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October 
5-8 
AOAIAAO Convention 
Elaine Wallace, DO, Program Chair 
New Orleans, LA 

22-23 
Introduction to OMT 
John M. Jones, DO, Program Chair 
Virginia Beach, VA 
Hours: 16 Category IA 

24-25 
Basic Muscle Energy 
Walter Ehrenfeuchter, DO, FAAO 

Program Chairperson 
Virginia Beach, VA 
Hours: 16 Category IA 

November 
6-8 
Visceral Manipulation (Thoracic) 
John Glover, DO, Program Chair 
SFCOM 
San Francisco, CA 
Hours: 24 Category lA 

December 
4-6 
Myofascial Release 
Judith O'Connell, DO, FAAO 

Program Chairperson 
UOMHS 
Des Moines, TA 
Hours: 20 Category IA 

5-6 
Basic Percussion 'Vibrator 
Richard Koss, DO, Program Chair 
UOMHS 
Des Moines, TA 
Hours: 15 Category IA 
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January 1999 
14-17 
Introduction to OMT 
Boyd Buser, DO, Program Chair 
Turtle Bay Hilton 
Kahuku, Oahu, Hawaii 
Hours: 23 Category IA 

29-3 1 
Dx and Tx of Mechanical 
Low Back Pain 
Sonoma Valley Inn 
Sonoma, CA 
Hours: 20 Category l A 

February 
20-21 
Winter OMT Update 
The Ai rport Westin 
Atlanta, GA 
Hours: 18 Category lA 

20-21 
Facilitated Positional Release 
The Airport Wes tin 
Atlanta, GA 
Hours: 18 Category I A 

March 
21-24 
Visceral Manipulation -
Emotional Release and Trauma 
Featuring: Jean-Pierre Barra[, DO 
The Adams Mark Hotel 
St. Louis, MO 
Hours: 32 Category lA 

TRUST 2000: 
A Legacy 
to the Osteopathic 
Profession 

Chairman Ross Pope and members of' the 
AAO Finance Committee invite all AAO 
members to consider a "planned gif)," 10 the 
Academy as part of the endowmelll program 
TRUST 2000: A Legacy to the Osteopathic 
Profession. In 1992, Alan R. Becker, DO, 
FAA O created a charitable remainder uni trust 
in memory of his spouse, Catherine S. Becker. 
!nan ongoingfeature to promote 1he endowment 
campaign, the Academy is pleased to reprint 
the following abridged article which first 
appeared in the Fall 1992 issue of The AAO 
Journal. 

Winston Churchill stated that "We make a 
living by what we get, but we make a life by 
what we give."' 

Alan R. Becker, DO, FAAO, medical 
director of the Becker Osteopathic &Metrecom 
Clinic in Kailua, Hawaii, has established the 
Catherine S. Becker Memorial Charitable 
Remainder Unitrnst with t11e Academy as the 
beneficiary. 

Dr. Becker established the fund to honor his 
late wife, Cay, who for many yea.rs assisted the 
Academy, serving as structural consultation 
assistant during the annual conventions and 
convocations. "Cay was always willing to take 
on tasks that would help the Academy, and in so 
doing helped the staff, t11e students and the 
physicians during a very busy time." 

By setting up the charitable remainder 
unitrust, Dr. Becker received an i1mnediate tax 
deduction for his gift,a.nd will be able to receive 
a p01tion of the income from the trust during his 
liJetime. Upon his passing, the Academy will 
receive the balance of the funds. 

Dr. Becker has contributed greatly to the 
Academy thrnugh his generosity and vision, 
and hopes that his gift to the Academy will 
inspire others to do the same. 

There are a number of planned giving 
techniques which can be individually tailored 
to meet your personal needs. Many provide 
s ignificant tax savi ngs, professional 
managementandlifeti me income forinclividuals 
and members of their families. 

Gifts can be funded by gifts of cash or 
property such as land, jewelry, silver, coin 
collections, interests in limited pm1nerships, 
corporations and so forth . In your estate 
planning, please remember the Academy. 
Likewise, if you have grateful patients who 
wish to contribute to the profession as a thank 
you for your services to them, why not 
recommend the Academy as a beneficiary .':I 
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The mission of the American Academy of Osteopathy is to teach, explore, advocate, 
and advance the study and application of the science and art of total health care 

management, emphasizing osteopathic principles, 
palpatory diagnosis and osteopathic manipulative treatment. 
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Instructions to Authors 

The American Academy of Osteopathy 
(AAO) Journal is a peer-reviewed publica­
tion for disseminating information on the sci­
ence and an of osteopathic manipulative 
medicine. It is directed toward osteopathic 
physicians, students, interns and residents 
and particularly toward those physicians with 
a special interest in osteopathic manipulative 
treatment. 

The AAO Journal welcomes contributions in 
the following categories: 

Original Contributions 
Clinical or applied research, or basic science 
research related to clinical practice. 

Case Reports 
Unusual clinical presentations, newly recog­
nized situations or rarely reported features. 

Clinical Practice 
Articles about practical applications for gen­
eral practitioners or specialists. 

Special Communications 
Items related to the art of practice, such as 
poems, essays and stories. 

Letters to the Editor 
Comments on articles published in The AAO 
Journal or new information on clinical top­
ics. Letters must be signed by the author(s). 
No letters will be published anonymously, 
or under pseudonyms or pen names. 

Professional News 
of promotions, awards, appoin tments and 
other similar professional activities. 

Book Reviews 
Reviews of publications related to osteo­
pathic manipulative medicine and to manipu­
lati ve medicine in general. 

Note 
Contributions are accepledfrom members of 
the AOA, faculty members in osteopathic 
medical colleges, osteopathic residents and 
interns and students of osteopathic colleges. 
Contributions by others are accepted on all 

individual basis. 

Submission 
Submit all papers to Raymond J. Hruby, DO, 
FAAO, Editor-in-Chief, MSU-COM, Dept. 
of Osteopathic Manipulative Medicine, A-
439 E. Fee Hall, East Lansing, MI 48824. 
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Editorial Review 
Papers submitted to The AAO Journal may 
be submitted for review by the Editorial 
Board. Notification of acceptance or rejection 
usually is given within three months after re­
ceipt of the paper; pub! ication follows as soon 
as possible thereafter, depending upon the 
backlog of papers. Some papers may be re­
jected because of duplication of subject mat­
ter or the need to establish priorities on the 
use of limited space. 

Requirements 
for manuscript submission: 

Manuscript 
I. Type all text, references and tabular ma­
terial using upper and lower case, double­
spaced with one-inch margins. Number all 
pages consecutively. 

2. Submit original plus three copies. Retain 
one copy for your files. 

3. Check that all references, tables and fig­
ures are cited in the text and in numerical 
order. 

4. Include a cover letter that gives the 
author's full name and address, telephone 
number, institution from which work initi­
ated and academic title or position. 

5. Manuscripts must be published with the 
correct name(s) of the author(s). No manu­
scripts will be published anonymously, or 
under pseudonyms or pen names. 

6. For human or animal experimental inves­
tigations, include proof that the project was 
approved by an appropriate institutional re­
view board, or when no such board is in 
place, that the manner in which informed 
consent was obtained from human subjects. 

7. Describe the basic study design; define 
all statistical methods used; list measurement 
instruments, methods, and tools used for in­
dependent and dependent variables. 

8. In the "Materials and Methods" section, 
identify all interventions that are used which 
do not comply with approved or standard 
usage. 

Computer Disks 
We encourage and welcome computer disks 
containing the material submitted in hard 
copy form. Though we prefer Macintosh 3-

1/2" disks, MS-DOS formats using either 3-
1/2" or 5-1/4" discs are equally acceptable. 

Abstract 
Provide a 150-word abstract that summarizes 
the main points of the paper and it's 
conclusions. 

Illustrations 
I. Be sure that illustrations submitted are 
clearly labeled. 

2. Photos should be submitted as 5" x 7" 
glossy black and white prints with high con­
trast. On the back of each, clearly indicate 
the top of the photo. Use a photocopy to in­
dicate the placement of arrows and other 
markers on the photos. If color is necessary, 
submit clearly labeled 35 mm slides with the 
tops marked on the frames. All illustrations 
will be returned to tJ1e authors of published 
manuscripts. 

3. Include a caption for each figure. 

Permissions 
Obtain written permission from Lhe publisher 
and author to use previously published illus­
trations and submit these letters with the 
manuscript. You also must obtain written per­
mission from patients to use their photos if 
there is a possibility that they might be iden­
tified. In the case of children, permission 
must be obtained from a parent or guardian. 

References 
I. References are required for all material 
derived from the work of others. Cite all ref­
erences in numerical order in the text. If there 
arc references used as general source mate­
rial, but from which no specific information 
was taken, list them in alphabetical order 
following the numbered journals. 

2. For journals, include the names of all au­
thors, complete title of the article, name of 
the journal, volume number, date and inclu­
sive page numbers. For books, include the 
name(s) of the edilor(s), name and location 
of publisher and year of publication. Give 
page numbers for exact quotations. 

Editorial Processing 
All accepted articles are subject to copy ed­
iting. Authors are responsible for all state­
ments, including changes made by the manu­
script editor. No material may be reprinted 
from The AAO Journal without tJ1e written 
permission of the editor and the author(s) . 
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From the Editor 
by Raymond J. Hruby, DO, FAAO 

Osteopathic principles: 
Know them and live them 

If you have been keeping up with 
the articles appearing in recent years 
in such publications as the Journal of 

the AOA, and our own Journal, you 
know that there has been a lot of dis­
cussion about osteopathic identity, 
and whether we are los ing this iden­
tity as a profession. This causes me 
to think about how often we are called 
upon to explain who we are, what we 
do, how we differ from other health 
care practitioners, and other similar 
questions. We struggle to define for 
ourselves and others our philosophy 
and principles. We struggle to show 
how our approach to patients is dis­
tinctive. We struggle to understand 
our own philosophy and principles, 
to establish our identity. 

But it seems to me that the prob­
lem with our struggle with osteo­
pathic identity is not so much defin­
ing it, but living it. It always seemed 
to me that this profession has a very 
clear set of principles and a very iden­
tifiable philosophy. But do we live it 
and practice it every day, so that oth­
ers can clearly recognize us as the 
unique professionals that we are? 

When my mind dwells on these 
kinds of issues, I often turn to the 
writings of A. T. Still or those who 
were close to him for insight. If the 
reader will forgive me a long quota­
tion, rather than my own ramblings, 
I would like to share with you some 
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words from The Principles of Oste­

opathy (Fifth Edition, 1915), by G.D. 
Hulett, DO. I have always understood 
that Hulett was very accurate in ex­
plaining osteopathy as taught by Dr. 
Still. In his book (pp. 12-13), he ex­
plains some things about osteopathy 
that I think are very well said. This is 
what he says: "It is further necessary 
to make a fairly clear distinction be­
tween principles and practice. It is a 
peculiar characteristic of the average 
beginner to long for the opportunity 
to observe and experiment upon 
cases. 

He has imbibed the idea that oste­
opathy consists essentially in the per­
formance of certain movements upon 
the patient. But it is necessary to em­
phasize that before such movement 
shall be intelligently applied, certain 
fundamental facts are essential; and 
it is in the development of these re­
quired facts that the principles of os­
teopathy consists. 

Dr. Still has repeatedly emphasized 
that a "plan and specification" is nec­
essary before intelligent work can be 
done. There must be in the mind of 
the student a "living picture," not only 
of the form and feature but also of 
the function, the tendencies toward 
and away from the line marked out 
by heredity, and every phase and fact 
that may be known regarding the 
complete life of the individual. It is 

true no such picture was held by the 
pioneer in earlier times. But it is sig­
nificant that there are few great poets 
or musicians who are ignorant of the 
laws underlying their art. The farmer 
may be able to produce a crop with 
no knowledge whatever of the chem­
istry of soils or the laws of plant 
growth, but the present development 
of agriculture could never have been 
reached had not such laws been dis­
covered and formulated. The school 
teacher may be able to develop the 
minds of the young and yet be igno­
rant of pedagogics, but he can never 
occupy first place. 

Osteopathy is no exception to this 
rule. Dr. Still mentions the fac t that 
while yet a boy, a case of headache 
was aborted by resting his suboccipi­
tal region within a rope swing (Still: 

Autobiography). That was the art of 
osteopathy. Similar cases and obser­
vation of other facts accumulated 
until an inkling was obtained of a law 
underlying the several facts. The rec­
ognition of that law and the applica­
tion of it to still further cases consti­
tuted the beginning of the science. 

The accumulation and systemati­
zation of facts, even though many 
facts remained unexplained, justified 
the presentation of a working hypoth­
esis. It is the discussion of this hy­
pothesis and the facts substantiating 

continued on page 17 
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Message from the President 
by Melicien A. Tettambel, DO, FAAO 

AOA reaffirms 
OMM certification 

The month ofJuly was an unusually busy time. The Ameri­
can Osteopathic Association's Board of Trustees met prior 
to the House of Delegates meeting and clarified its position 
on certification in osteopathic manipulative medicine. The 
Board unanimously reaffinned its recognition of general 
certification earned by osteopathic physicians via the Ameri­
can Osteopathic Board of Special Proficiency in Osteopathic 
Manipulative Medicine. The AOA Special Task Force on 
OMM Certification and Credentials, in addition to the 
Academy's leadership, successfully addressed the concerns 
expressed by AOA board members and representatives of 
individual AOA practice affiliates. 

The AOA Board of Trustees now has directed its 
Task Force to work with AOBSPOMM and the Academy 
to address the following issues in a most timely fashion 
(hopefully by the October 1998 board meeting): 

• replace AOBSPOMM with a new certifying board 
holding jurisdiction for general certification in 
OMM; 

• provide documented assurance that all osteopathic 
physicians have the opportunity to be reimbursed 
for osteopathic manipulative treatment; 

• recognize all current OMM-certified physicians as 
"certified"; 

• provide for all current OMM residents to continue 
their training and obtain certification; 

• review and revise as needed the basic standards for 
residency training in OMM to ensure that this 
specialty represents a practice focus or body of 
knowledge, not just a technical or manual skill; 

• place a moratorium on emollment of new trainees 
in OMM residency programs until approval of the 
revised basic standards documents. 

AOBSPOMM, the Academy's Education and 
Postdoctoral Standards and Evaluation committees have 
been diligently working to recommend appropriate 
changes to documents, programs, and educational issues 
in a timely fashion to assist those who wish to become 
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certified. If there are additional concerns, do not hesitate 
to contact me. I am most confident that the Academy's 
leadership and committee members will address all of 
these issues in a most positive fashion to assist the AOA 
in reaching a successful outcome. 

While the AAO leadership has advocated for the pres­
ervation of general certification in OMM throughout these 
negotiations, individual Academy members can certainly 
express their own concerns to the AOA Board of Trust­
ees. l urge AAO members to be highly professional in 
their communications about these matters and focus their 
comments on the facts, e.g. OMM is general certification; 
OMM is a practice focus/body of knowledge; OMM is a 
viable specialty for osteopathic physicians; etc.□ 

DISARTICULATED SKULL 
REPLICAS IN 22 PARTS 

ade from an extremely fine single 
original adolescent skull. Replica pares 

arc somewhat flexible but not unbreakable 
and a rc the color of bone. 

We displayed our disarticulated skull 
replicas at the past two Cranial Academy 
Conferences where visitors to our exhibit 
commented that ours were the finest 
replicas they had ever seen. 

► COMPLETE D1SART1CULATEU 
SKULL REPLICA 

.$581.00 U.S.lplus shipping 
lndivitlual pieces arc ahm t1v,-1i lahlc. Phone ior :1 priCl.' ~hcct . 

► OPTT0~AL L0CKNG RIGID CARRY-CASE 
WITH SECTIO~ED FOAM bTERIOR 

m 
SI25.00 U.S.lplus shipping 
In aclrlilion w cenified d1e1..'ks, we accept: 

m ~ • ln tcr11acfonal orders: eredic card nr hank draJi in 
l ·'.S. jwtrls, drawn on a U.S. hank. 

