my years as an osteopathic physician.
Postoperative pneumonia developed in
a young man who had been operated on
that morning; the surgeon and the radiolo-
gist confirmed the diagnosis by fluoroscopic
observation. Dr George J. Conley (DO,
MD, FACOS), chief surgeon and the
patient’s physician, ordered me to perform
osteopathic treatment every half hour until
he saw the patient the following morning.
After I resolved to carry out the order myself
(the evening shift usually ended at 11:30
PM), I decided to be available all night by
resting on the davenport in the patient’s
waiting room when my duties were done.
The nurse could summon me for this service
as needed. Now I needed a treatment plan.
As the order to administer treatment
every half hour differed from my customary,
30-minute procedure for treating a patient
in a hospital bed, I began to evaluate the sit-

uation. With pneumonia, the alveolar spaces
contain exudates and fibrin, and the process
may involve a lobe or lobule. Obviously
the lungs do not get oxygen exchanged for
carbon dioxide when clogged this way—
what could I do in a 5-minute osteopathic
treatment that would support the capacity
of the body to resolve the problem and
restore healthy physiology in the lungs?

I thought of Dr Still’s advice, to turn on
the blood supply.

I was used to treating patients in a hos-
pital bed. The nurse had the upper part of
this patient’s bed somewhat elevated. I
decided to leave it that way. Then after
considering that the sympathetic ganglia of
the thorax are positioned in front of the
heads of the ribs and that the whole rela-
tionship of the ribs and the vertebrae is
available to manual operations, I devised my
plan of treatment. For each S-minute treat-
ment, I grasped the angles of the ribs, car-
ried them laterally, and waited for action
with the breathing until it became free.
Then I balanced the patient’s neck in my
hands until it relaxed. This procedure was
aimed at the sympathetic ganglia of the
neck and the physiologic control over the
circulation of the blood.

During the night, it became obvious that
the patient was sleeping more deeply and
that he was more relaxed, but I had never
considered the ultimate result: Dr Conley
informed me the next morning that the
patient’s pneumonia had resolved. Fluoro-
scopic examination revealed that the
patient’s lungs were working normally and
that he was breathing comfortably.

I do not remember anything more about
that patient—only the night I administered
one 5-minute treatment every half hour to
resolve his pneumonia. Since then I have
used the principle of short treatments admin-
istered frequently for some occasions.

Anne L. Wales, DO
North Attleboro, Mass

Importance of empiricism
in medicine

To the Editor:
In a recent editorial (JAOA 1999;99:565),
Coughlin, Kriebel, and Fogel asserted: “The
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desire of people to seek out manipulative
treatment from practitioners of all kinds,
and to pay for it, although not scientifical-
ly valid, is evidence of some type of effec-
tiveness” (my italics). This is a widely held
and entirely fallacious belief; it is a mistake
to assume that such behavior on the part of
patients is in any way related to clinical
efficacy.

Without careful controls, practitioners
and patients both can be fooled into believ-
ing that a treatment is effective when it is
not (eg, Beyerstein! and numerous refer-
ences cited therein). Important contribu-
tions to such misperceptions include the
following:

Il Because of the natural course of most dis-
eases, patients usually show symptom
improvement even if no treatment is given.
Il Symptoms often improve for specific rea-
sons (eg, increased exercise, improved diet,
reduced stress) unrelated to a particular
treatment.

B Symptoms are often perceived by a pa-
tient/practitioner as improved consequent to
one or another variety of placebo effect.
B Patients often report symptom improve-
ment because they want to feel better, want
to please their practitioner, and want to
believe that their time and money have been
well spent.1-3(pp117-137)

B If practitioners evaluate symptom
improvement subjectively, they see often
what they want or expect to see because
so much of their ego and the patient’s well-
being are invested.4

For example, the impact on a patient of
caring, human touch from a sensitive,
knowledgeable, and confident practitioner
is such that, once a process that includes
these elements (eg, any form of osteopath-
ic manipulative treatment) is completed,
patients often will indicate that they feel
better regardless of whether any disease-
related physical or physiologic changes have
been manifested.3(rp77-92) This positive
response can reinforce the practitioner’s
conviction that a treatment was well chosen,
which may augment the practitioner’s con-
fidence, which may make it easier for the
practitioner to inspire a placebo response
from subsequent patients, which may rein-
force further the practitioner’s confi-
dence...until numerous patients are seeking
out, paying for, and settling for a treatment
that actually may not be improving rele-
vant pathophysiologic processes.

I am not suggesting that the “magic” in
such an encounter is unimportant. It is
always important and for many patients
is all a practitioner can offer. However, to
assure that biological reality will be the
primary guide to further medical develop-
ment, I am suggesting that we strive for
accuracy in clinical judgments of cause and
effect. Unfortunately, the popularity of a
treatment provides little evidence for clin-
ical efficacy. I summarize and close with a
reminder: “...[I]t was the realization that
shortcomings of perception, reasoning, and
memory often will lead us to comforting,
rather than true, conclusions that led the
pioneers of modern science to substitute
controlled, interpersonal observations and
formal logic for the anecdotes and surmise
that can so easily lead us astray.”1

Steve E. Hartman, PhD
Department of Anatomy
University of New England
College of Osteopathic Medicine
Biddeford, Me
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Response

To the Editor:
We appreciate Dr. Hartman’s pointing out
the difficulty presented by the placebo fac-
tor in research. His description is apt and
informative. While being a recognized con-
cern in all clinical science, the placebo effect
is a particularly thorny issue in experimen-
tation involving human touch. It is diffi-
cult to construct appropriate placebo (or
“sham™) treatments in manipulation
research, especially because it is not present-
ly clear what the exact nature and (poten-
tial) therapeutic effect of simple touch actu-
ally is.

Efficacy is not and should not be judged

on the use of a therapeutic modality by the
general population. We would like to point
out, however, that as he takes issue with the
statement “is evidence of some type of effec-
tiveness...,” he apparently ignored the pre-
vious clause in the sentence, “although not
scientifically valid....” We should like to
also point out that although many drugs
are approved by the Food and Drug Admin-
istration, approvals are based primarily on
the safety of those drugs as demonstrated by
double-blind, placebo-controlled clinical
trials (the gold standard of clinical research),
rather than peer-reviewed basic science.
That is to say that many drugs are dis-
tributed based on their “efficacy” relative to
placebo, but without complete experimen-
tal demonstration of biochemical or phys-
iologic action. While there is “magic” in
the physical encounter between clinician
and patient, the use of that word in partic-
ular suggests that all touch is placebo.

In reference to the descriptive title of his
letter, we would remind Dr. Hartman that
the American College Dictionary defines
empirical as: “2. Depending on experience
or observation alone, without using science
or theory, especially in medicine.” (]

Patrick Coughlin, PhD
Professor, Department of Anatomy

Robert Fogel, DO

Professor and Chair
Department of Microbiology and Immunology

Richard Kriebel, PhD

Assistant Dean of Curriculum and Research
Professor and Chair, Department of Biomedical
Sciences

Philadelphia College of Osteopathic Medicine
Philadelphia, Pa

All opinions expressed in JAOA are those
of the authors and not necessarily those
of the editors, the AOA, or the institution
with which the authors are affiliated. Let-
ters may be e-mailed to letters@aoa-
net.org or they may be mailed to the Let-
ters Editor, AOA, 142 E Ontario St,
Chicago, IL 60611. No unsigned letters
will be considered for publication.
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