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The Somatic Connection

Can a Light Touch Sham 
Therapy Be Effective in Cranial 
Osteopathic Manipulative 
Medicine Research?
	 Haller H, Ostermann T, Lauche R, Cramer H, Dobos G. 

Credibility of a comparative sham control intervention for 
craniosacral therapy in patients with chronic neck pain 
[published online October 6, 2014]. Complement Ther Med. 
2014;22(6):1053-1059. doi:10.1016/j.ctim.2014.09.007. 

German integrative medicine researchers at the Uni-
versity of Duisburg-Essen assessed the applic- 
ability of a sham-controlled intervention of cranio-
sacral therapy (CST) in the treatment of patients 
with chronic neck pain. The data reported were 
secondary findings of a randomized controlled trial 
on neck treatment (the primary outcome measures 
have not yet been reported). Fifty-four patients were 
randomly assigned to either a CST group or a sham-
CST group. The CST protocol included cranial 
manual techniques well known to osteopathic phy-
sicians who use osteopathic cranial manipulative 
medicine (OCMM). The sham-CST was light touch 
“without therapeutic intention” for the same 
amounts of time and applied to the same regions of 
the body as the CST. 
	 Each patient was seen at 8 weekly 45-minute 
sessions. The patients all had chronic neck pain 
lasting at least 3 months with moderate intensity of 

at least 45 on a 100-mm visual analog scale. Four 
different therapists provided the interventions.
	 Outcome measures were the Credibility/ 
Expectancy Questionnaire and the Helping Alli-
ance Questionnaire obtained at the end of the 
eighth session. The results for adjusted ORs 
showed no difference between groups for the fol-
lowing Credibility/Expectancy Questionnaire 
items: (1) How confident are you that CST will be 
successful in reducing your neck pain symptoms? 
(2) How logical does CST seem to you for treating 
your limitations due to neck pain? and (3) How 
confident would you be in recommending CST to 
a friend with the same problem? Likewise, there 
was no difference between groups for the Helping 
Alliance Questionnaire variables of relation to 
therapist and satisfaction with treatment. Per-pro-
tocol analysis by regression coefficient revealed a 
significant difference between the groups for satis-
faction with treatment, but findings were not sig-
nificant in the intent-to-treat analysis. 
	 Previous osteopathic research using “light 
touch” found light touch to have a treatment ef-
fect.1 As a treatment provider in that study, I can 
say that had there been a more concerted effort to 
mentally avoid “therapeutic intent,” results might 
have been different. However, in a study2 that 
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showed the effects of OCMM on cerebral tissue 
oxygenation, light touch without therapeutic in-
tent (not reported in the study) was used effec-
tively (Scott T. Stoll, DO, verbal communication, 
January 2012). 
	 I believe light touch sham OCMM is valid and 
this study presents a way to use such procedures in 
osteopathic research. (doi:10.7556/jaoa.2015.008)

Hollis H. King, DO, PhD 
University of California, San Diego School of Medicine
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Osteopathic Manipulative 
Treatment Is Effective for 
Nonspecific Low Back Pain
	 Franke H, Franke J-D, Fryer G. Osteopathic manipulative 

treatment for nonspecific low back pain: a systematic review 
and meta-analysis. BMC Musculoskelet Disord. 2014;15:286. 
doi:10.1186/1471-2474-15-286.

Nonspecific low back pain (LBP) has been defined 
as tension, soreness, or stiffness in the lower back 
region, the specific cause of which is unidentifi-
able.1 This systematic review and meta-analysis 
provides a rigorous assessment of the effectiveness 
of osteopathic manipulative treatment (OMT) on 
nonspecific LBP.
	 “Randomized clinical studies” (identified by 
the authors as RCTs) published or unpublished and 
unrestricted by language were included to remove 
reservations held from previous studies2-4 and to 
meet criteria identified by the Cochrane Hand-
book.5 Criteria for inclusion were RCTs with adult 
participants with nonspecific LBP for any duration 
who received OMT techniques on the basis of the 