PINK HOUSE STUDIOS, INC • 
. 15 R,,m ST., ST. ALB-1\/S, VT 05478 U.S.A. 
T EL/FAX : 802-524-7191 
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Message from the Executive Director 
by Stephen J. Noone, CAE 

Why is staff present at so 
many national meetings? 

Over the past three months, several readers cal led 
or sent notes , responding to the previous Executive 
Director's Message in which I explained how the 
Academy's educational programs were great "values" in 
the osteopathic medical profession. In the article, I noted 
the reasons why AAO's continuing medical education pro­
grams required higher participant tuition than the typical 
medical seminar. I am grateful for the feedback and pleased 
to hear from Academy members on this and all topics per­
taining to AAO programs and services. 

One respondent went further, suggesting that the 
Academy could save additional dollars if the executive 
director and/or staff did not travel to "so many" meetings. 
The inferences were (1) an achievement of significant 
budget savings, and (2) that their is insufficient benefit 
gained by Academy from the on-site presence of staff 
members at educational seminars, as well as American 
Osteopathic Association and affiliated organization meet­
ings. This is a legitimate issue and one which the 
Academy's leadership and staff routinely have considered 
as part of both ongoing management and planning for the 
future. 

As part of the job description for the executive 
director, the Board of Trustees has identified important, 
profession-wide meetings which require staff attendance. 
These may include such pertinentAOA meetings as Board 
of Trustees, House of Delegates, Council on Federal Health 
Programs, Osteopathic Medical Education Leadership 
Conference, American Association of Colleges of Osteo­
pathic Medicine and American Osteopathic Healthcare 
Association. Whether or not the Academy sends its staff 
to these meetings will vary, depending on meeting agenda, 
other Academy leadership's attendance and appropriated 
funds in the AAO annual budget. 

Perhaps illustrations will serve to explain fu11her. 
At the February 1998 AOA Board of Trustees meeting, 
the Academy had several critical issues on the agenda. 
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President Ann Habenicht , President-elect Melicien 
Tettambel and I represented the Academy. Our participa­
tion enabled us to cover all of the Board's concurrent ref­
erence committees to communicate the AAO's position 
on individual resolutions. However, and maybe even more 
important, the opportunity to gather together on-site to 
"caucus" on emerging issues enabled us to have greater 
influence on the outcomes of the board's deliberations. In 
my personal opinion, the AAO's achievement of greater 
political stature within the osteopathic medical profession 
is due in part to the Academy leadership's attendance and 
active participation in these national meetings. 

At larger AAO CME programs and several com­
ponent society meetings, the Academy staffs an exhibit to 
promote its programs and services. While there indeed is 
an expense to shipment of materials and staff participa­
tion, the financial return in on-site book sales, recruitment 
of new members and registration for future AAO educa­
tional programs typically exceed this expense. There also 
is an immeasurable benefit to the Academy in the visible 
presence of staff who can communicate one-on-one with 
AAO members and respond directly to their questions. I 
know when I return from an AAO exhibit, I normally have 
a lengthy "to-do" list in following-up my interactions with 
Academy members at that meeting alone. 

In summary, the Academy's leadership takes very 
serious their fiduciary responsibility for the use of AAO 
members' dues. By the adoption of the annual budget, the 
Board of Trustees appropriates funds wh ich will enable 
the Academy to fulfill the organization's long range plan 
as approved by the Board of Governors. The Secretary­
Treasurer and Trustees maintain oversight on the staff' s 
performance in operating the Academy within those pa­
rameters. I believe that the Academy and its members 
should take pride in being able to accomplish so much 
within this profession while, at the same time, achieving 
a balanced budget for the first time in over ten years.□ 
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Letter to A.T. Still 
Dear Doctor Still: 
I always enjoy learning something 

new about you, and about your won­
derful discovery, osteopalhy. You 
may recall that, not long ago, I wrote 
to you wondering what you may have 
meant when you said these words: "It 
will be an essential part of your train­
ing. But keep in mind while it may 
tell you how much the house is on 
fire, it does not tell you what slarted 
the fire and what is keeping it burn­
ing." At the time l found this quote 
only in a small book of quotations by 
you, a book written by Robert E. 
Trnh.lar, DO and entitled, D,: A. T. Still 

in the Living. I thought that you were 
perhaps refcning to pharmaceutical 
agents, or to the standard disease-ori­
ented medical approach of your time. 

I also wondered why this quote ap­
peared in Truhlar's book in the "L" 
chapter. since there are no words in 
this statement that beg in with that 
particular letter. Recently, l came 
across the 1948 Yearbook of the Arnd­
emy of Applied Osteopathy. (This 
yearbook was dedicated to you, by the 
way, in honor oftheAcademy's tenth 
year of existence). In this yearbook 
was a paper written by H. H. Gravell, 
DO, ent itl ed "E-choes from Dr. 
Still 's Lectures to the Class of Ninety 
Six." Dr. Gravett prefaced the above 
quote (p. 49) with the words, "He 
said, of lab work." So that was it! You 
were referring to excessive reliance 
on the use of laboratory studies to 
diagnose patients. Hence the appear­
ance of this quote under the letter "L" 

in Truhlar's book! 
Not only that, but Gravett followed 

those words with these, presumably 
also your words: " In quantity and 
quality, you may find the blood 
stream normal as revealed by the 
Laboratory tests, but if it is not mov­
ing on time, there is the beginning or 
disorder and disorder is the beginning 
of disease. For the rule of the artery 
is supreme." How interesting to gain 
more insight into your thoughts! You 
were the one who always urged your 
students to " dig on." May we all keep 
digging on, unti l we understand as 
much as possibly can about the prin­
ciples of osteopathy. 

Your ongoing sludent, 
Raymond J. Hruby, DO, FAAO 

D 

Affiliated organization's CME calendar ... 
October 1 
National Osteopathic Foundalion 
moving to Chicago under the umbrella of the 
American Osteopathic Association. NOF will 
be located within the AOA Headquarters. 

October 9-11 
The Three Diaphragms, 
A cmtlinuing studies course 
Melicien Tettambel, DO, FAAO, Director 
Sutherland Cran ial Teaching Foundation, Inc 
UNECOM, Biddeford, ME 
Contact: Judy Staser 

(817) 735-2498 

November 6-8 
The Face 

SCTF Tnter111edia1e Course 
Douglas Vick, DO, Program Director 
Eastmoreland Hospital 
Portland. OR 
Contact: Eastmoreland Hospital 

OMM Department 
(503) 230-250 l 
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November 20-22 
Annual Conference 

The Osteopathic Wi lderness Medical Society 
Anapolis, CA 
Hours: 18-20 Category I A 
Contact: Dickie Hill , DO 

(707) 745-3785 

January 23-27, 1999 
SCTF Basic Course 
Osteopathy in the Cranial Field 
Portland, OR 
Hours: 40 Category IA 
Contact: Judy Staser 

(8 17) 735-2498 

February 11-15, 1999 
Basic Course in Osteopathy 
in the Cranial l-iie ld 
The Cranial Academy 
Sheraton Mesa 
Mesa, AZ 
Hours: 40 Category I A 
Contact: T he Cranial Academy 

(3 17) 594-0411 

February 25-28, 1999 
Annual Convemion 
Florida Osteopathic Medical Association 
Hyatt Regency Pier 66 Hotel 
Fort Lauderdale, FL 
Hours: 30 Category IA 
Contact: FOMA Executive Office 

(850) 878-7364 

May 20-24, 1999 
SCTF Basic Course 

Os1eopa1hy i11 the Cranial Field 
NYCOM, NY 
Hours: 40 Category l A 
Contact: Judy Staser 

(817) 735-2498 
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From the Archives 

The principles of osteopathic 
structural therapy- Part II 
From: Principles of Osteopathy, by Leon E. Page, DO, Published by the AAO, 1952, Chapter 11 

Press ure, as used in osteopathic 
structural technique, may be applied 
suddenly, as in the adjustive thrust, or 
it may be applied slowly or intennit­
tently to articulations of soft tissues. 
The thrust is used to secure sudden re­
lease of pressure upon articulating sur­
faces, chiefly in the spine. It is usually 
applied by the palmer surface of the 
hand over one or more ve1tebrae in­
volved in a structural lesion. 

As in leverage, the thrust represents 
the concentration of force in a small 
area and must be used with caution to 
avoid injury. The thrust should be em­
ployed only over potentially movable 
joints. It should be applied parallel to 
the plane of the articulation and in a 
direction away from the point of great­
est fixation. This maneuver is usually 
employed in conjunction with leverage 
which places the joint in the most fa­
vorable position for correction. Sudden 
movement of the joint, whether by 
thrust or high velocity leverage, is of­
ten accompanjed by an audible "pop" 
which has come to be identified with 
osteopathic technique. Skillful adjust­
ment with a minimum of force, accu­
rately applied, will usually restore 
anatomical integrity without an ac­
companying "pop." 

In corrective technique by pres­
sure, the objective is to restore func­
tional relationship in an articulation 
by reversing the movements which 
caused the lesion. This demands ex­
act knowledge of the physiological 
movements of the spine and the me­
chanics of lesion production. Pressure 
must be applied in definite areas and 
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in a direction indicated by the me­
chanical maladjustment. Tndiscri1ni­
nate thrusting at lesioned articulations 
may result in further trauma. Not only 
must the plane of the articulation be 
visualized, but the forces which main­
tain the lesion must be analyzed and 
accurate counter force applied. 

In the correction of spinal lesions it 
has been found that the application of 
external force is not always necessary. 
ln order to preserve structural integrity, 
in spite of vmious traumatic environ­
mental influences to which the body is 
constantly subjected, an automatic cor­
rective mechanism has been developed 
which tends to restore anatmnical bal­
ance. This tendency to auto adjustment 
may be used in technique by measures 
which release immobilized articula­
tions and thus allow natural corrective 
forces to operate. The primary respira­
tory mechanism as described by 
Sutl1erland operates as a powerful cor­
rective force if mechanical impedi­
ments to its operation are removed by 

suitable technique. In some cases, an 
immobilized articulation may be re­
leased by pressure applied in such a 
way as to slightly exaggerate the maJ­
positioo. Once release of muscular and 
fascia! tension is secured, correction 
follows as a mechanical consequence 
without the application of more force. 
In many cases, the patient may be 
asked to execute certain voluntary 
movements which result in coJTection 
in cooperation with certain pressures 
applied by the operator. Skilled tech­
nicians take advantage of these co­
operative techniques and avoid the 

danger of treatment trauma and con­
serve the energy of the operator. 

Pressure is applied to soft tissues 
for the purpose of relaxing contracted 

muscles, releasing fascial tensions, 
and mechanically stimulating certain 
viscera. It may consist of steady or 
intermittent pressure in specific lo­
calities or in kneadir!g movements ap­
plied to soft tissue areas. Soft tissue 
technique as used in osteopathic 
structural therapy, differs from con­
ventional massage in that friction of 
the skin is avoided except when coun­
terirritation is desired. Pressure over 

inflamed areas and distended hollow 
visci is avoided. Kneading move­
ments are carried out gently but 
firmly and at a distance from acutely 
inflamed areas. Relaxation of con­
tracted muscles can usually be ob­

tained by mobilization of the bones 
to which they are attached with re­
lease of tension. Caution should be 
used in the application of soft tissue 

technique to areas involved in acute 
traumatic lesions, as pressure and 
traction may increase the tissue hem-
01Thage, as observed by Burns in ani­
mal experiments. Soft tissue tech­
nique should be used for specific pur­

pose and not as a routine procedure 
to complete a "general treatment." 

The precise techniques employed in 
the practice of osteopathic structural 
therapy are many and represent the ac­
cumulation of more than fifty years of 
c]injcal experience by independent in­
vestigators working with a relatively 
new therapeutic technique. All of these 
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methods depend for their effectiveness 
upon the ability of the body to exercise 
its potential self-healing capacities. 
Each operator must adapt these me­
chanical principles to his physical ca­
pacity according to his mechanical .in­
genuity. As Hoover says, "Technique 
applied merely as technique leads to 
disappointment and failure. Technique 
is a tool. The mind and hand must be 
trained to use the tool intelligently and 
skillfully, else the tool may prove use­
less and hannful." 

Most techniques in use today are 
modifications of those originated by 
Still dming the early years of his ex­
perimental work. A review of the writ­
ings of Still discloses the factthat much 
of his teaching was by actual demon­
stration and that much that he taught 
may become lost as his former pupils 
drop from practice. However, he did 
leave written descriptions of many of 
his techniques which should be read, 
not only for their historical interest, 
but also as classical examples of his 
original approach to clinical problems 
from a structural standpoint. Follow­
ing are some techniques as described 
in his book, Osteopathy, Research 
and Practice. 

Still believed that malpositions of 
the hyoid bone are of significance in 
throat pathology. He describes his 
structural technique as follows: "Hav­
ing the chin drawn forwm·d and down­
ward, gently raise the hyoid bone up, 
being careful to do no bruising or in­
jming of the parts. Draw the bone care­
fully forward, one side at a time, after 
having loosened the structures about it 
and under the inferior maxillary bone. 
When 1 wish to adjust these bones from 
any variation back to the normal, I gen­
erally place one hand back of the 
patient's head, letting the fingers come 
well around to the transverse processes. 
Then I gently lean the head towm·d my 
fingers, away from myself, holding my 
fingers firmly on the hard processes and 
giving the neck a very slight twisting 
motion backward and forward until T 
am satisfied all ligaments m·e free and 

not held in any abnormal position. At 
this particular place in my treatment I 
place the fingers of one hand or the 
front side of the neck and the fingers 
of the other hand behind and between 
the inferior maxilla and the atlas and 
axis and then, gently but firmly, pull 
hard enough to separate the head from 
the inferior max.i!Jary tangle in wh.ich T 
generally find it." 

To Still, most headaches appeared 
to result from structural abnormalities 
in the cervical spinal area, and idea 
which was stmtlingly new and original 
at the time. The following technique 
was suggested by him for the relief of 
persistent headache: "For continued or 
pe1iodic headaches l begin in every 
case at the occiput by laying my fin­
gers flat on the back of the neck over 
the occipital nerves. Herc l bring gentle 
but firm pressure for a few minutes, 
during which time T find the muscles 
relaxing under my fingers on both sides 
of the neck from the base of the skull 
to the fifth cervical ve1tebra. After th.is 
inhibition, I place my fingers on the 
transverse processes of the atlas, axis, 
and other cervical vertebrae. While 
doing this I generally press on the top 
of the patient's head with my breast, 
bringing the pressure downward in the 
neck toward the body. This loosens the 
neck. Then I proceed to articulate the 
facets of all the joints of the neck be­
ginning with the atlas. After th.is is done, 
without any twisting or wringing of the 
neck, which l th.ink is not necessary, I 
generally stretch the neck up a little, 
giving a slight motion to the right and 
left, holding my fingers on any bone 
that is out of position." 

More cervical technique is described 
in the treatment for stiff neck as fol­
lows: "Place your patient on his back 
on the table with his head near the up­
per end. Then, standing at his head, 
begin your work upon the cervical ver­
tebrae. Carefully test and mal<:e sure of 
every articulation. Draw your patient 
about six inches beyond the edge of the 
table and bring pressure on the head 

down towmd the body in order that the 
muscles of the neck can become loos­
ened or shortened. Place the fingers of 
one hand on the under side of the neck 
to steady the transverse processes and 
then place the other fingers on the pro­
cesses just above and, with a gentle 
rotary motion , move the neck so as to 
give freedom to the muscles which are 
held tight or irritated." 

