







































































Friday, March 27, 1998

6:00am UAAO Fun Run

7:30am- 4:00pm  Registration Hours

8:00am- 4.00pm  OD&TS (closed 11am-1:00pm)
9:00am- 3:30pm  Exhibit Hours

AM Lectures

8:00am  The Anatomy of the Lymphatics
Frank Willard, PhD

9:00am  The History and Development of Lymphatic Techniques
Hugh Ettlinger, DO

0:45am  Break with Exhibitors

10:15am  The History of Manipulation: 1874 to the present
John Hohner, DO

11:00am  Cranial Biomechanics and the Progress of Knowledge
Since Sutherland
Patrick Coughlin, PhD

12:00pm  Adjourn for lunch

PM Workshops:
1-3:00pm A3 Seated and Standing Applications of HVLA

Robert Kappler, DO, FAAO

B3  Balanced Ligamentous Strain Technique
Thomas Crow, DO

C3  Lymphatic Techniques of the Whole Body
Hugh Ettlinger, DO

D3 The Integration of LVLA, LVHA,
and HVLA in a Clinical Setting
John M. Jones, DO

E3  Education Committee Forum

3-3:30 pm Break with Exhibitors

3:30-5:30pm A4  Seated and Standing Applications of HVLA

Robert Kappler, DO, FAAO

B4  Balanced Ligamentous Strain Technique
Thomas Crow, DO

C4  Lymphatic Techniques of the Whole Body
Hugh Ettlinger, DO

D4 The Integration of LVLA, LVHA,
and HVLA in a Clinical Setting
John M. Jones, DO

E4  Fellows Forum (FAAQ/NUFA)

5:30pm- 7:30pm UAAOQ Auction
(everyone welcome)

7:00pm- 8:30pm Alumni Receptions
7:00pm- 7:30pm Fellows (FAAO) Reception
7:30pm- 9:00pm Fellows (FAAQ) Dinner

29 CME Credits for Main Program
3 CME Credits for Exhibits

Saturday, March 28, 1998

7:30am- 4:00pm Registration Hours

8:00am- 4:00pm OD&TS

9:00am- 12:00pm Exhibit Hours (UAAO tables only)

AM Lectures

8:00am Concepts of Somatic Dysfunction: then and now
Irvin Korr, PhD

8:45am The OMM Specialist: History and Ramifications
Anthony Chila, DO, FAAO

9:30am The History and Utilization of Orthotic Devices
Michael L. Kuchera, DO, FAAO

10:15am Break with exhibitors

10:45am Parallel and Distinctive:
Perspective from Three Years Later
Norman Gevitz, PhD

11:30am New Ideas Forum

12:15pm Lunch

PM Workshop

2:00pm - 5:00pm E5 Coding and Reimbursement
Osteopathic Medical Economics Committee

6:30pm- 7:30pm President’s Reception
7:30pm-10:00pm President’s Banquet

Sunday, March 29, 1998
(No registration or exhibits today)
AM Lectures
8:00am The Application of Osteopathy to Children
Jane Carreiro, DO
8:45am American Systems of Manual Medicine
Marvin Wieland, DC, DO
9:30am Break
10:00am Osteopaths in the Military
Todd Dombroski
10:45am Osteopathic Psychiatry
David Baron, DO
11:30am Women in Osteopathy
Melicien Tettambel, DO, FAAQ
12:00pm Convocation Adjourned
1
WHO MAY ATTEND

Educational objectives for AAO are to pro-
vide programs aimed to improve under-
standing of philosophy and diagnostic and
manipulative skills of DOs and individuals
who possess credentials required for full
licensure as physicians.
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From the AOBSPOMM Files

Case history:

Low back pain with a radiating
“electric shock”™

by Claudia L. McCarty, DO, CSPOMM

Chief Complaint

Patient is a fifty-year-old female
who presented with a chief complaint
of low back pain with a radiating
“electric shock™ like sensation going
into her anterior left leg. She also has
similar symptoms going into her left
arm. She has noted a twitch in the left
side of her face and some facial
drooping on the right.

History

of chief complaint

Patient reports that the symptoms
have been present off and on for about
a year, but have been increasing in
frequency of late. The electric
sensations wake her up at night and
herlegisbecoming increasingly weak
to the point that she sometimes has
difficulty walking or standing. She 1s
very frightened by the facial twitching.
Patient denies any trauma.

Past Medical History

No serious illness.

Past Surgical History

Denies.

Family History

Osteoporosis: mother.

Allergies
Tetracycline (Hives).

Social History

Denies alcohol use, 30 pack-year
of smoking, denies recreational drugs.

Physical Examination
BP-120/70 P-82 R-14 T-98.8

HEENT: Normocephalic, atrau-
matic. Right facial droop noted at
corner of mouth. Flat right nasal fold.

EYES: PERRLA, EOM’s intact,
sclera non icteric. FUNDI: no AV
nicking, nopapilledema, noengorged
vessels, no cotton wool spots. Nasal
septum midline.

EARS: TM’s intact, canals clear.

THROAT: Noerythema, no injection.
Glands normal. Thyroid not palpable.
Trachea midline.

COR: Regular rate and rhythm, no
murmur heard.