clinical judgment of osteopaths or osteopathic 
physicians. The inclusion criteria identified 307 
studies. Further classification identified 15 RCTs 
comprising a total of 1502 participants and 18 as-
sociated comparison groups. Studies were evalu-
ated in 4 areas: (1) acute and chronic nonspecific 
LBP, (2) chronic nonspecific LBP, and (3) nonspe-
cific LBP in pregnant and (4) postpartum women. 
Primary outcomes were pain and functional status 
3 months after treatment. The GRADE (Grades of 
Recommendation, Assessment, Development, and 
Evaluation) system was used to assess the quality 
of evidence. 
	 Using 10 RCTs, 12 comparison groups, and 
1141 participants, OMT was found to have a sig-
nificant effect on relief of acute and chronic pain 
(mean difference [MD], –12.91; 95% CI, –20.00 
to –5.82). Using 9 RCTs, 10 comparison groups, 
and 1046 participants, OMT also improved func-
tional status in patients with acute and chronic 
pain (standardized MD [SMD], –0.36; 95% CI, 
–0.58 to –0.14). In patients with chronic nonspe-
cific LBP, OMT was found to have a significant 
effect on pain using 6 RCTs, 7 comparison 
groups, and 769 participants (MD, –14.93; 95% 
CI, –25.18 to –4.68), and for functional status 
using 3 RCTs (SMD, –0.32; 95% CI, –0.58 to 
–0.07). 
	 Nonspecific LBP in pregnant women was evalu-
ated using 3 RCTs, 4 comparison groups, and 242 
participants comparing usual care, sham ultrasound 
therapy, and no treatment. A significant difference 
was found in the effects of OMT on pain (MD, 
–23.01; 95% CI, –44.13 to –1.88) and functional 
status (SMD, –0.80; 95% CI, –1.36 to –0.23). Two 
RCTs studied nonspecific LBP in postpartum 
women and reported moderate-quality evidence in 
support of OMT for improving pain (MD, –41.85; 
95% CI, –49.43 to –34.27) and functional status 
(SMD, –1.78; 95% CI, –2.21 to –1.35). 
	 The results of this analysis, similar to the find-
ings of Licciardone et al,2 suggest that OMT im-
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spinal manipulation (SM) in this population; how-
ever, the data are conflicting. Some evidence suggests 
that SM decreases pain and improves function in pa-
tients with intervertebral disk disease.2 Others hy-
pothesize that structural disruption of a DD may lead 
to a loss of intervertebral disk height and spinal range 
of motion3; however, it remains unclear whether SM 
has these effects. The authors set out to determine 
whether high-velocity, low-amplitude (HVLA) ma-
nipulation of the lumbosacral spine has an immediate 
effect on LBP, spinal mobility, and participant height.
	 Inclusion criteria were men aged between 18 and 
55 years, body mass index between 20 and 25, pres-
ence of LBP, and magnetic resonance imaging evi-
dence of lumbosacral disk degeneration. Exclusion 
criteria included professional athletics, unstable 
disk herniation, cauda equina syndrome, surgery for 
DD disease, radicular pain with neurologic signs, or 
SM within 3 months. 
	 A total of 40 men were randomly assigned to the 
treatment group (n=20) or the control group (n=20). 
The treatment group underwent 1 SM performed by 
a physical therapist using the lateral recumbent 
HVLA to the lumbosacral spine maneuver, and the 
control group underwent sham therapy, with similar 
positioning as the treatment group but without seg-
ment tension or thrust. Measurements were taken 3 
minutes before and 3 minutes after intervention, 
including self-perceived LBP (visual analog scale), 
passive straight-leg raise range of motion (goniom-
eter), spinal mobility in flexion (finger-to-floor dis-
tance test), and participant height (stadiometer).
	 Pre- and postintervention intragroup difference 
analyses showed significant differences in the treat-
ment group across all variables (P<.001). In contrast, 
the finger-to-floor distance test results were signifi-
cant in the control group (P=.008). From before to 
after the intervention, the between-group comparison 
of mean differences were significant across all vari-
ables (P<.001). Minimum important differences that 
indicated notable change in clinical status were met 
for all variables except perceived LBP. A 45.94% 

proves pain and functional status in patients with 
acute and chronic nonspecific LBP. (doi:10.7556/
jaoa.2015.009)
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Spinal Manipulation Improves 
Pain Perception, Spinal  
Mobility, and Height in Men  
With Degenerative Disk Disease
	 Vieira-Pellenz F, Oliva-Pascual-Vaca Á, Rodriguez- 

Blanco C, Heredia-Rizo AM, Ricard F, Almazán-Campos G. 
Short-term effect of spinal manipulation on pain perception, 
spinal mobility, and full height recovery in male subjects  
with degenerative disk disease: a randomized controlled  
trial. Arch Phys Med Rehabil. 2014;95(9):1613-1619. 
doi:10.1016/j.apmr.2014.05.002.