One of the more spectacular treat­
ments used by Still was for the relief 
of asthma in which he treated the pa­
tient in the erect position as follows: "T 
sometimes treat asthmatic patients 
while they are standing up in the door­
way, and at other times on the table. I 
place the back against the jamb of the 
door holding both shoulder blades 
squarely and fomly against the jamb. I 
then take my patient's right arm with 
my 1ight hand, place my left hand back 
and under the armpit or axilla, carry­
ing my fingers along the spine two or 
three inches above the lower border of 
the scapula, so as to get my fingers on 
the offending rib or ribs with their ar­
ticulation with their articulation with 
the transverse processes of the verte­
brae. Now, I raise the arm up strongly 
pressing my right shoulder against the 
patient's sternum, bringing the arm 
straight up high and parallel with the 
spine and head. While in that position, 
I throw the ann backward and firmly 
hold it up until l can pull the rib well 
up or down and in place. Now l draw 
the mm across or back of the head 
strongly and return the arm to the side, 
keeping my fingers firmly against the 
offending rib until it finds its place. 
Then taking hold at the elbow, give it a 
strong forceful push upward in order 
to loosen all muscles and ligaments that 
could hold down a rib below the trans­
verse process of the vertebra. After th.is 
is done, I tum my patient's breast to­
ward the door jamb and, beginning at 
the eighth rib, with my thumbs, l push 
up or down all ribs, even to the first, 
and know that every articulation is ab­
solutely correct." D 
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From the AOBSPOMM files 

Case study: Neck and shoulder pain 
by George Pasquarello, DO, CSPOMM, Saco, Maine 

Patient Identification: 
M.P. is a 24-year-old white female. 

Chief Complaint: 
Neck and shoulder pain 

History of chief complaint: 
M.P. is a 24-year-old white female who complains of neck 
and shoulder pain for the past few years as well as mi­
graine headaches and left low back pain. M.P. was involved 
in a bungee jumping accident on July 20, 1992. At that 
time she was catapulted from the ground to the bungee 
tower, striking the back of her head and back against the 
tower from below. She was knocked unconscious, struck 
the tower another time, and proceeded to bounce on the 
bungee cord until her momentum stopped and she was 
able to be brought down to the ground. Initial evaluation 
by emergency physicians revealed a closed head injury 
and thoracolumbar strain. She was treated and released. 
She began treatment with osteopathic manipulation by 
another physician in 1992. She received periodic manipu­
lative treatment as well as physical therapy and massage 
therapy. M.P. states that her pain seems worse after work­
ing for long hours at a time. She denies any radicular com­
ponent to the pain. Denies any numbness, weakness, or 
paresthesias, and states that she has had some relief in the 
past from osteopathic manipulative treatment. She de­
scribes the pain as "a burning" and at times "achey," last­
ing for days at a time. Episodes of back pain ,u-e precur­
sors to her migraine headaches which she describes as 
begi nning over her left eye with a visual aura and pro­
gressing in the left frontal area until she becomes nause­
ated, photophobic and unable to function normally. Her 
migraines are typically relieved with Cafergot, though her 
neck pain is on ly relieved with Lortab and Flexeril. 

Past medical history: 
Gastric ulcers in 1990. Migraine headaches. 
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Past surgical historv: 
Partial gastrectomy secondary to perforated gastric ulcer 
in 1990. Adhesiolysis secondary to first surgery in 1991. 

Social history: 
M.P. works as a waitress, 20-30 hours per week. She 
smokes one pack per day since age 16. Drinks 2-3 beers 
per week. Denies any elicit drugs. 

Allergies: 
No known drug allergies. 

Medications: 
Lortab 5 mg./500., one very 6 hours. Flexeril IO mg., one 
t.i .d. and Cafergot every six hours as needed for migraines. 

Physical exam: 
24-year-old white fema le who appears in no acute dis­
tress. Has somewhat flat affect, but is pleasant and con­
versant. 
HEENT: Head is normocephalic and atraumatic. 
EYES: PERLA, EOMI. Fundi without abnormalities. 
EARS: TM's clear without erythema or fluid. 
THROAT: Clear without erythema or exudate. 
NECK: Supple without lymphadenopathy. 
HEART: Regular rate and rhythm without murmurs. 
LUNGS: Clear to auscultation bilaterally. 
ABDOMEN: Soft, nontender. Positive bowel sounds x 4. 
EXTREMITIES: Negative clubbing, cyanosis or edema. 
Distal pulses are intact bilaterally in upper and lower ex­
tremities. 
NEUROLOGlC: Cranial nerves 2-12 are grossly intact 
without focal sensory or motor deficit. Deep tendon re­
flexes are +2/4 bilaterally in upper and lower extremities. 
Negative straight leg raise bilaterally at 90 degrees. Dis­
tal vibratory sense and 2 point discrimination are intact. 

Structural examination: 
STANDING: Patient appears to have mildly increased 
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lumbar lorosis, thoracic kyphosis and cervical lordosis. 
No scoliosis noted. Positive standing flexion test on the 
left. SUPINE EXAM: leg lengths equal. Crest heights 
equal. Positive pelvic compression test on left with left 
innominate rotated anterior and inferior. Pelvis rolls easier 
to the right. LS is rotated and sidebent right. LI is rotated 
and sidebent left. Ribs 4-6 are restricted on the right. Tl 
is rotated and sidebent right. C2 is rotated right. OA is 
restricted on the right. 

Cranial eva1uation: 
Occipitomastoid suture restricted on the right, temporal bone 
restricted in external rotation on the right, and SBS com­
pression. 

Initial assessment: 
Chronic pain secondary to injury in 1992 with chronic 
cranial, cervical, thoracic, rib, lumbar, pelvis, and sacrum 
somatic dysfunction 

Treatment plan: 
OMT was utilized with myofascial release, articulatory tech­
niques, balanced ligamentous techniques, and gently HVLA 
techniques. We began to taper M.P. from her chronic use of 
narcotics, though muscle relaxants continued to be used 
throughout the course of her treatment. 

Course of treatment: 
After initial treatment with this physician in 1994, M.P. 
had some improvement with her subjective complaints of 
pain in her lower back, but continued to have upper back 
pain. She was weaned from Lo11ab and changed to Ultram 
50mg., b.i.d. over approximately seven months as she 
was very resistant to rel inquishing the narcotics for pain 
control. After approximately five visits, which occurred 
over a period of 2 1/2 months, a significant change was 
made during treatment utilizing indirect myofascial re­
lease throughout her upper extremities and torso. On her 
follow-up visit in two weeks, M.P. noted that she had a 
significant decrease in pain. She was able to tolerate a 
decrease in her narcotics at that time. She continued to be 
seen on a monthly basis for follow-up visits and was able 
to increase her hours of work to 35-40 hours as a wait­
ress. She continued to intermittently have migraine head­
aches which were relieved with Cafergot. After approxi­
mately I 1/2 years of treatment on a monthly basis, she 
began to have a persistent upper back tenderness and com­
plained of trouble with sleep which she described as 
nonrestorative with several periods of waking up through 
out the night. She was found to have some tender points 
in her superior trapezius, levator scapulae and posterior 
cervical spine, but did not meet the criteria for 
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fibromyalgia. She also complained of some episodes of 
depression over her long-standing pain, which although 
was improved, was not completely gone. She had been 
seeing a counselor and was started on Zoloft 50mg./day 
which she was unable to tolerate, secondary to increased 
drowsiness. She was subsequently changed to other anti­
depressants which again she was unable to tolerate. She 
began to take Melatonin at bedtime and has had some 
good improvement in her symptoms, improved sleep, and 
improved mood during the day. She continues to be seen 
on a regular basis and her musculoskeletal findings have 
significantly improved over time. However, she tends to 
have a persistent cervical and thoracic strain which re­
sponds very well to treatment on a 4-6 week basis. 

Discussion: 
Patients with chronic pain often present a challenge to all 
physicians. Osteopathic manipulative treatment has a role 
in improving normal biomechanics, decreasing pain and 
enhancing the overall health of the individual. This pa­
tient is an example of a multifaceted chronic pain patient 
who responded well to osteopathic manipulative treat­
ment, and over the course of time was able to be weaned 
from narcotic pain mediations and had improvement of 
subjective complaints as well as objective findings. Her 
activities of daily living, including working 35-40 hours 
per week as a waitress were very tolerable. Although she 
was unable to tolerate antidepressive medications, many 
chronic pain patients have been shown to have improve­
ment when the depressive component of their chronic pain 
is addressed. This patient continues to undergo counsel­
ing and does not report any feelings of depression. This 
patient's specific injury in 1992 was one of significant 
strain with trauma as well as continued injury after the 
patient was rendered unconscious. Due to the long-stand­
ing nature of her complaints, many compensatory changes 
needed to be addressed as well as those created in the 
initial injury. Withdrawal of narcotics, return to the 
workforce and attention to emotional components of this 
injury, as well as structural components are all necessary 
for a successful outcome. 

Visit the 
American Academy of 
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Osteopathy's 
Home on the Internet 
http:www.aao.medguide.net 
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News from the UAAO 
by Debra B Klueger, Chair, UAAO National Council 1998-1999 

Many of you may not know whaL the 
Undergraduate American Academy of 
Osteopathy is. We are a student organiza­
tion and component society of the Ameri­
can Academy of Osteopathy. The purpose 
or the UAAO is the preservation and fur­
ther development of osteopathic principles 
and practice. There are c1mently 17 offi­
cial chapters of the UAAO and 2 provi­
sional chapters at our newest schools in San 
Francisco and Kentucky. Membership last 
year was over 2900 students. 

SLudcnt chapters are actively involved 
in educating the community about osteopa­
thy through community outreach pro­
grams. They also are active in offering re­
view sessions and workshops to students 
through their teaching fellows and faculty. 
The Visiting Clinician Program (sponsored 
by the American Osteopathic Foundation) 
serves as a vehicle for each chapter to be 
able to invite a clinician from another 
school to speak and conduct workshops. 
This program affords the opportunity to 
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bring in some of the great teachers in our 
profession to schools who might not oth­
erwise have the chance to learn from these 
individuals. The UAAO and SOMA (Stu­
dent Osteopathic Medical Association) 
continue to strengthen their ties and work 
together to provide joint programming in­
cluding scholarships, community outreach, 
and speakers. 

Our members continue to seek and learn 
the art and science or osteopathy, as can 
be evidenced by the large number that at­
tended Convocation last year (440). As 
physicians and members of the Academy 
you have the opportunity to participate in 
educating students through your time at the 
tables at the Evening of the Stars, and your 
participation as clinical preceptors for stu­
dents during their 3rd and 4th year rota­
tions. Your Lime and effort is not only 
greatly appreciated, it also helps to spark 
the flame of osteopathy in students en­
abling them to continue to catTy the osteo­
pathic torch. If you are not currently on 

our preceptor list please feel free to con­
tact either myself ( uaaochai.r@aol.com) or 
the AAO office so that we may add you. 

We would like to see students continue 
to attend Convocation, because it is often 
here that a pivotal event occurs sparking 
their interest in osteopathy. Maybe th.is year 
it will be a lecture by Dr. Briner, or being 
invited to watch a physician treat a patient 
at the treatment service, or maybe it will 
be the touch of a skilled physician during 
the Evening of the Stars. Whatever that 
partieulai· event is, !mow that it is an expe­
rience that sticks with them forever. You 
should applaud yourselves as mentors and 
know that there is no other profession in 
the world where professionals are so ac­
tively engaged and involved in helping stu­
dents to learn. 

Please feel free to contact me at any 
time. Thank you for supporting the UAAO 
and the future of Osteopathic Medicine. 

Yours in Health, 
Debra B Klueger 

1mf¥rm;fth© 
AWBld ~ MullimEda Edur:alini Sotlwale 

Educational Software featuring: Multimedia CD-ROM technology: 
• Anatomy 
• Pathology 
• Development 
• Biomechanics 
• Osteopathic Manipulative Medicine 
• Radiology 
• Neuroanatomy 
• Anatomy museum 

• Interactive computer graphics 
• Still photography (Anatomy museum) 
• Video (Osteopathic Manipulative 
Medicine) 
• 3D Animation (Biomechanics) 

For complete information, visit our web site at www.dynamicspine.com 
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Book Review 

OMTReview: 
A Comprehensive 
Board Review Guide for the 
Osteopathic Medical Student 
by Heather P Ferrill, MSII, 
Michigan State University College of Osteopathic Medicine 

As a second-year student ap­
proaching the sheer immensity of 
THE BOARDS, the subject of board 
review books is near and dear to my 
heart. As such, I jumped at the op­
portunity to review OMT Review: A 
Comprehensive Board Review Guide 
for the Osteopathic Medical Student 
by Robert G. Savarese. It gave me the 
chance to explore what is important 
in a good review book, and heck, 
maybe l would learn something along 
the way! 

In short, what I discovered in this 
book was a wonderful board reference. 
Savarese very neatly and logically puts 
together two years worth of functional 
anatomy, basic neurology and osteo­
pathic somatic diagnosis. It is clear, 
concise, easy to understand without 
being overly simplistic, and informa­
tion is easily accessed. 

Starting with The Basics in chap­
ter one, he defines the terminology 
and principles required to understand 
and succeed in osteopathic medicine. 
I found his explanation of Fryette's 
principles of somatic dysfunction 
particularly helpful. In approaching 
it from a very physiological stand­
point, I found it easy to escape the 
"Just memorize it and it will make 
sense later" mentality to truly under­
standing the concepts. 

From there he moves through ev­
ery division of the body, from head 
to foot. In each section he discusses 
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subjects critical to osteopathic diag­
nosis: anatomy, physiologic motion, 
common dysfunctions, and clinical 
considerations. He makes wonderful 
use of graphs and pictures to illustrate 
important and/or confusing informa­
tion. Another aspect of this review 
book that l found to be superior to its 
counterparts is its coverage of neu­
rology. Neurology is fundamental to 
OMT and Savarese refers to it in al­
most every section and includes a 
chapter devoted to Facilitation. Ad­
ditional high points of this review text 
is a whole chapter covering special 
tests to aid in diagnosis, and a com­
prehensive 156 question exam to 
gauge your knowledge of OMT. 

There is only one aspect of OMT 
that T find important in a review book 
that was not covered by Savarese, and 
that would be an overview of the vari­
ous methods of osteopathic treatment. 
Simply a few chapters addressing the 
basic theory and fundamentals of 
some of the mainstays of osteopathic 
manipulative treatment would round 
out this wonderful review and make 
it complete. 

I look forward to using Savarese's 
OMT Review as T study for part one 
of THE BOARDS. Indeed , it is a 
book that I have recommended to my 
classmates, and one that I would bet 
that we will be using for the next two 
years, if not longer. Thank you Stu­
dent-doctor Savarese. D 

AOA Convention 
October 6-8, 1998 

New Orleans, LA 

AAOProgram 
Elaine Wallace, DO, Program Chair 

"Helping the Body Heal" 

Tuesday, October 6 
9:30 am History <!f'lymphmic techniques 

Hugh Ettlingcr, DO, FAAO 
10:30 A review of the immune system 

(busi<.: and neuroimmunology) 
Bonnie Buxton, PhD 

11 :30 Lymphatic function & dy~jimction 
Brian Degenhardt, DO 

3:00 pm Lah: Balancing the diaphragms 
Boyd R. Buser, DO 

4:00 Lab : Self administered 
lymphatic pumps 

David Essig-Beatty, DO 

Wednesday, October 7 
8: 15 am Lab: Gateway to the upper extremity 

( Posterior axillary fold) 
Michael Kuchera, DO, FAAO 

9: 15 Lab: Lower extremity techniques 
(Faciliated Positional Release) 
Eileen DiGiovanna, DO, FAAO 

10:15 Lab: Chest/Lung Disease 
(Inhibition Techniques) 
Dennis Dowling, DO 

I 1:15 Lab: GI Disease 
(Visceral Technqiues) 
John Glover, DO 

2:00 pm Lah: OMT and the OB patient 
Melicien Tettambcl, DO, FAAO 

3:00 Lah: OMT in the pediatric patient 
Robert Kappler, DO 

4:00 Lab: HEENT 
(Techniques.for the Off ice) 
Dave Boesler, DO 

Thursday, October 8 
(Co-sponsored by the Amerkan Osleopalhk 

Academy of Sports Medicine) 

8: 15 am Exercise and the lymphatics 

9: 15 
11 :15 

David Eland, DO 
TBD 
Northup Lecturer 
Eileen DiGiovanna, DO, FAAO 

2:00 pm Open Forum~ 
New techniques from the field 
Donald Hampton, DO, host 

3:00 Coding Update 
Judith O'Connell, DO, PAAO 
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October 22-23, 1998 

Introduction to OMT 
Program Chair and Instructor: 

John M . Jones, Ill, DO, CSPOMM 

October 24-25, 1998 
Osteopathic Muscle Energy 

Technique:Basic Level 
Program Chair and Instructor 
Walter C. Ehrenfeuchter, DO, FAAO 

Location: The Founders Inn and Conference Center, Virginia Beach, Virginia 

Objective: This course is designed for physicians with little or 
no experience in Osteopathic Manipulative Treatment. Physi­
cians attending this course can expect to come away with a 
basic understanding of the mechanisms at work in diagnosing 
and treating somatic dysfunction. Basic musculoskeletal struc­
tural examination skills will be taught including layer by layer 
palpation. Those attending would also gain insight into which 
patients are candidates for osteopathic manipulative treatment. 