LUNGS: Clear to auscultation
bilaterally, no rales, rhonchi or
wheezing.

ABD: Soft, non tender, non distended,
positive bowel sounds, no masses
palpated.

EXT: No motor or sensory changes,
no cyanosis, no clubbing, no edema.

NEURO: CN 5 and 7 weak on right.
Left knee jerk hyper-reflexive.

OSTEQ: CRI 7, Restriction of left
occipital mastoid suture. OA E SR
RL,C3FSRRR,C7ESLRL,T2F
SR RR. Positive paravertebral muscle
spasms on left in CS, TS. Positive
standing flexion test on right, positive
seated flexion test on right. Negative
spring test. Positive Jones tender
points are found at left mid-pole
sacrum and left piriformis. Unable to
reproduce shock like symptoms.

Initial Assessment

Thisis a 50-year-old female patient
with multiple neurological-type
symptoms in addition to her
osteopathic dysfunctions. Brain
tumor, stroke, and TIA must be ruled
out, although there is not usually an
“electric like” radiculitis associated
with them. She has craniosacral
dysfunction, cervical dysfunction and
multiple Jones tender point
dysfunctions.

Treatment Plan

The initial approach to this patient
was to order an MRI of the brain and
discuss the patient with a neurologist.
Since the symptoms had been present
forayear, the likelihood of something
acute was lessened. No infarct or
demyelinating lesions were
demonstrated on the MRI and so she
was treated withmanipulative therapy.
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Treatment included myofascial,
muscle energy, facilitated positional
release, counterstrain and craniosacral
release. Exercise regime included
modified Williams routine and
complete rest position. The patient
tolerated the treatment well and
returned in one week. Atthat time she
reported less pain in the leg and fewer
episedes of facial twitching during
the preceding week, until she went to
a casino and played the slots. The
patient is left handed and had to reach
across the machine and twist to pull
the lever. Within several weeks the
fascial twitching had stopped
completely. After four weeks of
treatment, the patient continued to
experience the left leg pain with
difficulty sleeping at night. It was
noted at that time that the patient had
driven to Maryland for four hours

without stopping. At that time she
was treated with myofascial, muscle
energy, and high velocity/low
amplitude techniques. The patient
reported pain and symptomrelief with
the exercise regime. The patient
returned several weeks after the high
velocity/low amplitude treatment and
reported that she had had no further
symptoms or pain and had been able
to sleep well. She was reevaluated
three weeks later and being symptom
free she was discharged from care.

Discussion

This interesting case presented
some unusual problems in diagnosis
and treatment. It was necessary to
rule out neurological causes of her
symptoms. While the symptoms had
been present for sometime, they were

increasing and indeed led her to seek
treatment. The patient is a practicing
psychologist and so the facial
twitching was interfering with her
work, Treatment with craniosacral
manipulation relieved many of the
facial symptoms quickly probably by
freeing the cranial nerve exits to the
face. When the low back radiculitis
persisted the patient was given a very
thorough lumbosacral high velocity
treatment after having been prepared
with myofascial and muscle energy
to soften and relax the surrounding
tissues. This seemed to have been the
most efficacious way to relieve these
remaining symptoms. The patient was
able to get relief of symptoms thathad
been present for a year with just afew
months of therapy. She is now a
believer. [l

OMT: Practice Use. . .

... continued from page 19
manipulative methods of treatment,
75 percent of respondents felt
adequate time was given in medical
school for training OMT. Of the same
respondents, 67 percent felt too few
hours were spent in OMT training at
the intern level, and 56 percent felt
too few hours were spent in OMT
training at the resident level. For
continuing education, 59 percent felt
too few hours were spent in OMT
training at the CME level.

Conclusion

The types of diagnoses for which
OMT is utilized as reported by the
responding G/FP physicians
demonstrates a much wider spectrum
of indication for OMT use than might
be expected for those not
“specializing” in osteopathic
manipulative treatment. Given that
the average responding G/FP
physician had been in practice seven
years at the time of this study, the use
of OMT in practice, as shown by this
study, may indicate a perceived

effectiveness of OMT on the part of
the physicians utilizing these
treatment modalities. This study has
revealed that OMT is being used by a
majority of TCOM graduates prior to
1992, that the treatment methods being
utilized are quite varied, and that the
graduates have received some
postgraduate training in OMT at some
level.

Indeed, the widespread use of OMT
by G/FP physicians and the
dissatisfaction with postgraduate
training in OMT identify a wide gap
in manipulative training. Perhaps a
further study should be done to find
out the source of the dissatisfaction.
This would be important because too
many physicians are using OMT in
their practice for the postgraduate
training not to address more fully the
manipulative training needs of interns,
residents, and practicing physicians.
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Student’s Corner

Osteopathic manipulative treatment
of Bell’s palsy

by Robert F.Ulrich, MS-lll, University of North Texas Health Sciences at Fort Worth/TCOM

Introduction

Bell’s palsy is defined as paralysis
or weakness of the muscles supplied
by the facial nerve (CN VII) due to
inflammation and swelling of the
nerve within the facial canal. It is
almost always unilateral, most
common in people over the age of
thirty, and affects approximately 1 in
65 people over the course of alifetime.
A diagnosis of Bell’s palsy implies an
idiopathic cause, but antecedent
factors include exposure to cold or
viruses, and head trauma. Associated
diseases include the Ramsay Hunt
syndrome, whichis Bell’s palsy along
with vesicles in the external auditory
canal or behind the auricle and is due
to herpes zoster infection of the
geniculate ganglion. Bilateral facial
paralysisis highly unusual and should
prompt a search for conditions such
as Guillian-Barre syndrome orchronic
meningitis.