Degenerative disk (DD) disease is the most common 
cause of low back pain (LBP) in adults and accounts 
for 90% of surgical procedures performed on the 
back.1 Studies have sought to understand the role of 
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recently, a randomized clinical trial3 found that the 
management of these 6 common dysfunctions with 
osteopathic manipulative treatment (OMT) corre-
lated to the lowest rate of relapse among patients with 
chronic LBP. Several subgroup analyses of the data 
from this trial have since been published, with the 
current article being the most recent.
	 Participants with high baseline pain severity 
scores have been shown to have a greater response 
to OMT than patients with low baseline pain.4 
Therefore, in this subgroup analysis, patients with 
high baseline pain severity scores (n=186) were 
randomized into OMT (n=95) and sham therapy 
(n=91) groups to identify distinguishing character-
istics that favored response to OMT. Low back 
pain was measured before each treatment session 
at weeks 1, 2, 4, 6, and 8, as well as at the 12-week 
exit visit using a 100-mm visual analog scale for 
pain. Patients who showed improvement at any 
time throughout the trial were termed initial re-
sponders. Initial responders who maintained their 
clinical improvement by the 12-week visit were 
deemed stable responders. Those who did not 
show any improvement throughout the trial were 
labeled nonresponders.
	 The authors found that the proportion of time in 
which the patient experienced relief of LBP was 
higher in the OMT group (P<.001). In the OMT 
group, 62 patients (65%) were initial responders, 
and in the sham therapy group, 41 patients (45%) 
were initial responders (relative risk [RR], 1.45; 
95% CI, 1.11-1.90). The OMT group had 42 stable 
responders, and the sham therapy group had 18 
stable responders (RR, 2.12; 95% CI, 1.36-3.30). In 
the OMT group, 13 patients (24%) responded ini-
tially and then relapsed by the 12-week exit visit, 
and 18 patients (51%) in the sham therapy group 
relapsed (RR, 0.47; 95% CI, 0.26-0.83). The au-
thors found that patients with psoas dysfunction 
who received OMT were less likely to experience 
relapses of LBP. This randomized controlled trial is 
the first, to our knowledge, to support Kappler’s and 

pre- to postintervention change was observed for 
perceived LBP, with a minimum important difference 
greater than 50%. The authors concluded that HVLA 
to the L5-S1 joint has immediate positive effects on 
LBP, spinal mobility, and height in men with DD 
disease. (doi:10.7556/jaoa.2015.010)
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Osteopathic Manipulative 
Treatment Improves Clinical 
Response and Lowers Relapse 
Rates Among Patients With 
Chronic Low Back Pain 
	 Licciardone JC, Kearns CM, Crow WT. Changes in 

biomechanical dysfunction and low back pain reduction  
with osteopathic manual treatment: results from the 
OSTEOPATHIC trial. Man Ther. 2014;19(4):324-330. 
doi:10.1016/j.math.2014.03.004.

Low back pain (LBP) is a common complaint en-
countered by osteopathic physicians. Kappler1 identi-
fied psoas muscle imbalance as a key component of 
dysfunction related to chronic LBP. Greenman2 then 
reported on 6 common somatic dysfunctions in pa-
tients with chronic LBP: (1) pelvic tilt and short leg 
syndrome, (2) nonneutral lumbar mechanics, (3) 
pubic shears, (4) innominate shears, (5) restricted 
sacral nutation, and (6) muscular imbalance. More 
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pleting the survey. The overall prevalence of LBP 
was 55.4%, with a calculated heritability factor of 
32.0%, which was considered by the authors to be 
important in the understanding of what causes LBP. 
Also, among the 105 pairs of twins, when 1 of the 
twins was affected with LBP, monozygotic twins 
were 5 times more likely than dizygotic twins to 
have LBP. Regarding lifestyle activities, a sedentary 
lifestyle or time spent in activities such as vigorous 
lifting and gardening was associated with LBP, but 
moderate activities such as swimming, cycling, and 
jogging were not associated with LBP. 
	 From my osteopathic perspective, I seriously 
question that genetics are this large of an etiologic 
factor in LBP. Most importantly, there are structural 
factors that genetic researchers do not address, 
mainly that the twins come down the same birth 
canal or at least are subjected to the same uterine 
environment if born via cesarean delivery. The bio-
mechanics of neonatal bodies are indeed affected by 
the birth process,1 which could predispose a person 
to LBP later in life.
	 The authors’ speculation on genetic mechanisms 
contributing to LBP is interesting. They cite re-
search suggesting that genetics control expression 
of the inflammatory cytokines tumor necrosis 
factor-α, interleukin 1, and interleukin 6 that relate 
to disk degeneration and nerve growth factors af-
fecting axonal function. Osteopathic research has 
shown relationships between these cytokines and 
LBP as well. Licciardone et al2,3 found that TNF-α 
was reduced by osteopathic manipulative treatment 
(OMT),2,3 whereas in vitro OMT modeling in a 
study by Standley and Meltzer4 showed impact on 
interleukin 1 and interleukin 6.
	 If the OMT impact on cytokine levels is confirmed 
by future research, I believe researchers will have to 
reevaluate the idea that genetics have such great con-
trol over our lives. (doi:10.7556/jaoa.2015.012)