2 Days - 16 Category lA 
Thursday-Friday/ 8:00 am - 5:00 pm 

Seminar Fees: 
Physicians (DO or MD) ................ $450 per course 
Intern/Resident/Student .... ......... ... $250 per course 

Objective: This course is designed for physicians who have 
either graduated from an accredited college of osteopathic 
medicine, or who have completed the AAO's course "Intro­
duction to OMT." Those attending this course will receive ba­
sic instruction in segmental diagnosis and muscle energy tech­
nique for the axial skeleton. This course is ideal for MDs hav­
ing no prior training in manipulation or DOs wishing to brush 
up skills which have long lain dormant. 

2 Days - 16 Category lA 
Saturday-Sunday/ 8:00 am - 5:00 pm 

Seminar Fees: 
Physicians (DO or MD) ................ $450 per course 
Intern/Resident/Student ................ $250 per course 

Physicians registering for both courses = $850.00 

Registration Form 
I WILi. A"JTLND: 

Introduction to OMT, 

Thursday-Friday, Oct 22-23, 1998 

Muscle Energy Course, 

Saturday-Sunday, Oct 24-25, 1998 

I prefer a vegetarian meal 

Name for Badge (please p1int clearly) 

Street Address 

City, State, Zip 

0 

0 

0 

Nickname for Badge _ ___ _ ___ ___ _ 

Daytime Phone Number 

I AOA Number 

~ege and Y car Graduated 

Fall 1998 

Charge my MasterCard & VISA 
(Circle One) 

Card Holder's Name 

Carel Number 

Expiration Date 

Signature 

Call AAO (317) 879-1881 
with any questions or a copy of the program 

Hotel Information 
The Founders Inn 

5641 Indian River Road, Vfrginia Beach, VA 23464 

Reservations Call: 800-926-4466 
$89.00 for queen-bed single/double 

$99.00 for double-beds single/double 
{Reservation deadline Sept. 22, 1998) 
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Visceral Manipulation Workshop 
Thorax-Dura 

Lungs, pericardium, bronchi, ribs, acromioclavicular joint, sternoclavicular joint, sternum, sub­
clavius muscle, Soto-Hall test, esophagus, dura, cervical-brachia! plexus, sciatic nerve. 

November 6-8, 1998 
TUCOM in San Francisco 

In this course, we will explore viscera concepts in the deeper visceral 
structures, the thorax. Since these are more pmtecred by the thoracic 
cage, they can be more di[/icult ro accurately diagnose and treat. 
Labs will emphasize evalualion of the participanls palpatory 
diagnosis by the instructors. At this level, participallls generally 
begin to find rhat they can more consistently predic1 palienl 's 
symptoms, based on physical diagnosis (palpation). We also explore 
a very fast and precise cranial evaluation and direct Lreatment 
approach including the sutures, membranes, dura up to and including 
the eyes, foramen magnum, upper cervical spine, lower thoracic 
spine, S2, and the coccyx. 

Relevant diagnosis covered are recurrent respiratory 
infec1io11, chronic bronchitis, prior respiratory infection with 
resultant pleural scarring, asthma, recurrent upper thoracic pain, 
sciatica, radiculopathy, compromised respiration, coronary tension, 
CHF, chronic pain syndrome, recurrent sternal restrictions, chronic 
chostochondritis. 

Kenneth Lossing, DO 

• Faculty: 
Ken Lossing, DO 

• CME Credits: 
24 Hours - Category 1-A 

• Program Chairperson: 
John Glover, DO 

• Advance Registration Deadline: 
October 6, 1998 

• Seminar Fee: 
Prior to October 6. 1998 
AAOMember 
Intern/Resident 
AAO Non-Member 

After October 6. 1998 
AAOMember 
Intern/Resident 

AAO Non-Member 

$595 
$300 
$695 

$645 
$350 
$745 

The AAO was unable to block rooms at one hotel due to two 
different conventions taking place in the area. However, we do 

have a list of hotels near the campus that individual rooms mav 
be obtained. A list of these hotels will be sent with confirmation. 

American Academy of Osteopathy 
3500 DePauw Blvd., Suite 1080, Indianapolis, IN 46268-11 36 

Phone: (3 17) 879-1881 ; FAX: (317) 879-0563 
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Conference Registration 
Visceral Manipulation Course 

November 6-8, 1998 
TUCOM-SF 

Name for Badge (please print clearly) 

Street Address 

City State Zip 

Daytime Phone __________________ _ 

AOA Number College and Year Graduated 

We Accept MasterCard and VISA 

Card Name 

Card Number 

Expiration Date 

Signature 

Refund Policy: 
The American Academy of Osteopathy reserves the right to cancel this 
educational program if insufficient physicians pre-register. Sufficient 
registrations must be received 30 days priorto the opening of the course. 
If you arc considering registering for this course less than 30 days prior 
to the opening, contact the Academy office before making travel plans. 
In the event of course cancellation by the Academy due to lack of 
registration, all money will be refunded. 

Cancellation from participants received in w1iting for other reasons up 
to 30 days prior to the course opening arc subject to withholding of a 15 
percent administrative fee. A 11 other cancellations will receive no refund 
but may transfer 80 percent of the tuition to another AAO educational 
program held within the next 12 months . 
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continued jimn page 5 

it, the taking it as far as may be from 
the realm of theory into the realm of 
demonstration, that constitutes the 
principles or osteopathy. The appli-
cation of the principles of specific 
cases of disease constitutes the prac­

tice of osteopathy. 
A system of healing cannot prop­

erly be separated from a philosophy 
of life. This is true by virtue of the 
involved nature of disease. We may 
prate of pure science and declare that 
we wi 11 accept nothing not susceptible 
of demonstration, and that a system 
of healing must depend for its per-
manency upon pure facts of observa­
tion. We may insist that laboratory 
knowledge is the only brand that will 
be permitted to enter the sacred field 

of science. And, yet the fact remains 
that the details of every branch of 
learning have been wrought out and 

established through the application of 
preconceived theories based upon 
comparatively few facts. The begin­
ning of knowledge comes of induc­
t ion but its completion is accom­
plished only by deduction. A theory 
of life is at the basis of the osteopathic 
science. T he proof that it is a law 
rather than a theory is the problem of 
the osteopathic reasoner and practi ­
tioner. That proof must of necessity 
require time, and in as much as 

confirmative evidence is daily accu­
mulated, let no one be discourage." 

We must all renew our efforts at 
understanding, living and practicing 
the philosophy, principles and prac­
tices of osteopathic medicine. I would 
urge anyone interested in this subject 
to look to the osteopathic literature 
of the past for a clearer understand­
ing of our roots. Perhaps then we will 
have much less concern about our 
osteopathic identity, because we will 
know exactly what it is. 

Dr. Hulett's book is one great place 

Classified Ads 

MAINE: 
Osteopathic family practice residency faculty members sought by 
New England's oldest family practice residency, osteopathic intern­
ship accredited. Responsibilities include OMT curriculum as well 
as a full range of family medicine teaching and practice. Please con­
tact Dan Onion, MD, Director, Maine-Dartmouth Family Practice 
Residency, 15 East Chestnut Street, August, ME 04330; (207) 626-
1892, e-mail: Daniel.K.Onion@Dartmouth.edu or web address: http:/ 
/www.dartmouth.edu/dms/mdfpr 

MICHIGAN: OMM/FP 
Integrated residency positions (PGY-ll) available 7/1/98 at Botsford 
General Hospital in Farmington Hills, Michigan. Program is 3 years 
including PGY-ll to PGY-IV in association with MSUCOM. Con­
tact T. Reid Kavieff, DO, CSPOMM, Residency Director at (248) 
661-3333. 

OPPORTUNITY OF A LIFETIME! 
Well-established cash-based OMT practice for sale in beautiful Boul­
der, CO. Acupuncture skills helpful, but not necessary. Enjoy a won­
derful lifes tyle in a progressive community at the edge of the 
Colorado Rocky Mountains. For more information, please contact 
Jan T. Hendryx, DO, 3055 Center Green Drive, Suite 201 , Boulder, 
CO, 80301 -2251. Phone: (303) 444-881 4 or Fax: (303) 444-0154. 

SAN FRANCISCO: 
OM Specialist needed to join multidisciplinary spine center. 
Academic-like setting with high profile, exciting clinical 
environment with teaching, research and consulting opportunities. 
Phone: (415) 750-5943; FAX (415) 750-5919 

For advertising rate information, please contact: 
American Academy of Osteopathy 

3500 DePauw Blvd., Suite 1080, 
Indianapolis, IN 46268-1136 

Phone: (317) 879-1881 or 
FAX (317) 879-0563 

to start.□ _ _ _ _ ___ ~--~--------------- --
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Letters to the Editor 

Dear Editor: 
Having been a student of Dr. 

Mitchell's at Michigan State Univer­
sity as well as a resident at the Chi­
cago College of Osteopathic Medi­
cine under Dr. Nelson, I have visited 
the theoretical contortions of sacral 
diagnosis depicted in the last few 
months ' issues by Dr. Nelson and Dr. 
Mitchell. My own personal resolution 
of this problem was that l determined 
there was really no difference be­
tween sacral torsions and anterior­
posterior sacrums. Let me explain by 
the following illustrations: 

In the prone position, the sacmm 
has an anterior base or deep sulcus 
on the right, and upon springing test­
ing maneuvers, the left sacral base 
moves posteriorly. This would be a 
right anterior sacrum because the 
right side does not move freely and 
is anterior. Described another way, we 
could say that it was rotated left on 
the left oblique axis. Compared to the 
spring test, the backward bending 
(BB) test places a similar but oppo­
site demand on the sacral base, caus­
ing the left base to move anteriorly, 
the impo11ant point being the left base 
is moving and the right does not move 
at all, giving us a left-on-left sacral 
torsion or right anterior sacrum. lfthe 
base is anterior on the left and poste­
rior on the right, with the BB test the 
right side moves anteriorly; the left 
side does not move at all. This is a 
right-on-right sacral torsion, because 
the right base moved, which is the 
same as a left anterior sacrum. Simi­
larly, if the sacrum is posterior on the 
right, anterior on the left, and in the 
backward bending test this relation­
ship becomes more exaggerated, we 
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call this a right-on-left sacral torsion 
(rotated right with motion occurring 
at left base). What happened when the 
patient came into backward bending? 
The left base moved forward and the 
right base stayed posterior. Similarly, 
if a spring test were applied, the right 
side would be restricted; the left side 
would be moving, and we would call 
it a right posterior sacrum. The spring 
lest in this application becomes a type 
of motion test, bringing the sacrum 
into extension and the lumbar spine 
into relative flexion. This can also be 
accomplished in the muscle energy 
model; for a forward torsion, if the 
seated patient were to assume a for­
ward bent position of the lumbar 
spine, a sacrum rotated right would 
respond by rotating to the right even 
more (the left base staying anterior, 
the right base moving more posterior 
into extension as the lumbar spine 
moves into flexion). Call it what you 
will, a right-on-right sacral torsion or 
a left anterior sacrum. 

In my opinion, the ad vantage of the 
muscle energy diagnostic model (i.e., 
what makes it a greater clinical tool) 
is that it gives a physiologic reason 
why backward torsions are more 
problematic than anterior torsions 
(loss of lumbar lordosis dming gait 
cycle). Also important is the addition 
of four other diagnostic entities for 
characterizing sacral dysfunction, 
which include unilateral sacral flex­
ion/extension and bilateral sacral 
flexion/extension. I am aware that the 
unilateral dysfunctions describe a 
relationship between the sacrum and 
ilia which have not been specifically 
described elsewhere, but I am not sure 
that l understand Dr. Nelson's fourth 

conclusion that this is also true of a 
sacral backward torsion. What rela­
tion exists between the sacrum and 
ilium that has never before been de­
scribed? 

In conclusion, I would say that 
both approaches discussed in the 
JAAO letters incorporate a positional 
test to determine sacral rotation (an­
terior-posterior elements), and then 
use a motion test to observe mobile 
function. 

Hoping that this helps to straighten 
out some sacral tensions. 

Ha1Ty Friedman, DO 

* * * * * 
Dear Editor: 

The "Recollections" by Edna Lay 
called up many memories. 

Dr. Lay indicates that in 1919 the 
California Medical Board refused to 
examine any more DO applicants. 
This was the same time the AMA de­
clared it was "unethical" for MDs to 
have any professional relationship 
with DOs. Subsequently, AMA mem­
bers, MDs would not accept referrals 
from DOs (except those particularly 
professional MDs or clinics who 
could recognize the value of our pro­
fession and continued to cooperate 
quietly). 

Dr. Lay describes the growth of the 
osteopathic profession and increasing 
numbers of DO hospitals in Califor­
nia in the next four decades, (mainly 
because DOs could not practice in 
MD hospital s). 

In the late l 950's, the American 
College of Osteopathic Pediatricians 
(ACOP) met with American College 
of Obstetricians and Gynecologists 
(ACOOG). Since each group had 
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many members in California we be­
came acquainted. Several in the 
ACOOG group were apparently in­
volved with the negotiations but we 
were never aware of it until 1962. 

Since I was also involved in vari­
ous AOA activities, I became aware 
of the consternation in the leadership 
of the profession. Having existed and 
grown to this point, there was con­
cern that all could be lost. 

Many authors were writing criti­
cal articles about the "Quack" osteo­
paths and for a period of time, Mor­
ris Fishbein, the executive director of 
the AMA was making inflammatory 
speeches so full of misinformation 
about the DOs that the AOA had ob­
tained an injunction against these re­
marks. 

It was with this background that 
PROP 22 passed. Dr. Lay mentioned 
that California did not receive advice, 
help, or money from the AOA as the 
loyal DOs struggled to overturn 
PROP 22. I admit that the AOA has, 
at times, been slow to respond and 
even unsympathetic to problems pre­
sented by specialty groups, state as­
sociations, and institutions. 

However, there were problems. 
First, the AOA was losing one quar­
ter of its membership income. I heard 
discussion about the concern that the 
pharmaceutical companies might shy 
away. Also, there was a concern as to 
whether or not the AOA could pro­
vide any money for what could be 
interpreted as a political action, thus 
jeopardizing its non-profit status. 
There was also some activi ty by the 
Federal Anti trus t Administration 
about restrictions and requirements in 
colleges and hospitals. 

Eventually, the AOA resolved 
these problems and with publicity and 
some money supported the Califor­
nia effort vigorously. Many DOs paid 
$65 yearly to the new California as­
sociation and attended their confer­
ences. Their patients played a major 
role in support of the fight. 
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Since 1974, those who predicted 
the end of the osteopathic profession 
have been proven wrong. The basic 
philosophy is as valid today as it was 
100+ years ago. The manipulative 
approach continues to be appreciated 
by patients. Alternative approaches to 
healthcare are increasingly accepted. 
There is an increasing concern about 
excessive use and misuse of medica­
tions like in Stills' time. 

Too long this profession has been 
defensive, reacting to criticisms, pres­
sures, and obstructions. It is time to 
become proactive and become the 
leader in healthcare. 

Sincerely, 
Martyn E. Richardson, DO, FACOP 

* * * * * 

Dear Ray: 
In your summer 1998 editorial, you 

pose the question: do we have a global 
profession united by full-practice li­
censes or a global profession with 
shared philosophy and principles 
coupled with variable states of I icense. 