Clinical Manifestations
Onset of Bell’s palsy is fairly
abrupt, occurring suddenly or over a
few days with maximum weakness
usually attained by 48 hours. Pain
behind the ear may precede paralysis
by a day or two. CN VII supplies all
muscles of facial expression and this
is manifested clinically by drooping
of the comer of the mouth, flattening
of skin creases and folds of the face
and forehead, inability to close the
eyelid on the affected side, and

sagging of the lower 1id which allows
the punctum to fall away from the
conjunctiva, resulting in tearing. The
site of the lesion determines the clinical
presentation, soitis necessary to focus
on the anatomy of the facial nerve.

Anatomy

CN VII is primarily motor,
supplying the muscles of facial
expression and muscles of the scalp,
auricle, buccinator, platysma,
stapedius, stylohyoid, and the posterior
belly of the digastric. It has a small
sensory component  (nervus
intermedius) which conveys taste
sensation from the anterior two-thirds
of the tongue and cutaneous sensation
from the anterior wall of the external
auditory canal. It also supplies
parasympathetic secretory stimulus to
the submandibular, sublingual, and
lacrimal glands. The facial nerve
originates in the pons, where the motor
nucleus is located. Upon leaving the
pons it enters the internal auditory
meatus with the acoustic nerve. It
courses through the middle ear in the
temporal bone where it gives off a
small branch, the nerve to the stapedius,
which performs a dampening function.
The nerve exits the skull at the
stylomastoid foramen, passes through
the parotid gland and subdivides into
five branches to provide the facial
muscles.

If the lesion is at the stylomastoid
foramen, only the muscles of facial

expression are affected. If the lesion is
in the middle ear portion, taste is lost
over the ipsilateral anterior two-thirds
of the tongue. If the nerve to the
stapedius is interrupted, the patient
experiences hyperacusis (painful
sensitivity to loud sounds) and may
experience unilateral ear pain. Lesions
in the internal auditory meatus can
also affect adjacent aunditory and
vestibular nerves causing deafness,
tinnitus, or dizziness.

Case Presentation

The patient is a 39-year-old white
female who initially presented to the
core clinic in March 1997, with a chief
complaint of chronic right ear pain
which she described as a “deep ache.”
She also complained of a feeling in her
right ear “like a broken speaker”
approximately once a day, aggravated
by noisy environment; and of right
facial weakness withright eye irritation
when she became tired. She stated that
all these symptoms were residual from
having Bell’s palsy three years ago. At
the onset of her disease, she visited her
family doctor and was placed on
NSAIDS with no relief of symptoms.
She suffered from complete unilateral
tacial paralysis for three months, at
which time she began to gradually
improve., During this time she also
suffered from chronic right ear pain
and “crackling” in her ear which
persisted until she visited the OMT
clinic. Trauma history was significant
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for being knocked unconscious by a
baseball as a child without any
evidence of skull fractures. She
disclosed that she had studied martial
arts for a couple of years with
numerous falls. She also reported a
bad middle-ear infection
approximately 12 years ago which
resolved with antibiotics. Physical
examination at the time of her initial
visit to the OMT clinic revealed a
slight flattening of facial creases and
folds. Palpation of her skull revealed
absence of motion. She was diagnosed
with sphenobasilar compression and
treated with supine-indirect-inherent
force at the sphenobasilar symphysis
and condylar decompression with
good response. Since that time she
has visited the core clinic weekly and
states that her ear problems have
improved tremendously. She now gets
the “broken speaker” sound and ear
pain about once a week. The right
side of her face still shows some
evidence of crease flattening. On her
most recent visit (April 30, 1997) she
reported no ear pain or hearing
problems over the previous week.

Treatment

Approximately 80 percent of cases
recover completely over a period of
weeks to months. Traditional therapy
is primarily supportive and consists
of keeping the affected eye patched
and moistened to prevent corneal
drying and abrasions. Medical
treatment consists of starting
Prednisone 80mg po qd for three days
and tapering this by 20mg every three
days. Steroid treatment should begin
immediately — there 1s little benefit in
using steroids after four days. One
author reports using high-voltage
electrical stimulation of the facial
muscles with successful results.

