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In 2005-2006 when my commanding officer, Captain Sandra DeGroot invited  Dr. Upleger and 
his team to Naval Hospital Lemoore I was introduced to Craniosacral Therapy. Initially I was 
admittedly skeptical, as were many of my more mainstream medicine colleagues, of this 
gentleman claiming to be able to feel a rhythm - that at the time was not “main stream.” When 
Dr. Upleger showed me how to feel the craniosacral rhythm, I was blown away and instantly 
won over.  
 
Now, that is not to say I did not already have an appreciation for the less main stream treatment 
modalities; it was just that I did not see how I could apply them to my specialty, prehostpial 
medicine. You see, as a paramedic we are taught aggressive life saving techniques that focus 
heavily on the medicine aspect and not so much on the patient aspect. The one time I recall a truly 
patient focused discussion was when Greg Margolis, the headmaster at The Center for Emergency 
Medicine of Western Pennsylvania, discussed that we consider turning off the lights and sirens 
unless it was absolutely imperative. For a room full of aspiring paramedics that really took the 
wind out of our sails….I mean lights and sirens are why we wanted to be Johnny Gage, right? 
 
Years later what Greg had to say came screaming back into my consciousness. The human is 
what we are treating; a holistic being that is completely tied together. Let’s take a cardiac event 
as a good example. The patient’s heart has suffered a decrease in oxygenated blood flow to some 
aspect of the myocardium. This deficiency becomes so dramatic as to make the tissue ischemic 
and cause pain. When left untreated, the ischemia turns to infarct. This is all due to lack of 
oxygen.  
 
The pain causes fear and increases the heart rate, that in turn increases the myocardium’s need 
for oxygen and increases the area of ischemia or infarct. This cycle pushes along until 
intervention or death. Our classic treatment protocol includes high flow oxygen, vasodilators and 
pain management with transport to an appropriate treatment facility. After I was introduced to 
CST and the concept of hands on healing, I became a little brave and began exploring how to 
bring the treatment protocols together with a more human approach to see if I could improve the 
outcomes of my patients.  
 
I recall one patient, a female in her 70’s or 80’s (it was a few years ago) who was having chest 
pain. As I did not have a 12-lead EKG and paramedics were not allowed to diagnose, I could not 
say definitively the patient was having an acute MI;  though all indicators pointed toward a 
cardiac source of the pain. We placed high flow oxygen via a non-rebreather as I began talking 
smooth and calm. As I provided a spray of sublingual nitroglycerine and laid out my IV wrap, I 
had the patient take a couple deep breaths and imagine a light fluffy cloud floating through a 
brilliant blue sky. I described the cloud so she could sense every detail. I placed my IV in the 
patient’s annecubital fossa, ensured I had a good flash and attached the normal saline so I had a 
medication administration route. I checked her vitals and noted she had an elevated blood 
pressure and pulse rate. I continued the visualization to help her relax, asking her to envision she 



was now the cloud floating peacefully in the sky, slowly breathing with the breeze that carried 
her along. I asked her to close her eyes and feel the warm sun on her face and to enjoy her slow 
deep breaths. The monitor showed that her heart rate was coming down to a more normal level. 
Noting the patient was still having significant chest pain, I administered morphine and moved 
her to the gurney. As we moved to the ambulance, she and I continued with the visualization 
drill. Once we were ready to pull out, I asked my partner to take a nice easy ride to the hospital 
with no lights and sirens. 
 
In the back of the rig we had about a fifteen-minute ride during which I spent my time holding 
the patient’s hand and talking soothingly to her. An occasional light touch on the forehead, 
holding her hand, and envisioning good intent and energy her way all the while performing my 
job of checking vitals, monitoring her cardiac rhythm, and ensuring the proper medications were 
on board and that the patient was both physically comfortable and physiologically stable.  
 
What does my anecdotal recount prove? Nothing. But what I can tell you is that as I began to 
integrate visualization, touch, and intent into my treatment my patient-provider experience began 
to take on a new life. I could not always use these methods and not every patient was receptive to 
my attempts, but for those who I was able to share this style of treatment seemed to enjoy their 
experience more. They appeared to have a reduction in fear and stress; a reduction in stress 
results in decreased oxygen demands on the body and likely contributes to better outcomes.  
 
I would argue that we have taught these methodologies, or similar logic, under the guise of good 
bedside manner and nursing. I think it maybe time for us to empirically evaluate the value of a 
human approach as it applies to prehospital medicine. In many prehostpial care situations there is 
likely an opportunity to interject some of these modalities, focusing on the human side of our 
treatment, and decreasing the overall stress. I, of course recognize not every call will have the 
ability to be treated in this manner, but many can be.  
 