The answer is simple. From my 
days as editor of the Cranial Acad­
emy Newsletter and as an early con­
tributor to the AAO Journal, I worked 
for communication with like-minded 
colleagues throughout the world. This 
met with support from some corners 
and resistance from others. The sup­
porters took the view they share our 
philosophy so let us work together. 
The opponents took the view that we 
should not associate with foreigners 
since they do not have full-practice 
rights. My viewpoint is well known. 

In the U.S., we are a minority pro­
fession. To achieve recognition of the 
majority profession, we have thrown 
away much of our birthright. Our lim­
ited practice foreign colleagues have 
much to offer us. They are closer to 
your acomrnon philosophical heritage 
than most of the DOs here in the U .S. 
If as Gevitz told us at the AAO Con­
vocation, we must return to our roots 

to find the key to our survival, then 
we need the support of those roots. 
The people closest to those roots are 
our global colleagues. 

At the same time some of our in­
ternational colleagues are seeking 
full-practice rights and can do it more 
easily with our help. We have the ex­
perience. We know the mistakes that 
we as a profession have made. If we 
are honest with ourselves aned admit 
those mistakes, we will share our 
knowledge so that our colleagues will 
achieve full-practice rights without 
having to sacrifice their heritage to 
get full-practice rights as we have 
unfortunately done. 

To illustrate the point, a physical 
therapist friend takes al l the OMT 
courses that she can. I asked her why. 
She responded that the DOs have 
been the superior medical profession 
possessing the "Holy Grai I" and have 
been too stupid to hang on to it while 
seeking equality rather than maintain­
ing superiority! Our foreighn col­
leagues are closer to our roots than 
most of us. With their help we can 
reacquire the "Holy Grail" and pro­
fess ional superiority. 

The answer is simple: A global 
profession uni ted in he1itage, philoso­
phy and principles working together 
to seek the highest level of patient 
care and highest level of practice 
rights we can achieve together. Or, as 
the o ld saying of the revoluntionary 
war era: "United we stand, d ivided 
we fall." 

Despite the answer being quite 
simple, the hard part is in the doing. 
Your editorial is a step in the right 
direction. You have taken up the 
torch, lead on and light the path. 

Sincerely, 
Robert Clark, DO, MS, Chairperson 

Touro University College of 
Osteopathic Medicine, 

San Francisco 

□ 

AAO Journal/19 



Student's Corner 

Short leg syndrome 
by Sophia Lal, MS-Ill, University of North Texas Health Science Center at Fort Worth/ 
Texas College of Osteopathic Medicine 

Introduction 
Short Leg Syndrome has many 

mechanical findings and symptoms. 
One such finding is unlevel sacral 
base. Why is this clinically relevant? 
If the sacral base is unlevel, the spine 
compensates by changing its curva­
ture. If the syndrome is caused by leg 
length inequality, often the standing 
trochanteric,. posterior superior iliac 
spine, and iliac crest horizontal planes 
are depressed on the side of the 
unlevel sacral base. The more ceph­
al ad horizontal planes, scapular, 
shoulder, occiput, are also depressed. 
But on which side? This depends on 
how many curves are between the 
pelvis and the upper body. 

Individuals compensate differ­
ently. Postural changes occur 
throughout the musculoskeletal sys­
tem in an attempt to coordinate vi­
sual, vestibular, and kinesthetic input 
while distributing the body's stress. 
Typically these changes are, at the 
least, lumbopelvic due to proximity 
to the problem and center of gravity. 

Case Presentation 
CHIEF COMPLAINT: (Decem­

ber 1994) 29-year-old white female 
complains of occasional dull, aching 
lower back pain with some upper 
back pain. 

History of Present Illness 
Patient has worn generic orthotics 

for several years to relieve knee pain 
brought on by aerobics. Currently 
custom fit orthotics are worn in all 
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pairs of shoes for past one year. Im­
perial treatment oflow back pain with 
one-eighth inch heel lift in left shoe. 
Patient remains physically active. No 
postural study has been done to date. 

Review of Systems: 
Noncontributory except for: 
Extremities: 

Right ankle - fracture at age 8 from 
biking accident; 

Right knee- injured in junior high 
school from balance beam dismount. 
Patient recalls loud 'popping' sound 
upon landing; 

Right medial collateral ligament­
sprain in December 1991 from ski­
ing fall; 

Right anterior crutiate ligament -
torn in November 1992 requiring re­
constructive surgery in December 
1992; 

Right Proximal Tibial Bone-spur 
removed in July 1994. 
Psychiatric: 

Stress related to school. 

Family History: 
Noncontributory 

Social History: 
Patient is single and moved home 
with parents to attend school full­
time. No smoking or ethanol use. 

Physical Exam: 
No screening exam perfom1ed. 

Segmental Exam: 
Cervical: C2-C6; neutral, rotated 
right, sidebent right; 

Thoracic: Increased bilateral paraver­
tebral muscle tension, tightness, and 
tenderness; 

Upper thoracic: Neutral, sidebent 
left, rotated right T4; Nonneutral, ro­
tated left, sidebent right; 

Lumbar: L3-L5: Neutral sidebent 
left, rotated right. No neuralgic or 
special tests recorded. 

Assessment: 
1. Postural imbalance with possible 

pelvic obliquity 
2. Somatic dysfunction of cervical, 

thoracic, and lumbar spine 

Plan: 
I. Osteopathic manipulative 

treatment 
2. Continue orthotics 
3. Recommend postural study 
4. Return to clinic in one to two 

weeks. 

Patient receives temporary relief 
from next few visits. Two months 
later, it is decided to discontinue left 
foot heel-lift, as it may be cause of 
several recent exacerbations of lower 
back pain. Patient returns periodically 
with various complaints over the next 
couple of years. 

Examples: Acute lower back pain 
exacerbated by sports; left leg sciatica, 
gastrointestinal problems, and sacro­
iliac joint tenderness to palpation. 

Early in May 1998, patient returns 
once again with lower back pain. This 
time a postural survey is taken. Two 
surveys are completed, one without 
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orthotics and one with orthotics, for 
companson. 

RESULTS (without orthotics) 
Right femoral head - decreased by 

1.6cm relative to left; 
Right sacral base - tilting 1.3cm 

below left; 
Right iliac crest - decreased 9mm 

relative to left; 
Lumbosacral angle - 24 degrees; 
L ine of weight bearing - 3.2cm 

posterior to sacral promontory; 
Minimal scoiliosis - dorsal spine 

with convexity to right. 

RESULTS (with orthotics) 
Right femoral head - decreased by 

91mn relative to left; 
Right sacral base - tilting I .2cm 

below left; 
Right iliac crest - decreased 7mm 

relative to Jeft. 

Patient began current treatment 
with one-sixteenth inch heel in right 
shoe. Right heel was chosen for lift 
with goal to level sacral base and cor­
rect scoliotic curve of spine. Lift in­
creased by one-sixteenth inch every 
week followed by osteopathic ma­
nipulative treatment for next three 
weeks and then reevaluate. To date, 
patient is responding well to treat­
ment with some discomfort in shoul­
ders, upper back, and right knee for 
first two days after every treatment, 
lessening with every treatment. 

Discussion 
Balanced or symmetrical posture 

is essential in keeping gravitational 
forces in check as they pull on our 
biped framework. For the majority of 
us, there is postural imbalance and 
asymmetry. Th is can be a significant 
source of musculoskeJetal problems. 

Which conditions produce asym­
metry in body mechanics that can lead 
to functional imbalance? 
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Examples: 
Trauma 
Degenerative processes 
Habit/Occupation 
Genetic tendencies 
Mental attitudes 
Pregnancy 
Obesity 
Loss of muscle tone 
Disease processes (i.e. Osteo­

porosis, polio) 
Congenital anomalies 
Short leg syndrome 

(a large source in normal 
population) 

History that is commonly given: 
Patient reports bending over and 

feeling pain in back or back is 
'locked.' 

Patient notices one shoe wears out 
faster than the other, one pant leg or 
shirt sleeve seems longer than the 
other one does. 

Most common response to short 
leg syndrome is rotioscoliosis with 
sidebending toward the opposite side 
of sacral base (as in case presented.) 
In early compensation, a single scoli­
otic curve may be generated, later, re­
di stri buti on may be over several lat­
eral cures. In addition, one can have 
pelvic rotation to help compensate for 
short leg. The short leg's innominate 
will rotate anteriorly to relati vely 
lengthen that extremity. The long 
leg's innominate will posteriorly ro­
tate to relatively shorten that extrem­
ity. Also, the long side's foot may pr­
onate and the extremity may medi­
ally rotate. There may also be an in­
crease of two to three degrees in the 
lumbosacral angle. A combination of 
increased lumbosacral angle and/or 
pelvic rotation can mask unlevel sac­
ral base. One may also find degen­
erative arthritis of the hip joint on the 
long side and tenderness over the 
great trochanter. 

Many research papers conclude 
that palpatory landmarks (usualJy the 
iliac crest/spines) used as predictors 

of sacral base position is inaccurate. 
The body's compensatory mecha­
ni sms can be so good that clin ical 
findings used alone make diagnosis 
difficult. Sometimes treatment with 
orthotic lifting based solely on cli ni­
cal findi ngs, produce marked sacral 
base destabi lization and result in ex­
acerbation of patient 's symptoms. 
Recurrent somatic dysfunction of 
pelvis, spine, cranium, or myofascial 
structures may bea big cl ue that there 
is an unlevel sacral base or short leg. 
Additionally, soft tissues help com­
pensate and can also cause discom­
fort. L igaments are stressed and ten­
der to palpation. The sacroiliac liga­
ment on the convexity side can refer 
pain down the lateral side of leg and 
can also cause sciatica hip pain, and 
pain over trochanter, usually on the 
long leg. Numerous postc1i or muscles 
are strained leading to significant 
physiological changes related to seg­
mental facilitation that leads to sub­
sequent visceral dysfunction. 

Final diagnosis is made with spine 
as mobile as poss ib le and any 
nonphysiologic somatic dysfunction 
removed. According to a study by 
Greenman, scoliosis related to im­
paired lumbopelvic mechanics relates 
more to sacral base unlevelness than 
inequali ty of leg length. Therefore, 
one would use the primary weight 
bearing plane of axial skeleton a hori­
zontal line through the sacral base line 
of eburnation (slightly inferior to the 
most posterior margin of the sacral 
promontory), to analyze the three 
view postural series. Compensate 
changes, approximately two mm of 
human error, and up to 25 percent 
bony magnification will produce 
some distortion. For the above rea­
sons, one usually does not treat leg 
length differences of less than five 
mm with a heel lift, unless there are 
other cl inical ly relevant factors . 
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Fryette surnmaiies: "In the average 
case, J do not attempt correction until 
I have mobilized the lumbar joints and 
established rotation in them; further­
more, if this region cannot be rotated 
toward the rnidline, the lift will not do 
what it is intended for, the correction 
will not take place in the lumbar re­
gion - the spine higher up will com­
pensate by increasing its curve and 
only more trouble will result." 

Osteopathic manipulative therapy 
is used to alleviate functional appar­
ent short leg syndrome by relaxing 
and stretching the contracted 
muscles, correcting somatic dysfunc­
tion, increasing mobility, normaliz­
ing tissue, and preparing tissues to 
accept realignment in response to the 
lift's newly established sacral base 
level. If an osteopathic physician is 
prescribing the lift, then combine the 
lift treatment with osteopathic ma­
nipulation. 

Considering the heel lift: 
1. Is the sacral base unlevel? Check 

three view postural survey. 

2. How long has the unlevelness 
been present? i.e. fracture vs. 
developmental shortening. 

3. What amount of compensation is 
there? Generally, the longer the 
condition is present, the more the 
body compensates. 

4. How fast and how much? One can 
use conservative ru les of thumb 
to avoid unexpected flare-ups due 
to lifts being introduced too 
rapidly or exceeding the capacity 
of the body's ability to realign 
itself in response to changes. For 
example, a 'fragile' patient can 
begin with one-sixteenth inch lift 
and increase no faster than one­
sixteenth inch every two weeks. 

5. When proper height is reached, 
there should be a negative 
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standing flex ion test and no 
pelvic or lower extremity somatic 
dysfunction. One can repeat the 
three view postural survey for 
comparison to posture before 
treatment. 

Conclusion/summary 
The sacrum is influenced by the 

ilia, tension of smrnunding ligaments 
and musculature, and gravity. These 
forces lead to structural adaptations 
that may not have a consistent or pre­
dictable pattern. Osteopathic manipu­
lation and heel lifts can be used to 
help level the weight-bearing plane 
of the sacral base with the goal of 
straightening scoliotic curves and 
normalizing lumbopclvic mechanics. 
Studies show an eighty percent de­
crease in pain and other postural re­
lated symptoms as an expected result 
of a properly balanced sacral base. 
Risk include discomf01t, possibly due 
to soft tissue resistance to spinal 
straightening. Benefits include de­
crease in mild lumbar scoliosis. In 
addition, there may be whole shift of 
body weight, pelvic shift make to 
midline, and realignment of center of 
gravity and weight bearing portions 
of body. Other maladies associated 
with abnormal posture, such as cos­
toclavicu lar compression with sec­
ondary cervical nerve entrapment, 
osteoarthritis, low back pain, may be 
reduced or corrected. Pay particular 
attention to patient during heel lift 
adjustment period. This new position 
can affect biomechanics of the entire 
musculoskeletal system. 

In the words of A.T. Still, "Be sure 
the foundation is level and all will he 
well." 

[Editor's Note: The author, Sophia 
Lal, will he enrering her senior year 
at UNTHSC at Fort Worth/COM.] 
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Truth in science 
by Deborah M. Heath, DO and Albert F. Kelso, PhD 

"The truth of science," viewed by the professor 
emeritus of physics at Indiana University, Roger New­
ton, "is nothing more or Jess than a relentless ques­
lioning of authority combined with a relentless stri v­
ing for objectivity in the full awareness that the pro­
cess never ends." 

One of the most commonly made statements by stu­
dents and olhers learning about the use of osteopathic 
manipulative treatment (OMT) in patient management 
is, "we need research to prove the clinical efficacy of 
OMT and then we will be able to persuade our col ­
leagues to use it more in their palient care." Roger 
Newton would consider this statement rather naive as 
"there is no scientific proof; there is only di sproof." 
Einstein has said, "no amount of experimentation can 
ever prove me right; a single experiment can prove me 
wrong." Max Planck addresses research from this per­
spective, "a living and flourishing theory does not avoid 
its anomalies but searches them out for the stimulus 
for further development comes from contrad ictions, not 
from confirmations. 

Confirmations do not constitute proofs. lt is repeat­
ability and reproducibility not indiv idual or isolated 
confirmations or aberrations that impact or sway pre­
vailing or accepted theories. When it comes to clinical 
practice, swaying or changing practice patterns is an 
even greater challenge. The Jan/Feb 1998 issue of the 
Archives in Family Medicine (Vol 7, pp 45-49) reported 
that on a cross-section of medicaid forms of 50,000 
patients in Kentucky, 60 percent of outpatient and 48 
percent of ER visits related to nonspecific upper respi­
ratory infections resulted in fi lli ng antibiotic prescrip­
tions and that less than 6 percent had a supporting di­
agnosis of a possible bacteria-related infection. This 
results in $ 1.62 million for yearly costs related to anti­
biotics in Kentucky. ln a cost-containment conscious­
ness of health care, and despite extensive research 
efforts that support that there is extensive inappropri­
ate use of antibiotics thus increasing the threat of anti­
biotic-resistant pathogens, the widespread abuse of an­
tibiotics contin ues . Furthermore, practice guidelines, 
continuing medical education and other passive edu-
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cational interventions including extensive research docs 
not substantially influence change in practice patterns . 
Face-to-face education has been shown to be most ef­
fective but labor intensive and costly. Practice profi l­
ing and feedback is gaining appeal with managed-care 
organizations where a central database is avai table on 
every participating physician. This physic ian profi li ng 
is used as leverage for continued participation in a plan 
as well as reimbursement. This seems to be influenc­
ing practice patterns! 