There is a paucity of literature

regarding osteopathic manipulative
treatment for treatment of Bell’s palsy,
although much anecdotal evidence
exists. Most documented evidence
points to an etiology of trauma. The
most common somatic dysfunctions
reported are sphenobasilar
compression and external fixation of
the temporal bones. Traumacan easily
disrupt the “rocker bearing”
mechanism of the temporal jugular
surface on the occipital jugular
tubercle, which is in close
approximation to the facial nerve. In
addition, any shifts of the temporal
bone can cause dural tension at the
internal acoustic meatus. [rritation of
nerve roots can result in histamine
release, which causes peripheral
vasodilation, fluid exudation, and
continued irritation. Somatic
dysfunction of the sphenoid, occiput,
and temporal bones; and restriction
of cervical and thoracic myofascial
elements inhibit lymphatic drainage.
The edema in the unyielding bony
canal results in a pressure neuritis
which manifests its symptoms
depending onthe location of the lesion
asdescribed earlier. Although there is
no OMT mentioned for specifically
treating Bell’s palsy, itis implied that
by restoring cranial motion, treating
any fixed restrictions of cranial bones
(particularly the temporals), and
improving lymphatic drainage, the
pressure on the facial nerve can be
decreased oreliminated and allow the
nerve to function properly.

Discussion

The origin of the Bell’s palsy of the
patient in this study was idiopathic,
butlikely secondary to the head trauma
experienced as a child. Perhaps, the
ear infection as a young adult
contributed also. At the time she
visited the OMM clinic her facial

paralysis had largely resolved, butthe
ear pain and dysfunctional hearing
continued to trouble her daily. Based
upon these symptoms, it is almost
certain that her CN VII was affected
fairly highupin the facial canal. Head
trauma can result in shifts in position
of the occiput and temporal bone,
resulting in dural tension, restriction
of physiologic motion, and edema. In
the limited space of the bony facial
canal, this can lead to ischemia and
eventually degeneration from
compression. This is essentially an
entrapment neuropathy. With the
cranial treatment this patient received,
physiologic motion was restored,
tension was relieved from the nerve,
and she has obtained complete relief
of her symptoms. Bell’s palsy is a
fairly common condition, one that
practicing physicians are likely to see
often. As osteopathic physicians,
cranial treatment is an important
modality that can be used to provide
relief to these patients, particularly
when allopathic methods fail.
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News from the UAAO...

by Mindy Barratt, Chairperson
UAAQO National Council

Greetings from the 1997-98
UAAQ Council. My name is Mindy
Barratt, the new UAAO Council
Chairperson. I am excited and
looking forward to a great and
productive year!

As you know, the UAAO is the
Undergraduate American Academy
of Osteopathy. We are a component
society of the AAQO. Our purpose is
to help osteopathic students acquire
abetterunderstanding of osteopathic
principles, theories, and practices.
This includes attaining a maximum
proficiency in osteopathic structural
diagnosis and manipulative
treatment, and fostering a clear
concept of the clinical application of
osteopathy in health and disease.

Our annual meeting is at the
AAQ’s Convocation. The next
Convocation is being held at the
beautiful Broadmoor Resort in
Colorado Springs, CO on March 26-
29. The students find it a wonderful
experience. There are many
opportunities to learn; from lectures
andlabs and the physiciansare always

willing to teach and guide the students.
The students are grateful to those
physicians. It is important for us to
have role models in this revolutionary
time in the osteopathic medical field.

The UAAQO and SOMA have been
working together on several projects
this past year; one being the Vicki
Dyson/ SOMA  Scholarship
Preceptor-ship program. This
program was established to provide
funding for students who are both
UAAOand SOMA members and wish
to do arotation with a physician who
does manipulation within their
practice. There is one scholarship per
school. If you are interested in being
a preceptor for 3rd and 4th year
students, please contact the AAO
office or myself for the appropriate
forms. We would welcome anyone
and any field.

A second project is the
Undergraduate Outreach Program.,
This is a presentation format for
members of SOMA and UAAO to
use at colleges and high schools. The
presentation focuses on osteopathy

with theintent of teaching the audience
about the history, basic principles,
accreditation, licensing, and variety
of techniques used by various
practitioners of Osteopathy. The
purpose 1s to expose undergraduate
students and others to osteopathy,
whether it be for pursuing a medical
career or choosing a practitioner.

The UAAQO has, with the help of
NUFA (National Undergraduate
Fellows Association), put together a
Part I National Board Review Book.
The book is available through local
UAAO chapters. The book was put
together to facilitate studying for the
OMM portion of the boards since at
the time there was not a review book
available.

The UAAO Council leavesit’sdoor
open at all times, so if you need more
information please e-mail me at
UAAOCHAIR@AOL.COM. I look
forward to serving the UAAQ this
coming year. In the words of AT Still
from Philosophy of Osteopathy,
“Harmony only dwells where
obstructions do not exist.” (]

Book Review

No prouder title can
follow a human name

by Erik Austin, MS-I, Western Univeristy of Health Sciences/COMP

Sometime ago, I read the Autobi-
ography of A.T. Still, which was origi-
nally published by Dr. Still in 1897
in Kirksville, MO. I read all 460 pages
in two days, marvelling at the hon-
esty of the writer and the fullness and
importance of his life. Had I not ex-
perienced this historical work, I feel

something would be missing from my
own life.