 
Hollis H. King, DO, PhD 
University of California, San Diego School of Medicine, California

Greenman’s clinical approaches to patients with 
LBP. (doi:10.7556/jaoa.2015.011)
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Are Some of Us Doomed  
to Have Chronic Low Back Pain?
	 Junqueira DRG, Ferreira ML, Refshauge K, et al. Heritabilty 

and lifestyle factors in chronic low back pain: results of the 
Australian Twin Low Back Pain Study (the AUTBACK study). 
Eur J Pain. 2014;18(10):1410-1418.

Australian researchers at the Faculty of Health Sci-
ences at the University of Sydney examined ge-
netic and lifestyle factors related to chronic low 
back pain (LBP) in a cohort of monozygotic and 
dizygotic twins. The large Australian Twin Low 
Back Pain (AUTBACK) study database was used 
to recruit 243 pair responders, of whom 105 pairs 
provided complete and valid data related to their 
LBP in an online survey. A subgroup of 38 pairs, in 
which only 1 of the twins had LBP, provided data 
on lifestyle activities possibly related to LBP.
	 The authors’ definition of chronic LBP was 
based on the twin’s self-report of having had back 
pain for 3 months and having had a whole month 
without LBP longer than 3 months before com-



55

THE SOMATIC CONNECTION

The Journal of the American Osteopathic Association    January 2015  |  Vol 115  |  No. 1

tive straight-leg raise, time spent driving a vehicle, and 
pain aggravation with coughing or sneezing” and then 
randomly assigned to receive HEA alone or HEA in 
conjunction with SMT for 12 weeks. 
	 The HEA group (n=96) attended four 1-hour 
sessions, during which they were educated on per-
sonalized ways “to manage existing pain, prevent 
pain recurrences, and facilitate engagement in daily 
activities.” They also received take-home review 
materials. The instructors e-mailed or telephoned 
patients at 1, 4, and 9 weeks to assess adherence. 
	 The group that received SMT in addition to HEA 
(n=96) attended a maximum of 20 SMT visits 
lasting 10 to 20 minutes and 4 HEA sessions as de-
scribed above. The SMT was applied by 1 of 11 
experienced chiropractors and included manual 
techniques to the lumbar and sacroiliac joints on the 
basis of patient’s symptoms and the chiropractor’s 
findings on palpation. 
	 The primary outcome measure was patient- 
reported leg pain during the previous week, assessed 
using an 11-point scale. The primary outcome was 
modeled with mixed-effects regression over baseline 
and Bonferroni adjustment to control for 2 test groups 
with 2 different end points (12 and 52 weeks). When 
considering the primary outcome, the findings showed 
a statistically significant advantage of SMT plus HEA 
over HEA alone at 12 weeks (P=.008) but not at 52 
weeks (P=.146). At 12 weeks, 37% of patients in this 
group had a 75% or greater reduction in leg pain, and 
20% had a 100% reduction compared with 19% and 
5%, respectively, in the HEA group. The study find-
ings support the use of SMT and HEA for the short-
term, conservative treatment of patients with subacute 
and chronic BRLP. (doi:10.7556/jaoa.2015.013)
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Spinal Manipulation and  
Home Exercises Are Effective  
for Subacute and Chronic  
Back-Related Leg Pain
	 Bronfort G, Hondras MA, Schulz CA, et al. Spinal 

manipulation and home exercise with advice for subacute 
and chronic back-related leg pain. Ann Intern Med. 
2014;161(6):381-391. doi:10.7326/M14-0006.

Back-related leg pain (BRLP) is a common com-
plaint of persons with low back pain (LBP). Patients 
with LBP-associated BRLP typically have a poorer 
prognosis and quality of life than those without 
BRLP. With the increasing costs of medical care and 
pharmaceuticals, spinal manipulative therapy (SMT) 
and self-management techniques are becoming more 
desirable, although there has been little evidence to 
support their benefit. The purpose of this study was to 
test the hypothesis that SMT and home exercise and 
advice (HEA) are superior to HEA alone for the treat-
ment of patients with subacute and chronic BRLP.
	 A total of 192 patients were enrolled in the study. 
Inclusion criteria included age 21 years or older; 
Quebec Task Force on Spinal Disorders category 2, 3, 
4, or 6; pain severity of 3 or greater on a 10-point scale; 
current BRLP episode of 4 weeks or more; and a stable 
medication regimen. All patients were standardized for 
“age, BRLP duration, neurologic signs, distress, posi-