How is this relevant to our profession? We need a 
collective database such as the mu lti-center data col­
lection that has been initiated with the standardized 
"Outpatient Osteopathic SOAP Note" developed for 
the clinician in the office setting. We need participa­
tion in the use of this form in order to have a "confir­
matory" body of evidence to support the use of OMT 
as a health benefit and cost-effectiveness in patient care. 
And, perhaps this could be used to profile practice pat­
terns and provide feedback to affect change in practi ce 
patterns with our colleagues and third party payors. 

This form deserves al least a trial in every office. 
Announcement: Patient-oriented research award of­
fered by the Office of Alternative Med icine for clini­
cians to devote 75 percent of their full-time professional 
effort to clinical research. October 1, 1998, is the next 
application deadline. (301) 435-0714 or www.nih.gov/ 
grants/funding/phs398.html. 

Bibliography 
I. Newton, Roger, The truth of science. Physical T heories and Real­

ity. 1997. Harvard Universi ty Press . 
2. Ma inous, Arch G., Hueston, William J. The cost of antibiotics in 

treating upper respiratory tract infections in a Medicaid popula­
tion. Arch I'am Med. Vol 7, Jan/Feb/ 1 998 pp. 45-49.□ 

[ A special thank you is extended to Bruce Flagg, DO f 

[Editor's Note: Physicians can obtain a copy of the 
"Outpatient Osteopathic Soap Notefonn and usage 
guide from the AAO office. Please send a written re­
quest and a check for $5.00 to cover printing and 
postage costs. l 
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Scalene entrapment syndrome 
by James 0. Royder, DO, FAAO 

0 ver the ~ears, a ~ontinuing diagnostic and thera­
peutic dilemma 1s presented by the large number 
of patients who present with cervical 

radiculopathy without positive neurological findings and 
a negative MRT. Muscle spasms, rigidity, restriction of 
range of motion are the presenting objective findings, 
while neck pain, headaches, light headedness, along with 
pain and "tingling" in the shoulder, arm and hand are the 
initial subjective complaints. 

The patient's history will usually reveal some type of 
traumatic event preceding the onset of these symptoms. 
In some cases, the symptoms develop insidiously over a 
period of time. A series of continuous, repetitive traumas 
can produce the same damage. Initially, we must rule out 
cervical disc disease. Without a history of trauma, a tradi­
tional 7 view study of the cervical spine is in order. With 
a history of a rear end motor vehicle accident, a Davis x­
ray study should be ordered to include an AP, three lateral 
views: in the neutral position, with the neck hyperflexed, 
and with the neck hyperextended. The study is completed 
with a right oblique, left oblique and open mouth view of 
the odontoid. 

Cervical ribs are occasionally found that greatly com­
plicate the picture. Elongated transverse processes ofC-7 
often can signify the presence of a ligamentous structure 
capable of entrapment of the Subclavian Artery and Vein 
along with the Brachia! Plexus. Both the cervical rib and 
the atypical ligament can produce a Thoracic Outlet Syn­
drome. 

The classic symptoms that gives one a clinical indica­
tion that the Scalene muscles might be entrapping the Bra­
chia} Plexus is pain radiating into the forearm and hand, 
along with dysesthesia. Pain can be on both the radial and 
ulnar side of the hand. More often the pain is on the radial 
side of the forearm with dysestbesia on the ulnar side. If 
the situation has been long standing there is usually edema 
of the u I nar side as we JI as motor involvement. The edema 
and swelling is due to venous congestion and lymphe­
dema due to the entrapment. 
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When the Tinel's Sign and the Phalen's Test are both 
negative, one can usually rule out a mononeuropathy of 
the ulnar or radial nerve, such as Carpal Tunnel, Guyon 
Tunnel or Tardy Ulnar Palsy syndromes. When the 
Scalene-cramp Test1 evokes a pattern of refeITed pain 
down the upper extremity, it suggests entrapment of the 
brachial plexus by the scalene muscles. In performing this 
test, the patient rotates the head toward the painful ex­
tremity and then pulls his chin down into the supraclav­
icular fossa .. this causes the scalene muscles on that side 
to contract and will exaggerate the referred pain if the 
scalenes are involved. 

The Scalene-reliefTest2 is a quick way to check to see 
if the scalene muscles are involved. With the patient in 
the supine position, the affected forearm is brought up 
and laid across the forehead. lf the scalene muscles are 
involved this will quickly relieve the pain. In this posi­
tion, the tightness of the scalene muscles are relieved be­
cause the clavicles and first rib are elevated, thereby re­
lieving the pull of the scalene muscles. 

The Finger-Flexion Test3 is another helpful test. In this 
test the fingers are fully extended at the metacarpopha­
langeal joint. The patient is asked to actively flex the fin­
gers at the proximal phalangeal joint in order to press the 
pads of his fingers to his palm. The test is positive for 
involvement of the scalene muscles if all of the fingers 
are unable to completely flex. A positive test is indicated 
by incomplete flexion of all fingers indicating a more gen­
eral involvement of the extensor digitornm muscles, which 
occurs when scalene trigger points are active on the same 
side. 

In taking a history of a rear end automobile injury (whip­
lash), it is my custom to make every effort to determine: 
the axis of the force vector hitting the automobile; what 
was the posture of the patient at time of impact; were seat 
belts on; and the position of the head at the moment of 
impact. In this way, one can begin to conceptual ize the 
direction of the energy force that went through the body 

➔ 
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in order to understand the dynamics or 
the forces on the anatomical structures 
injured. 

( 

poral bones which would suggest a 
cause for tinnitus, vertigo, hcm·ing dis­
turbance, balance disturbances, TMJ 
dysfunction, ear pain, light headedness, 
swallowing hesitation, and other trou­
bling symptoms related to the Tempo­
ral bone malalignmenl. 

Extreme tenderness in the Scalene 
triangle is a strong indication of 
myofascial pain involving the scalene 
muscles. The scalene uiangle is the 'V' 
shaped space between the anterior and 
medial scalene muscles and their at­
tachment to the clavicle inferiorly. 
Careful palpation of the scalene 
muscles will reveal trigger points in 
these structures with radiations of pain 
into the shoulder arm and hand. Vari ­
ous referral patterns are found depend­
ing on the muscles involved. Scalene Triangle 

Usually the base of the skull is most 
often affected with cervical trauma be­
cause all of the strap muscle of the neck 
originate on the Occipital, Temporal, 
and anteriorly, on the Mandible. The 
ligamentous structures of the jaw are 
particularly vulnerable. The Spheno­
mandibular ligament, Sty lo-mandibu­
lar ligm11ent, Tempero-mandibular liga­
ment, Lateral Ptergoid muscle, Stylo­The initial exam includes a careful 

palpatory examination of all of the cervical and upper tho­
racic strnctures including the Scalene Triangle Thoracic 
Outlet and Thoracic Inlet, supraclavicular spaces, in­
cluding Sibson's Fascia (the floor of the supraclavicular 
fossa), distortions of the clavicle, carotid pulses, thyroid 
gland, lymph glands and any tightness or imbalance of 
the muscles attaching to the Hyoid bone. 

The Thoracic Outlet is a slit like opening whose bound­
aries are: the clavicle superiorly, the fi rst rib inferiorly, 
medially is the junction of the first rib that goes under the 
clavicle. The Lateral boundary is the head of the humerus 
and proximal end of the scapula. The Thoracic Inlet is 
described as the space bordered by the clav icles and manu­
brium anteriorly and the scapula and trapezius posteri­
orly. The Sibson's fascia occupies the space in the supras­
capular fossa. It is through the Thoracic Inlet that all of 
the venous blood and lymphatic drainage from the face, 
neck and crani um into the thorax takes place, thus the tenn 
Inlet is used. 

The Thoracic Outlet Syndrome needs to be tested for 
by using the Adson maneuver. The Coasclavicular Syn­
drome is next checked for to rule out compression of the 
neurovascular bundle between the clavic le and the first 
rib by having the patient assume an exaggerated military 
"attention: or "brace" pos ition with his shoulders pulled 
back and downward. Next one must check for shortening 
of the Pectoralis minor muscle which can also produce 
compression of the neurovascular bundle to upper extrem­
ity as in the Hyperabduction Syndrome. 

Neural entrapments of the upper exu·emities to be evalu­
ated for are: the Cubital tunnel, Carpal tunnel, Guyon 
tunnel, and at the mid-foreann, the Pronator Syndrome. 
All of these entrapment syndromes produce quite a mix­
ture of similar and related symptoms with radiculopathy 
traveling both distally and proximately. 

Cranial exam must search for any restriction of the tern-
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hyoid muscle and Digastric muscle are structures which 
are integral to the integrity of the Cranio-cervical region. 
The Masseter and Temporal muscles will be involved as 
well. This explains the frequent involvement of the TMJ 
dysfunction in 'whiplash" type injuries. 

An MRI or CT is not indicated if there are no positive 
neurological findings. A course of conservative therapy is 
initiated with ice massage, ice packs, gentle massage, Jones 
Counter Strain OMT to the affected muscles. Physio­
therapy will include Ultra sound and gentle stretching to 
the affected areas. Immobilization with a cervical collar 
will assist in reminding the patient to keep correct pos-

Thoracic Outlet 

Thoracic Inlet 
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ture. Traditionally we prescribe an anti-inflammatory 
agent, either an NSAlDs or a Medrol Dosepak. Analge­
sics and muscle relaxants tend to be helpful early on. They 
are seldom necessary after 2-4 weeks. Some muscle re­
laxants such as carispridol, have a tranquilizing and eu­
phoric effect, thus, have a tendency to be abused, so I 
never use this one. We have several others to use that do 
not have this abuse potential. All medication refil ls should 
be closely monitored and changed often. lf a patient 
"'likes" a medication, change it, so that they do not be­
come accustom to it. A patient is not supposed to "like"' a 
medicine ... that's why "medicine should taste bad." 

After one w~ek of conservati~~ therapy, s~me salu­
tary benefits should be clinically obvious. The 
patient's neurological status must be followed 

closely and repeated on each follow-up vi.sit. If no im­
provement is seen and/or new neurological sign develop, 
then an MRI would be indicated. An EMG should not be 
done for 6-8 weeks following an injury to be useful. 

When the MRI fails to reveal a HNP, fracture, or dislo­
cation, then we can be certain of the diagnosis of soft tis­
sue injury producing myositis caused by the sprain and 
strain and a resulting Somatic Dysfunction. With the neu­
rological exam remaining negative and a negative MRI, 
we can be confident that a conservative regimen of therapy 
should be continued. 

One should strive to develop the linguistic skill to un­
derstand the descriptive terms the patient uses in describ­
ing their symptoms. In the patient's vernacular, the pa­
tient may call a radiculopathy a " shooting pain" or a 
"numbness" of the hand or arm. When the word "numb" 
is often used, they never seem to mean "the absence of 
feeling." On the contrary, the meaning they are trying to 
convey is an abnormal and uncomfortable, strange sensa­
tion or feeling. What they are describing is a dysesthesia 
and not an anesthesia where there is an absence of sensa­
tion ... which the word "numb" would indicate. 

When the patient is questioned more carefully, they 
usually reply ... "a tingling feeling, or stinging feeling .. .like 
the arm has been asleep (with the blood cut off) and is 
waking up again." So we must carefully question the pa­
tient to make sure we understand the meaning the patient 
is trying to convey because the colloquial meaning of cer­
tain words and terms and words can vary widely. 

With cervical sprain and strain, the entire cervical re­
gion sustains the trauma. Seldom is only a singular muscle 
group involved. All of the cervical musculature respond 
in a reflexive manner through a complex network of neu­
rological interrelationships shared through reciprocal in­
nervation, interneuronal innervation and internuncial 
connections. This unique and complex agonjst-antagonist 
relationship exists between the anterior, lateral, posterior 
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and anterio-lateral cervical musculature. All of the muscles 
work in an orchestrated harmony. Agonist fibers contract­
ing as antagonist fibers relax, each wilh an equal speed 
and intensity to give a smooth action. Following a trauma, 
this smooth orchestration is totally disrupted ... so the com­
puter freezes up. In a protective response, the muscles 
surrounding the injured muscles .splinl up to brace and 
protect the injured muscles from further injury. This splint­
ing can be neuro logically maintained for an overly exces­
sively period of time, longer than the time it is actually 
needed. 

Cervical trauma reflexsively involves all of the mus­
culature. Posteriorly: the Trapezius, Semispinalis capi­
Lis, Splenius capilis, Splenius cervicis. Longissimus capi­
tis, the Rota.tores, Cervical multifidi, Thoracic multifidi, 
the Occipital and Suboccipital are all involved to varying 
degrees. Anteriolaterally: the Scalenus anterior, medius, 
minimus and posterior muscle masses along with the Ster­
nocleidornastoid muscles are injured and react accordingly 
to the trauma sustained by each group. Anteriorly: the 
Omohyoid, Sterno-hyoid, Sterno-thyroid, Mylohyoid, 
Thyrohyoid, Hypoglossus, the Digastric muscles, Genio­
hyoid, and the Longus colli muscles are all involved. 

Travel4 has given us an excellent description of this 
troublesome malady. Once the causative etiology is rec­
ognized it is not difficult to design an effective treatment 
plan. First a ruptured cervical disc, Spinal Stenosis, Fora­
men Stenosis and Facet disease must be excluded in the 
differential diagnosis process. Perhaps a Therapeutic Epi­
dural Steroid Instillation (TEST) or a direct referral to a 
neurosurgeon would be indicated. 

The diagnosis of Scalene Entrapment Syndrome can 
usually be made during a careful history and physical ex­
amination. As Travel-5 has stated, entrapment of the lower 
trunk of the brachia} plexus affects nearly al I fibers of the 
ulnar nerve and some fibers of the median nerve. As the 
brachia! plexus is formed by the cervical spinal nerves of 
C-5 , 6, 7, 8, & T-1, it emerges between the anterior and 
middle scalene muscles. Any tightening, shortening or 
spasm of the scalene muscle groups can produce entrap­
ment of the brachia] plexus. The symptoms produced by 
this impingement is tingling, numbness, and dysesthesias 
of the ulnar distribution of the hand. In addition patients 
may demonstrate some hypoesthesia to light touch, pin 
prick, and temperature changes in the little finger. Some 
edema of the hand may be present as due to reflex sup­
pression of the peristaltic contractions of the lymph ducts 
produced by the impingement. 6 

A chronic impingement on the scalene muscle group 
can cause elevation of the first rib producing compres­
sion of the space between the clavicle and the first rib. 
This produces compression of the Subclavian Artery. 

---+ 
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Venous stasis can also become a part of the problem as 
well. The autonomic nerves are entrapped as well and can 
produce a Reflex Sympathetic Dystrophy (RSD), such as 
Shoulder Hand Syndrome. 

T he anatomy of the Scalene muscles is very inter 
es ting and de.serves attention in order to understand 
these confusing, overlapping and closely related 

syndromes. The anatomy is: 

I. The Scalene Anterior: originates from the anterior 
tubercles of the transverse processes of C-3-6. It inserts 
onto the scalene tubercle on the inner boarder of the first 
rib. Nerve supply is the anterior branches of C-5,6,& 8 
mainly. Arterial supply to the scalene muscles are branches 
of the Ascending cervical artery that comes off the in fe­
rior thyroid artery. 

2. Scalene Medius: originates from the posterior as­
pect of the transverse processes of C-2-7 and inserts onto 
the upper surface of I st rib posteriorly. Nerve supply pos­
terior branches of the anterior primary rami of 3rd & 4th 
cervical and lateral muscular branches of 3rd and 4th cer­
vical. Arterial supply is branches of ascending cervical 
artery. 

3. Scalene Posterior: originates from the posterior tu­
bercles on the transverse processes of the C-4, 5,& 6. It 
inserts onto the outer surface of the second rib behind and 
some times the third rib. All of the scalene muscles are 
innervated by branches of the anterior primary division 
of the spinal nerves C-2 through C-7. The arterial supply 
is branches of the ascending cervical artery as above. 