Dr. Still’s very first discovery of
osteopathic principles came as a ten-
year-old boy. Due to a terrible head-
ache, he had to quit playing on the
tree-swing in his yard. He lowered the
homemade swing, laid a blanket on

it, and used it as a sort of swinging
pillow. The rocking motion, with his
head and neck slightly uplifted from
the ground, made him relaxed and he
fell asleep for a short while. Upon
waking, his headache was gone.
About twenty years after his initial
discovery, A.T. Still made some in-
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terpretations: “I reasoned that T had
somehow suspended the action of the
occipital nerves and given harmony
to arterial blood flow.” This was the
beginning of the science of osteopa-
thy. Another forty years later, Dr. Still
recollected in his autobiography that
he had devoted his entire stay on earth
“to obtain a more thorough knowl-
edge of the workings of the machin-
ery of life, to produce ease and
health.”

A. T. Still’s autobiography
chronicles the life of a dedicated pio-
neer physician in a turbulent world,
from his early career as an allopathic
(MD) on through his struggle to pro-
mote the new science of osteopathy
in what was a very rugged frontier
Ammerica. Dr. Still was castigated and
reproached by many for opposing the
teachings of his own father, also a
physician. At many points in his life
he inveighed against the social rigid-
ity of his time and against medical

treatments he referred to as “pills,
purges, plasters, and poisons.” He in-
stead promoted new treatments which
he demonstrated fulfilled the laws of
nature and caused no harm, unlike the
ill effects produced by the free use of
the drugs of the day. Dr. Still pro-
moted approaches which allowed the
body’s own natural compensatory and
recuperative powers to operate, be-
lieving in the unity of the body and
its capacity for self-healing. In short,
Dr. Still’s orientation was holistic and
humanistic.

A.T. Still felt strongly that it is os-
teopathic medicine that should be
“the lighthouse on which your eye
must be continually fixed.” He ex-
horted his followers to: “Live up to
the great cause of osteopathy . . . Lift
in sympathy and love the suffering
brother from out of the depths of dis-
ease and drugs. Let your light so shine
before men that the world will know
you are an osteopath, pure and simple,

and that no prouder title can follow a
human name.” There is something
very rare about reading the words of
A. T. Still himself, due to the pro-
found depths of his belief in his new
system of medicine and the forceful-
ness of his oratory.

We must learn the history well. For
only through knowledge of our his-
tory can one obtain the complete os-
teopathic experience and a full ap-
preciation of the determination and
suffering of the founding fathers in
bringing forth the vision of medical
reformation. “With pen of truth
dipped boldly in imagination’s ruddy
ink, I paint the picture as it came to
me” (A.T. Still, DO, 1897). Only
when the history is fully learned will
we be able to teach our students well.

Note: The Autobiography of A.T. Still
is available through the American
Academy of Osteopathy, 317/879-
1881.0

The silver thread — The perennial
aspect of osteopathic thought

by Zachary Comeaux, DO, CSPOMM, Laurelville, OH

beginning a new millennium, we

most often preoccupy ourselves
with our immediate accomplishments
and our intentions for shaping the
future. This is a good thing. Yet wise
men have always noted that their
achievements are possible with their
vision from standing on the shoulders
of those who went before.

The Osteopathic Certification Act,
inclusion on the PRCP, inclusion of
CPT osteopathic procedure codes,
opening of new schools and the
appearance of professional parity with
the allopathic establishment seem to
provide a secure future for us. Yeton

I n the exhilaration of anticipating

the horizon we see two challenges to
both patient and physician. One is the
cultures frustration of finding an
economic structure to deliver medical
service. The fee for service era which
persisted for centuries has been
usurped by the banner of managed
care. Now however, the managed care
monolith is showing signs of sharing
the frustration we realized all along.

To streamline practice and medical
judgement, and contain cost, we
overlay our judgement with controlled
length of hospital stay, practice
guidelines defining the standard of
care, clinical pathways for more
efficient. There is little room for

reflection, thought, insight, discovery,
or compassion. Essentially these are
ways of limiting the amount or mode
of care. The underpinnings of such a
system is economic yet rests on a
philosophy of science based in
newtonian physics and the
presupposition that all physiologic
details are knowable with the current
scientific method, enough time and
enough money to feed schools and
scientists and pharmaceutical houses.
The second challenge is the wave
of interest in alternative medical
approaches. Many in the field of subtle
energy medicine, transpersonal
—»
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medicine and spiritual healing
champion the arrival of a new
paradigm for understanding health,
illness and medicine. These systems
have begun to solidify as there is an
accumulation of scientific data to
challenge many of the scientific tenets
previously held to be absolute. As a
result phenomena such as remote
psychic diagnosis, effective healing
prayer, near death experiences
become part of accepted medical lore
and experience instead of quackery.
Osteopathy sees itselfas distinctly
different yet does not want to give up
parity to claim strength as an
alternative.
The quandary is not new.
ur esteemed founder, Dr.
Still lived in an age of
paradigm transition in
medicine where the perennial contest
between vitalism and materialism
were, again, clashing as they had for
two thousand years or more. In his
day, the major power of allopathic
medicine, enamored with the
chemical or surgical approach to
health care was at odds with several
contenders. Magnetic healers,
mesmerists and spiritualists were
suggesting that other ways of viewing
the human person other than an
empiric material body had healing
merit. Homeopathy contended that
lesser quantities of drugs than those
required for endothermic chemical
reactions was the correct therapeutic
approach. Eclectic medicine
formalized the use of herbal remedies.
Still reviewed all the data and did
not seek alliances. He demanded that
the osteopath, “The explorer for truth
must first declare his independence
of all obligations or brotherhoods of
any kind whatsoever. He must be
free to think and reason. He must
establish his observatory upon hills
of his own... above the imaginary
high planes of rulers, kings, professors
of schools of all kinds and
denominations.”
He was not recommending each

of us be an ascetic hermit, yet rather
that for the sake of intellectual honesty
we trust our perceptions, deal with the
data and the patient at hand, and intuit
a solution. This should be the goal of
real science yet Still saw the medicine
of his day mired in a struggle for
intellectual pride, economic gain, and
political power. Sound familiar?