4. Scalene Mimimus: originates from the anterior tu­
bercle of the transverse process of C-7 and sometimes C-
6, passing behind and beneath the subclavian artery and 
before it attaches to the inner boarder of the first rib. In­
sertion onto the pleural dome or cupola, which is 
strengthened by the Sibson 's fascia which is anchored by 
this fascia to the anterior tubercle of C-7 and the inner 
boarder of the first rib. This muscle further reinforces this 
fascia. 

slumping his upper back, neck, and shoulders producing 
the equivalent chronic strain. 

The main reason I felt a pressing and urgent necessity 
to develop extra expertise in this area, is because I re­
cently had three patients with chronic scalene entrapment. 
I had worked diligently on them with physical therapy, 
counterstrain OMT, medications, facet blocks, TESIS, 
orthopedic consultations and neurosurgical consultations. 
The neurosurgeon confirmed the diagnosis and referred 
two of the patients to a plastic surgeon who performed an 
innovative surgical procedure which consisted of 
dissecetion of the brach ia! plexus and translocating fat pads 
in between the trunks of the brachial plexus. Six weeks 
after the surgery no noticeable improvement was gained. 
I was determined that the outcome of third patient would 
be better. The following is the treatment regimen I devel­
oped for the third patient, no surgery was necessary after 
his pain improved. 

Treatment Plan for the Scalene Entrapment Syn 
drome consists of a varying combination of the 
following: Jones Counter Strain (muscle shorten­

ing, balancing, holding until release), Myofascial release, 
Ultrasonic sound with electro-muscle stimulation and hot 
packs, postural correction, Flum-methane Spray and 
stretch, trigger point injection, anti-inflammatory medi­
cations, massage therapy, postural management, EMG 
biofeedback, home stretching exercises, and when pos­
sible an ergonomic inspection and evaluation of his/her 
work place. 

Counter Strain treatment of the Scalenus Medius 
Muscle consist of sidebending the neck to the affected 
side while palpating the S. medius muscle. At usually 35-
45 degrees, the palpating finger will feel the muscle be­
ginning to relax and gently begin to perceive a happy, 
warm, pulsatile feeling. Next the head and neck are gen­
tly rotated toward from the side I 0-15 degrees at which 
point the operator will perceive an even greater feeling of 
muscle relaxation, quiet pulsation which the operator rec­
ognizes as the balance point. The position is held in this 
position of balance for at least 90 seconds. Then the head 
and neck can gently be returned to their normal anatomic 
position. 

The Scalenus Anterior Muscle can be balanced in 
There are several causes of chronic strain of the a similar manner by first flexing the head and neck for-

scalene musculature that contribute to the Scalene Entrap- ward 40-45 degrees until muscle relaxation and pulsation 
ment. Postural considerations must be considered. One is perceived. Then rotate the head and neck away from 
who always lets his shoulders roll forward and head jut the side of involvement. Again aniving at the position of 
forward will have a continuous strain on his cervical strap optimum muscle balance as identified by the quality of 
muscles. One who reads, studies, or watches TV in im- muscle relaxation and "happy pulsating'' feeling. 
proper positions can produce the same chronic strains The patient is carefully coached and instructed on 
pattern. Tall people (6' 4") who work in an ergonomic en- how he can perform self treatment at his home and at work. 
vironment meant for a 5'8" person will continuously be The patient is instructed to monitor his posture on a hourly 
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basis, at a minimum. The patient must be continuously 
seeking the position of comfort by a continuing an on­
going process of postural assessment and adjusting his 
posture. Passive stretching exercise areas are also taught 
as another home self help tactic. Through this behavioral 
modification, the patient's old maladaptive posture is re­
placed by proper posture. The patients symptoms just fade 
into the past. 

The third patient referred to previously, never had his 
surgery and his disabling symptoms faded away. In his 
case, it was fortunate in that the psychologist on his case 
had been trained in EMG biofeedback. He went to his 
work place, placed EMG electrodes on his scalene and 
trapezius muscles and demonstrated on the computer 
screen how the muscles reacted adversely when he per­
formed certain tasks. They were able to refine the manner 
in which he performed certain tasks so that he would not 
cause the muscle excitation he usually experienced while 
perfonning the same tasks. The computerized monitor 
provided graphic and immediate display on the monitor, 
giving the patient immediate feedback of the benefit of 
using the improved methods at work. This patient was 
able to apply this newly gained postural knowledge and 
apply it to his daily activities of living. 

Summary 
In the comprehensive management of the patient with 

chronic pain, a careful history and thorough physical ex­
amination is paramount to effective diagnosis. Only with 
an accurate diagnosis can an appropriate treatment regi­
men be designed. A structural exam along with a gait analy­
sis is necessary to identify any biomechanical problems. 
Biomechanical problems such as sacral base unleveling, 
short leg, small hemi-pelvis, flat feet, pronation of foot, 
other foot problems, and gait dysfunctions must be cor­
rected initially for the other body corrections to hold. Oth­
erwise these dysfunctions will negate any positive progress 
and disappointing results will follow. 

Ideally, a treatment regimen anticipates that the re­
sults of the treatment wi 11 last or hold until the next treat­
ment so that each succeeding treatment builds upon the 
preceding one. The patient's condition should progres­
sively improve with each treatment until no further treat­
ments are necessary. In order for this to occur, a portion 
of each treatment must hold in order for the stepwise heal­
ing process to be possible. Dysfunctional gait, bad body 
biomechanics and poor posture can destroy the most bril­
liantly conceived treatment plan. 

In the acute phase, pain, inflammation and muscle 
spasm must be ameolated as rapidly as possible, utilizing 
immobilization, ice, triggerpoint injection, analgesics, anti­
inflammatories, muscle relaxants, and gentle, finesse func-
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tional types of Osteopathic Manipulation. In the subacute 
phase, passive motion is initiated, Counterstrain Osteo­
pathic Manipulation, reduction in analgesics, spray and 
stretch, postural instructions, self-treatment and self­
stretching is taught. Teaching proper breathing, self-re­
laxation, and meditation are helpful at this point. If the 
treatment plan is started early and assertively, there is a 
good chance that the condition will not progress to the 
chronic stage. We often do not get the patient at the on 
set of his/her injury because they pursue self-help or from 
other health care providers before we see them. Often they 
are already in the chronic stage when we first see them. In 
this case we must first win their confidence and trust. Here 
is certainly a place for functional OMT. High Velocity/ 
Low amplitude (HVLA) t:hmsting often staitles and alarms 
the patient who is unaccustomed to it or unprepared for it. 
Often they have already had that f01m of treatment from 
their local Chiropractor and seek something more. 

In the chronic phase, it is unwise to use analgesics 
other than NSATDs, ASA, or acetaminophen. Darvon 
and Fiorinal type products do have mind altering af­

fects that can and do become habituating. Muscle relax­
ants such as Soma (carisoprodol) is very habit forming 
and commonly abused. Do not get caught in that trap. 
Document the over the counter drugs (OTC) the patient is 
taking. Be sure to inform the patient that 2000 mg/d of 
Tylenol is toxic to the kidneys and liver over a period of 
time. 

Ibuprofen can also be toxic. Ask any Nephrologist, and 
he will tell you that 75 percent of the patients on kidney 
dialysis is due to the toxic effects of Tylenol or NSAIDs. 

The chronic stage patient is already deconditioned from 
long periods of inactivity, so a reconditioning program 
has to be instituted, postural instruction, along with be­
havioral modification, relaxation therapy, meditation train­
ing, home exercise program, no narcotics, withdrawal of 
all OTC analgesics, caffeine, nicotine, alcohol, fast foods, 
colas, and high sugar convenience foods. If they do not 
have the will power to do these things, they will fail and 
you will be blamed. 
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Dysfunction of the 'sacred' sacrum 
- Techniques for treating individual pole restrictions 
by Keri Wells, DO, Grad. Cert. Ed. (University Teaching and Learning) 
Lecturer in HVLA Technique, Osteopathic Diagnosis and Clinical Education 

Introduction 
The author has chosen to use the English and Latin 

terms together in the title of this paper in order to high­
light the importance to Osteopathy of the sacrum and its 
restrictions. Contemporary physical medicine, of any type, 
rarely acknowledges its runction or importance to well 
being, and one wonders if the ancients did, in fact, under­
stand better the role of the 'sacred' sacrum. 

The author stresses the importance of assessing and 
treating dysfunction of the 'sacred' in patients with back 
pain, leg pain and dysfunction of the walking cycle. As­
sessing the sacrum as part of a standard clinical examina­
tion in patients with back pain, lower limb pain and dys­
function of the walking cycle is essential and its impor­
tance cannot be overestimated. 

The significance of sacral dysfunction and its contri­
bution to altered mechanics of the lumbar spine and the 
role sacral dysfunction plays in patients with back pain 
and or leg pain is well documented throughout osteopathic 
literature. Therefore this notion will not be expanded on 
in this paper. 

The purpose of this paper is to offer an alternative ap­
proach for treating sacroiliac dysfunctions. The author has 
found the proposed techniques successful for treating any 
sacral restriction, and also 'difficult' sacral restrictions and 
anomalies of the sacrum, which respond poor I y to current 
models. Current models treat sacral restrictions by address­
ing axes of rotation and torsion. 

The author argues that in some instances the sacrum is 
subluxed from the sacroiliac joint (SIJ). The articulations 
between the sacrum and ilium become dysfunctional in a 
way that is mechanically independent of the respiratory 
and mechanical axes models. 

A series of techniques is presented here which the au­
thor has found to be very effective in treating low back 
pain . These techniques also allow the practitioner to treat 
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any of the SlJ problems described by Greenman' and 
Mitchell. 2·3 

The practitioner is offered a flexible approach with, the 
opportunity to adapt techniques to the particular stages of 
development of the STJ as described by Norkin and 
Levangie.4 More recently, Cramer and Darby, (1995),5 

have stated 'Before puberty, both sacral and iliac auricu­
lar surfaces are flat, straight, and vertically orientated' 
(Beal 1992). The joint can conceivably have a gliding 
movement in any direction, being restricted only by liga­
ments. After puberty the auricular surfaces change shape 
to fonn a horizontal and vertical limb .... During the Lhird 
decade of life , the interosseous ligaments are 
strengthened .... From the fourth decade marginal 
osteophytes begin to develop, particularly on the anterior 
and superior portions of the SU along the articu lar cap­
sule. These degenerative changes develop earlier in the 
male' . 

Furthermore it is important to consider that current sac­
ral techniques focus their forces at the LS/SI articulation 
(e.g. in the Semi-Sims position) and in doing so rely on 
perceived normal mechanical responses to loading of an 
axis inflexion, neutral or extension when treatincr the SIJ 
restriction. Mitchell,2 Kuchera,6 DiGiovanna.7 Di1;ct tech­
niques such as high velocity low amp I itude (HVLA) tech­
niques fail to address all the planes of motion of the SIJ. 
The angles of the superior pole of the SIJ are different 
from those of the lower pole. HVLA techniques apply a 
force eilher along the entire length of the SIJ in one plane 
as in the 'hip-tug' method, or by manipulating the upper 
and lower poles of the STJ separately as in the lateral re­
cumbent position. 

These techniques fail to treal anomalies of the sacrum 
as described by various authors it is argued by Davidson8 

that, 'The "axis techniques" rely on a "balanced" axis i.e. 
free of anomalies. The forward torsion technique addresses 

____. 
- - -------------- -
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contralateral lower and upper poles when isolated at the 
sacrum. The transverse axis has been hypothesized to oc­
cur at a variety oflevels by various authors. I would say it 
is adaptable and varies its adaptability according to its 
primary or driving force, the lumbars and the thoracolum­
bar junction i.e. the axis move. 

'Therefore the "Mitchell axis" techniques are only "ac­
curate" when the palpable isolation of forces found at the 
SIJ, correspond to the isolation of forces at the sacrum 
corresponding with initial movement at the 'primary' i.e. 
the lumbars. This is a problem because the adaptive phase 
of the sacrum relies on a "anomaly free" articular bal­
ance. If not we find non-adaptive sacral responses such as 
flares, shears, extensions and flexions, subluxations etc. 
These subluxations seem to be further compounded when 
the axis techniques are applied to an anomaly. 

Therefore the individual pole approach, in isolation, is 
an accurate and effective technique which doesn' t depend 
on addressing the lumbars and their resultant transverse 
axis effect on the sacrum'. 

Technique theory -
independent pole restrictions 

The following techniques allow treatment of upper and 
lower pole dysfunctions, irrespective of axis. The tech­
niques can be employed whether the normal axes of mo­
tion are available or not. Th is is particularly important if 
the normal axis of motion is not available, for example, 
anomalies of the sacroiliac joints and developmental dif­
ferences as previously discussed and when a patient's pain 
prevents positioning. Consider an example where the pa­
tient has a transitional vertebra at LS, one transverse pro­
cess is elongated, forming a bony attachment to the iliac 
crest preventing normal motion of L5 therefore affecting 
the LS/ Sacral joint. Another example, in the case of Os­
teoarthritis, (with or without a corresponding narrowing 
of the intervertebral disc space) resulting in bilateral or 
unilateral osteophytic changes that do not allow the LS to 
rotate, flex, extend or laterally flex on the sacrum in any 
one or multiple planes of motion. Consider also a thinned 
intervertebral disc space between L4/5, which does not 
allow L4 to move on LS, restricting L5's range of motion 
(ROM) indirectly altering the ROM at LS/SL Yet another 
example would be when the patient has osteophytic 
changes of the SIJ on either or both sides, limiting move­
ment of the sacrum relative to the ilium in any number of 
planes of motion. 

The activating forces combine respiratory technique 
with muscle energy technique (MET). Each technique 
utilizes different positioning of the innominate with res­
piratory and muscle energy forces to mobilize a particu-
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lar hypomobile pole of the SIJ. The MET component re­
quires an isometric contraction of agonist muscles in the 
direction of the restriction. 

Terminology 
Greenman I calls Nutation: 'a nodding movement of the 

sacrum between the innominate, the sacral base moves 
anteriorly and inferiorly while the sacral apex moves pos­
teriorly and superiorly.' Counternutation: 'occurs when 
the sacral base goes posteriorly and supe1iorly and the 
sacral apex goes anteriorly and inferiorly.' The movements 
of nutation and counternutation as described by Greenman 
above occur in normal circumstances around a horizontal 
axes at approximately S2 Mitchell MP.2 

a. 

b. 

Figure 1. a) Nutation and b) Counternutation around the 
normal axis approximately S2. 

Implicit to th is method is acceptance of the MET model , 
Mitchell MP2 which states: a) ' ... the sacroiliac motion, 
therefore, requires multiple axes: at least two transverse 
axes, and two oblique axes.' b) 'Sacro-iliac flexion/ex­
tension occurs on 2 of the 3 transverse sacral axes; i.e. the 
superior and middle axes ... The middle axes is the site of 
normal sacral flexion and extension.' Approximately the 
level of S2' ; and c) 'The sacral apex moves anteriorly 
during inhalation, posteriorly dming exhalation.' There­
fore the sacral base must move posteriorly during inhala­
tion and anteriorly during exhalation, countemutation and 
nutation respectively. 

Of particular importance when using this technique is 
what Kapandji9 says: 'When the hips are flexed traction 
on the hamstrings tends to tilt the pelvis posteriorly rela-
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tive to the sacrum. This is therefore a movemenl of nuta­
tion relative to the sacrum ... ' 

According to the Chicago College of Osteopathic Medi­
cine, 10 An 'anterior sacrum' is: an upper pole restriction, 
rotation and siclcbending to opposite sides, deep sulcus 
with tissue texture changes, a forward torsion (R on R, or 
L on L) in that the sacral base on one side has gone for­
ward to produce the deep sulcus and will not return .... when 
pushing clown on the left ILA introducing motion about 
the left oblique axis .... , the right sacral base does not come 
posterior. Posterior sacrum: lower pole restiiction and tis­
sue texture change at the lower pole. For further explana­
tion of the movements of the sacrum in a caudal and cepha­
lic direction, refer to Greenman, 1 Mitchell ,2 Kapandji,9 and 
Foundations of Osteopathic Medicine. 11 

The Collected Papers 

Diagnosis 
There are many ways to diagnose the restrictions of 

the sacrum. The method you choose must establish the 
differences in restriction between the movement in the 
upper pole of the SIJ compared to the lower pole move­
ment. Use the sacral sulci depths and the inferior lateral 
angles (ILA) of the sacrum as your landmarks to deter­
mine how the upper and lower poles of the sacrum have 
moved respective to each other. Then apply the principles 
of TART (Tenderness, Asymmetry, Restiiction of motion 
and Tissue texture abnonnality) to determine which side 
and which pole has the greatest restriction. 