Still’s cosmology and, therefore,
his practice was centered on the
conviction that the human person,
including the body, was made by a
Supreme Intelligence whose work was
a marvel of perfection and that any
system of treatment must seek to
understand the creative pattern behind
proper function. The secrets of
effective healing and health could be
discerned by careful, honest
observation to discover the Mind of
the Creator. Still defined the person as
triune, “First there is the material body,
second, the spiritual being; third a
being of mind which is far superior to
all vital motions and material forms,
whose duty is to wisely manage this
great engine of life.”

A. T. Still brought us a spark of
insight and inspiration which has
blossomed into a health care system
which has soothed the wounds and
ailments of a century plus of patients
seeking ourhelp. Yetin his Philosophy
of Osteopathy he defines the osteopath
not as a competent and effective
technician, not as the possessor of the
knowledge of the correct manipulative
proceduresbut as the searcher for truth.

Only late in his writing and in hidden
cormers do we find descriptions of the
Old Doctor’s specific treatments. More
typically we find descriptions of how
toachieve effectiveness as in the quote
by Carl Philip McConnell, DO, in his
essay on The Basis of Technique. He
quotes Still, “the student, before
entering the clinic room, must be
thoroughly acquainted with all that is
meant by anatomy. . . and all the parts
and principles.” Dr. Still continues,
“Once in the operating room they are
in a place where printed books are

known no more, forever. Your own
native ability, with nature’s books,
are all that command respect in this
field of labor. Here you lay aside the
long words, and use your mind in deep
and silentearnestness; drink deep from
the eternal fountain of reason,
penetrate the forests of that law whose
beauties are life and death. To know
all of abone in its entirely \;vould close
both ends of an eternity.”

In other words, technique follows
conscious awareness of the reality
before us.

The silver thread of intellectual
honesty, openness to observe and
learn, compassionately sharing of
whatever has been revealed to us for
the service of the patient is our legacy.
What is more, itis the key to the future
of medicine.

A paradigm shift is inevitable. The
question is, what forces will drive it.
Although economic considerations are
an important variable, efficacy of
treatment is part of the secret of
osteopathic success and its key place
in the arena of health care reform. This
must be based on our understanding
of who we are as physician and patient.

Alternative or complementary
medicine challenges the tenets of the
allopathic medical establishment.
International symposia deal with the
reality and nature of the placebo effect,
the efficacy of love in the healing
relationship, the scientific case for
prayer as a legitimate element of
treatment. Yet, tenaciously funded
osteopathic research is tied to finding
anatomic and physiologic justification
within the framework of conventional
newtonian science.

If we look deeply into our own
roots, we see a closer kinship to the
energy paradigm. Key elements of
our tradition notably the quality of
freedom or restriction of motion when
coupled with the concept of freedom
to function (as in interrelationship of
structure and function) carry us far
into the new paradigm. Motion can be
described as a system doing work.

32/AAQ Journal

Fall 1997




Treatment approaches that are
currently enamored with the
catchword “energy” can benefit by
asking what this energy is really all
about. Energy is also the ability to do
work, to move. Subtle energy
medicine seems more sophisticated
at discerning and treating restrictions
of motion or energy on a variety of
levels (including the spiritual,
emotional and mental realm) until
one recognizes the thread of subtle
energy work in the osteopathic family.

HVLA, and articulatory, techni-
ques deal with the body primarily
from the gross mechanical point of
view, congruent with classic
biophysics. Counterstrain, muscle
energy functional, focused oscillatory
release, facilitated positional release,
visceral, and myofascial release deal
with more subtle freedom/restriction
of motion dealing more directly with
neurophysical organization. I would
suggest that they manipulate
mechanisms gently, below what Korr
and Denslow would consider the
reflex t}}reshold of a facilitated
segment. By this means distorted
proprioceptive mechanisms can be
reset without autonomic or voluntary
resistance to change. Yet further,
Sutherland and followers as they
refine their perceptions of the cranial
rhythm acknowledge that they relate
to a wisdom, a force, transcendent of
the patient or physician. Upledger,
with SomatoEmotional Release in
refining this recognizes the reality of
emotional trauma to restrict physical
function, to leave palpable evidence
as energy cysts and to be remediable
to conscious intended manual
communication. Further Still models
such as Robert Fulford’s Energetic
Approach adapt the subtle palpatory
skill to discern forces describable as
the energetic body, congruent with
the physical body which expresses
physical, spiritual, emotional
restrictions of respiratory motion
which are amenable to ilsltentional,
empathic, manual release.

All this brings us to a common
ground with those looking for what
Willis Harman calls an M-12 or M-3
metaphysics of science in whichmind
and matter have a more intimate
mterrelationship than passive matter
and deductive logic — our current
scientific mode.”

hat should become clear

isthateach ofthese pieces

of osteopathic insight
have expanded the understanding of
the nature of the person, the patient.
Especially with these latter
practitioners, they arise from the
osteopathic tradition yet go beyond
the previously understood concept of
somatic dysfunction. They are the
osteopathic way of keeping abreast of
theexpanded knowledge of the human
person as in psychology/psychiatry
Freud’s concept of conversion
reaction expanded to include Selye’s
concept of stress induced illness and
more lately the power of prayer, love,
and positive feelings have beennoted
to improve immune function, or as
Dean Omish suggests, remediate heart
disease. Yet these thinkers follow the
silver thread of Still’s tenacity for
observation of natural phenomenon,
acceptance of the reality of their
observations which enhance their
ability to treat the whole person in a
way that includes personal, manual
intervention consistent with nature of
the person.

The concept of somatic dysfunction
is not eliminated, simply refined to
the concept of personal dysfunction.
Still claimed we were creatures of
Body, Mind, and Spirit. We are finally
catching up with him in being able to
conceive of working on this level.
Our concept of person has been
broadened. We have much incommon
with those ushering in a new
metaphysical paradigm,

We have all been schooled in the
tales of Still’s criticism of the medical
methods of his day. A century later
we are again in the midst of a
maelstrom of conflicting, though

complementary systems of thought.
Allopathic medicine has survived,
refined the concept of pharmacologic
intervention while scientific
understanding of cell receptor
chemistry, immunology and genetics
have expanded the horizons of this
field of manipulation limited only by
time and cost. Clinical osteopathy has
survived evolving as a schizophrenic
blend of classically applied structural
manipulation techniques and anything
else that works. I do not deny that
very much of the scientific medicine
of the last century has been ablessedly
effective revelation. Yet, having
achieved parity, we discover that what
is lacking in this secularized age and
the empiricization of scienceis asense
of an organized cosmology or
philosophy which is open ended. But
if we read Still deeply, follow the
silverthread of reasoning, observation
and discovery through his work and
that of his disciples — that is us — we
holdthe key to anetfective, affordable
compassionate health delivery system.
With this we face the new millennium
and the challenges of those who say
the only way to limit cost is to deny
service and those who say that to heal
we need to go outside the doctor’s
office. Onward!
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1997 AOA/AAO Convention

San Antonio, Texas
October 20, 22, 1997

Claudia L. McCarty, DO, AAO Program Chairperson

Monday,
8:00 am
9-11:00 am
9:00 am

9:15 am

9:30 am

10:30 am
11:00 am
11:30 am

12:30 pm
1:15 pm
2:30-5:00pm
2:30 pm

3:00 pm
4:00 pm

5:00 pm

“Research 101”

October 20, 1997

AOA Opening Session - Keynote Speaker
Osteopathic Diagnosis & Treatment Service

Welcome: Claudia L. McCarty, DO
Program Chairperson

Research in the Profession

Howard Levine, DO

Opportunities for Osteopathic Physicians
in Clinical Research

David Baron, DO

Examples of Current Clinical Research
Otitis Media

Karen Steele, DO, FAAD

Examples of Current Clinical Research
Carpal Tunnel Syndrome

Anita Eisenhart, DO

Clinical Research Opportunities

The Interface between Clinical and Basic
Science Research

Pharmaceutical Update and Exhibits
Alumni Luqcheons

Osteopathic Diagnosis & Treatment Service
NOWPA

Melicien Tettambel, DO, FAAO

Stacey Bohlen, AOA Washington Office
Workshop: Treatment of the Eustachian
Tube with Ostecpathic Manipulation
Karen Steele, DO, FAAO

Workshop: Treatment of Carpal Tunnel
Syndrome with Osteopathic Manipulation
Anita Eisenhart, DO

Adjourn for the day

Tuesday, October 21, 1997

8:00 am

Tools: Research Instruments, Samples
and Data Collection
Michael Kuchera, DO, FAAO

9-11:00 am
9:00 am

11:00 am
12:00 pm
1:00 pm

2-5:00pm
2:30 pm

4:00 pm

5:00 pm

Osteopathic Diagnosis & Treatment Service
How to Write a Research Proposal

Lynn Miner, PhD

Pharmaceutical Update and Exhibits
Lunch

Workshop: Myofascial Release

Judith O’Connell, DO, FAAQ

Osteopathic Diagnosis & Treatment Service
Workshop: Facilitated Positional Release
Eileen DiGiovanna, DO, FAAQ
Workshop: Modification of OMM
Technigues

Charles Smutney, DO

Adjourn for the day

Wednesday, October 22, 1997

8:00 am
9-11:00 am
9:00 am

10:00 am

11:00 am

12:00 pm
1:00 pm

2-5:00 pm
3:00 pm

5:00 pm

Outcomes Research

James Lipton, DO, FAAQ

Osteopathic Diagnosis & Treatment Service
Research on an Emergency Room
Schedule

Theordore Geta, DO

Grant Opportunities inOsteopathy:
Finding Dollars and Strategies for
Getting Them

Lynn Miner, PhD

Northup Memorial Lecture

Edna Lay, DO, FAAQ

Lunch

Workshop: How to Write an Outline and
Develop a Protocol for Research
Charles Smutney, DO

David Yens, PhD

Osteopathic Diagnosis & Treatment Service
Workshop: Coding and Reimbursement
Judith O’Cennell, DO, FAAO
Adjournment for AAO Program
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Explore
. About the Course
The IS 1 and Of O ’ ahu This course is appropriate for a refresher/review

course for DOs, as well as, physicians (MD) who
Janu ary 1 5 = 1 8 3 1 9 9 8 have had no prior training in osteopathic manipula-
tive treatment. This is a detailed introductory
: course, and should have significant applicability to
“An Introduction your practice. The course has been approved for 20
to Osteopathic Manip ulative Treatment” hours - Category 1A continuing medical education
by the American Osteopathic Association (AOA)
and, a request for AAFP CME credits is pending.

while attending the hands-on OMM training course

Objective of Course
Learn to diagnose and treat motion restriction of the somatic (body framework) system.

Who May Attend Course

Educational objectives for AAO are to provide programs aimed to improve understanding of philosophy and diagnostic and
manipulative skills of AAO members, DOs who are not AAQ members, individuals who possess credentials required for
unlimited licensure as physicians and for those in programs leading to such license.

S

Earn

Faculty: Hotel Accommodations
Boyd R. Buser, DO, CSPOMM, Program Chairperson 23 Hours Turtle Bay Hilton Golf & Tennis Resort
Mark A. Cantieri, DO, FAAO Category 1A Hilton Reservations: 1-800-HILTONS

Ann L. Habenicht, DO, FAAO

CME Turtle Bay Hilton Reservation: 1-808-293-8811

Thursday, January 15, 1998 Room Rate: $115.00

5:00 pm  Registration Opens Reception
5:30pm Introduction to Course and Faculty

“An Introduction to Osteopathic Manipulative Treatment”

5:45pm  History and Philosophy of Osteopathy FULL Name
7:30 pm  Introduction to OMT (FIRST NAME FOR BADGE)
8:00 pm Osteopathic Terminology, Palpatory Street Address
Diagnostic Parameters, Barrier Concept City State Zip
8:45 pm  Principles of HYLA Technique Daytime Phone #
9:15pm SUMMARY ACA#  College/Year Graduated

9:30pm  Adjoumn
Course Fees

Friday. January 16, 1998 Prior to ‘December 15, 1997 After December 13, 1997
7:00 am  Spinal Biomechanics AAO Member: $575.00 AAQ Member: $675.00
8:00 am  Pelvis Diagnosis and Treatment AAQO Non-Member: $675.00 AAO Non-Member: $775.00

10:45 am  Small Group Discussion
11:00 am  Lumbar Spine Diagnosis and Treatment Make check payable to:
1:30pm  Adjourn American Academy of Osteopathy or AAO and mail to:
3500 DePauw Blvd., Suite 1080

Saturday, January 17, 1998 Indianapolis, IN 46268-1136
7:00 am  Pathophysiologic Models
8:00 am  Thorax Diagnosis and Treatment FAX your registration form to (317) 879-0563 and use your credit card!

10:30 am  Small Group Discussion

10:45am  Cervical Spine Diagnosis Card #

and Treatment

1:30pm  Adjoum Cardholder’s Name

Date of Expiration

Sunday, January 18, 1998
7:00 am  Coding for Diagnosis and Reimbursement
8:00 am  Extremities Diagnosis and Treatment
10:30 am  Small Group Discussion Required Deposit ($100)
10:45 am  Complications and Contraindications Pos of Paymenik . sradit saed
11:30 am  Complete Treatment Approach ’
12:30 pm  Summary

1:00pm  Adjourn FINAL PAYMENT DUE DECEMBER 15, 1997

Signature
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NON-PROFIT ORG.

\ U.S. POSTAGE
Academyh()f CAPREI\F;I[I\EITI?F ]::l)h\ll%lz\ﬁA
Osteopathy ’

3500 DePauw Boulevard

Suite 1080

Indianapolis, IN 46268-1136

ADDRESS CORRECTION AND
FORWARDING REQUESTED

NEeD AsSISTANCE IN EDUCATING
THE THIRD-PARTY PAYERS IN YOUR STATE?

order the brochure:

OSTEOPATHIC MEDICINE:
A CosTt-EFFiciEnT APPROACH TO MEDICAL CARE

Provides statistical information about osteopathy and patient care.
Explains the osteopathic difference
Justifies how third-party payers can add osteopathic cost-saving medical care
to their plan.

Cost of brochure: 1-25 copies @ $.75 each _?harge tomy:  (circle one)
26- 100 copies @ $.50 each A
100+ copies @ $.35 each T

Cardholder’s Name

Name

Card Number

Address

Expiration Date

City

Authorized Signature

Phone