One technique that may be useful in d iagnosing move­
ment restrictions in the SIJ is to lay the patient supine, 
flex the hip and localize forces to upper and lower poles 
of the sacrum, then interna1ly and externally rotating the 
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hip alternatively on each pole to determine opening and 
closing of that pole of the SIJ. Internal rotation opens the 
lower pole and relatively closes the upper pole, external 
rotation opens the upper pole and relatively closes the 
lower pole. Repeat this procedure on the opposite side. 

Four lesions of the sacrum 
1. Shallow sacral sulcus - upper pole restriction. 

Primary dysfunction is found to be that the base of the 
sacrum has moved, unilaterally superiorly and posteriorly, 
i.e. cephalically along the upper pole of the SlJ. 

Diagnosis 
Restriction is felt at the upper pole of the SIJ on the 

right when the hip is fully flexed and internally rotated. Tn 
assessment of the respiratory cycle there is decreased nu­
tation of the sacrum. 

Lesion 
Shallow sacral sulcus on the right. 

Restriction 
Anterior-inferior glide of the base of the sacrum on the 

right. 

Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side i.e. the right. 

Operator position 
Next to the table on the dysfunctional side, facing the 

patient's head. 

Contacts 
Patient's hip on the dysfunctional side is fully flexed 

so that all motion is localized to the upper pole of the SU 
on that side. 

Operator contacts the patient's knee with their right 
hand, which is best held on the lateral aspect of the knee, 
and the upper pole of the SIJ with the fingers of the left 
hand monitoring the motion barrier. 

Lock up procedure 
Making sure all movement localized to the upper pole 

of the SIJ on the right. The operator abducts and inter­
nally rotates the patient's flexed hip to the barrier. 

Instructions to patient 
Ask patient to inhale fully and then forcibly exhale 

quickly, simultaneously further abducting the knee against 
the operator's equal resistance. Retest and repeat as re­
quired. 
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Explanation of technique 
The full flexion of the hip creates posterior rotation of 

the innorninate, as well as isolating forces to the superior 
pole of the SU it encourages relative nutation of the 
sacrum. The abduction separates the anterior aspect of the 
SU as the pubis moves lateral in the direction of the hip 
movement. Internal rotation of the ilium/hip puts anterior 
and caudal pressure on the posterior aspect of the base of 
the sacrum. These three movements combine to open the 
anterior face of the SIJ to allow the sacrum to move ante­
riorly and inferiorly. 

Exhalation moves the base of the sacrum into nutation 
i.e. anteriorly and inferiorly along the upper pole of the 
SU. The resisted abduction further forces a closure of the 
posterior aspect of the SlJ thus 'shunting' the base of the 
sacrum forward at the upper pole of the SU on the right. 
Key words: Shallow sacral sulcus: Abduct, internally ro­
tate and exhale. 

Figure 2: 1 a. Abduction and internal rotation close to the 
posterior aspect of the SIJ 
These movements also apply anterior and caudal pressure 
to the base of the sacrum. 
When assisted by forced exhalation, the forces combine to 
move the base of the sacrum anteriorly and inferiorly. 

2. Deep sacral sulcus - upper pole restriction. 
Primary dysfunction is found to be that the base of the 

sacrum has moved, unilaterally inferiorly and anteriorly, 
i.e. caudally along the SIJ. 

Diagnosis 
Restriction is felt at the upper pole of the SH on the left 

when the hip is fully flexed and externally rotated. In as­
sessment of the respiratory cycle there is decreased 
counternutation of the sacrum. 

Lesion 
Deep sacral sulcus on the left. 
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Restriction 
Posterior superior glide of the base of the sacrum on 

the left. 

Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side i.e. the left. 

Operator position 
Next to the table on the dysfunctional side, facing the 

patient's head. 

Contacts 
Patient's hip on the dysfunctional side is flexed so that 

all motion is localized to the upper pole of the SIJ on that 
side. lBe careful not to fully flex or you will cause rela­
tive nutation of the sacrumJ 

Operator contacts the patient's knee with their left hand, 
which is best held on the medial aspect of the knee, and 
the upper pole of the SU with the fingers of the right hand 
monitoring the motion barrier. 

Lock up description 
Making sure all movement is localized to the upper 

pole of the SIJ on the left. The operator adducts and exter­
nally rotates the patient's flexed hip to the barrier. 

Instructions to patient 
Ask patient to inhale fully and quickly, simultaneously 

further adducting the leg against the operator's equal re­
sistance. Retest and repeat as required. 

Explanation of technique 
The adduction closes the anterior SIJ and opens the 

posterior aspect of the SU. The external rotation puts pos­
terior and cephalic pressure on the anterior aspect of the 
superior pole of the SIJ and the anterior face of the sacrum. 
The posterior lumbosacral ligaments and muscles become 
taunt. 

Inhalation moves the base of the sacrum into 
counternutation i.e. sacrum moves posteriorly and supe­
riorly along the upper pole of the SU. The resisted adduc­
tion creates an increase in the intrapelvic pressure help­
ing to close the anterior aspect of the SIJ. The combina­
tion of this posteriorly directed pressure, the posterior/ 
cephalic pull applied by the taunt muscles and the inspi­
ration act to lift the base of the sacrum posteriorly and 
superiorly along the superior pole of the SIJ. Key words: 
Deep sacral sulcus: Adduct, externally rotate and inhale. 
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3. Anterior IIA of the sacrum - lower pole restriction. 
Primary dysfunction is found to be that the apex of the 

sacrum has moved anteriorly and supe1iorly along the lower 
pole of the SU i.e. the ILA is less prominent because of the 
cephalic movement of the sacrum within the SlJ. 

Figure 3: 2a. Adduction and external rotation close the 
anterior aspect of the cl the base of SU. 
These movements also apply posterior and cephalic 
pressure to the base of the sacrum. 
When assisted by forced inhalation the forces combine to 
move the base of the sacrum posteriorly and superiorly. 

Diagnosis 
Restriction is felt at the lower pole of the SU on the 

right when the hip is flexed and internally rotated. In as­
sessment of the respiratory cycle there is decreased nuta­
tion of the sacrum. 

Lesion 
Anterior ILA on the right. 

Restriction 
Posterior inferior movement of the apex of the sacrum 

on the right. 

Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side, i.e. the right. 

Operator position 
Next to the table on the dysfunctional side, facing the 

patient's head. 

Contacts 
Patient's hip on the dysfunctional side is fully flexed 

so that all motion is locali zed to the lower pole of the SIJ 
---+ 
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on that side. Operator contacts the patient's knee with their 
right hand, which is best held on the medial aspect of the 
knee, and the lower pole of the SIJ with the fingers of the 
left hand monitoring the motion barrier. 

Lock up description 
Making sure all movement localized to the barrier in 

the lower pole of the SIJ on the right, the physician ad­
ducts and internally rotates the patient's flexed hip. 

Instructions to patient 
Ask patient to inhale fully and then forcibly exhale 

quickly; simultaneously further adducting their knee 
against the operator's equal resistance. Retest and repeat 
as required. 

Explanation of technique 
The full flexion of the hip encourages nutation of the 

sacrum. The adduction or the ilium puts pressure on the 
anterior aspect of the lower pole of the SI joint, opens the 
posterior face of the joint and causes the gluteal muscles 
and posterior iliosacral ligaments to become taunt, allow­
ing the apex of the sacrum to move posteriorly. The inter­
nal rotation applies caudal pressure to the apex or the 
sacrum. 

The exhalation moves the apex of the sacrum posteri­
orly and inferiorly, while the resisted adduction causes an 
increase in pressure in the abdominal cavity and together 
push/pull the apex of the sacrum posteriorly and inferi­
orly. Key words: Anterior ILA: Adduct, internally rotate 
and exhale. 

4. Posterior IIA of the sacntm. - wwer pok restriction 
Primary dysfunction is found to be that the apex of the 

sacrum has moved posteriorly and inferiorly, i.e. the ILA 
is more prominent because of the caudal movement of the 
sacmm within the SIJ. 

Diagnosis 
Restriction is felt at the lower pole of the SIJ on the left 

when the hip is flexed and externally rotated. 
In assessment of the respiratory cycle there is decreased 

counternutation of the sacrnm. 

Lesion 
Posterior lLA on the left. 

Restriction 
Anterior superior movement of the ILA on the left 
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Patient position 
Supine, close to the edge of the table on the dysfunc­

tional side ie the left. 
Operator position 

Next to the table on the dysfunctional side, facing the 
patient's head. 

Contacts 
Patient's hip on the dysfunctional side is flexed so that 

al I motion is localized to the lower pole of the SIJ on that 
side. [Be careful not to fully flex or you will cause rela­
tive nutation of the sacruml 

Operator contacts the patient's knee with their left hand, 
which is best held on the lateral aspect of the knee, and 
the lower pole of the SIJ with the fingers of the right hand 
monitoring the motion barrier. 

Lock up procedure 
Making sure all movement is localized to the lower pole 

of the SIJ on the left the physician abducts and externally 
rotates the patients flexed hip to the restriction barrier. 

Instructions to patient 
Ask patient to inhale fully and quickly, simultaneously 

further abducting the leg against the operator's equal re­
sistance. Retest and repeat as required. 

Explanation of technique 
The abduction closes the posterior and opens the ante­

rior aspect of the SIJ at the lower pole. External rotation 
helps to apply cephalic pressure to the apex of the sacrum 

The inhalation moves the apex of the sacrum anteri­
orly and superiorly while the resisted abduction creates 
pressure posteriorly by contraction of the gluteals, which 
close the posterior part of the lower pole, forcing the apex 
of the sacrum to move anteriorly. Key words: Posterior 
ILA: Abduct, externally rotate and inhale. 

Summary 
To summarize, adduction closes the anterior and opens 

the poste1ior aspect of the SIJ. Abduction closes the poste-
1ior and opens the anterior aspect of the SIJ. Resisted adduc­
tion causes a palpable increase in intrapelvic pressure which 
assists in pushing the sacrum posteriorly, resisted abduction 
causes contraction of the gluteal muscles and other external 
rotators of the hip which resul ts in an increase in tension 
across the SIJ posteriorly, which when palpated is felt as a 
narrowing or closure of the SIJ posteriorly. 

By applying pressure to the sacrum via altering the 
position of the ilium, using the muscles that attach to the 
hip, internal rotation of the hip applies pressure to the 
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sacrum in a caudal direction and external rotation or the 

hip applies pressure in a cephalic direction. 
These techniques offer a way of addressing any num­

ber of restrictions found in any SIJ. By isolating forces at 

the upper or lower poles of the SJJ, positioning the in­

nominate and using respiratory fo rces, the practitioner can 

move the sacrum in almost any direction that is required 

to reposition it to its anatomical position, and normal align­

ment for that particular joint, on that particular patient. 

'Palpation ' of the barrier is the key to success, firstly in 

identifying the barrier and secondly, in addressing the re­

strictive barrier to normal motion in any joint restriction 

prior to applying a corrective technique. Palpation remains 

fundamentally important in the diagnosis and application 

of these techniques. The techniques offer, through palpa­

tion, a way of addressing any variation or anomaly of any 

sacroiliac joint. 

Conclusion 
The need to address lesions of the sacroiliac and the 

relationship between sacral dysfunctions and lower back 

pain is well documented throughout osteopathic li terature. 

The techniques proposed in this article are offered as an 

alternative to the existing methods of treating sacral dys­

functions. The techniques can be employed to treat dys­

functions of typical or atypical sacroiliacs joint surface 

i.e. sacral anomalies, SIJ dysfunctions in children, ado­

lescents and on patients whose sacroiliac joints are altered 

by osteophytic changes. 

Each technique uses MET and respiratory activated 

forces to assist maneuve1ing the ilium and hip to different 

positions. MET in the direction of the barrier as opposed 

to in the direction of the lesion. These techniques allow 

the practitioner to focus her/his forces specificall y at the 

main site ofrestriction to sacroiliac motion within the sac­

roiliac joint. The techniques are easy to use, as they do 

not require a large amount of operator strength or force, 

and are well tolerated by patients as no bending, twisting 

or thrusting is required. 

Special thanks to: 
Kevin Davidson DO who suggested adding the respi­

ratory component and helped clarify the written explana­

tion of these techniques. T hanks also to RMIT senior stu­

dents, Narelle Hyde, Felicia Jagoe, Richard Wallis, Edwina 

Ryan, Andrew Farthing and David Bennett who assisted 

me by reading and analyzing early drafts of this article. 

Thanks also to Kylie Read for the drawings. 
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A chronic case with an unusual remedy 
by Vicki Abbott Taylor, DO 

On May 5, 1997, a 47-year-old awakening in the morning, and is bet-
blond, blue-eyed nurse of slight build, ter from stretching. A hot shower will 
neatly dressed, presents with com- give 1 or 2 hours of relief. 
plaints of a duodenal ulcer, head- She experiences loud flatulence 
aches, fatigue,joint pains, and muscle between 6 pm and midnight. Her 
aches. gums bleed about once a month when 

She complains of gnawing epigas- brushing her teeth. She describes a 
tric pain and a sensation that the area dull ache in the sternum and anterior 
under her bra is too tight. The epi- ribs under her breasts which wakes 
gastric pain radiates around the pos- her up about every other night. This 
terior ribs on both sides. The pain is had been occurring during the past 
worse at 4 pm, from 2 to 3 am and at three months and is better when ly-
6 am. Eating and eructations relieve ing on her back. 
the pain; orange juice makes it worse. Her pe1iods have been irregular the 
Eructations occur after 6 pm. past 2 years with menses occurring 

She experiences at least two types about every other month. She is de-
of headaches. One, a daily occipital pressed the night before her menses 
and suprascapular pain for which she start and sometimes weeps. Occa-
takes two Excedrin each morning. sional hot flushes at night are experi-
She also has incapacitating vertex enced with heat in her chest and back 
area headaches, about eight times which cause herto throw off the quilt. 
yearly, which force her to lie on her Her feet get overheated about once 
back with a cloth on her forehead. per night and she has to stick them 
They are ameliorated by being in the out from the covers. 
dark, lying on her back, and sleep- Tn general she tends to be chilly. 
ing, and are relieved after a night of She prefers her house heated to 74 -
sleep. 75 degrees in winter, and does not 

She wakes up in the morning to- need air-conditioning in the summer 
tally exhausted. She works second unless it is above 90 degrees. She is 
shift, the time period her energy is not comfortable for any length of time 
normally at its highest. She rates her in the sun without sunglasses. In fact, 
energy a 3 on a scale of 0-10. the sunlight bothers her eyes even 

She has been having episodes of when she is inside her house. 
nosebleeds 1-2 times per week for the She perspires on the back of her 
last 6 months, occurring about 3 am. neck and under and between her 
There are red blood clots on blowing breasts when anxious or doing light 
her nose, a clogged feeling during the work. 
night and dried bloody or yellow She loves lemons and might have 
crusts. them 2-4 times per week. She dislikes 

She has right-sided sciatica and spicy foods and fat on meat. She likes 
sacroiliac pain with pain in her right onions but gets diarrhea and flatu-
anterior and lateral thigh anterior and lence. She also may experience diar-
lateral thigh and right knee. The pain rhea after eating fruit. She loves milk 
is worse from dampness, on cold and used to drink 4 glasses per day 
days, after standing a long time, on but had to stop because of dian-hea. 
- ---------------- - ----
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She likes salty snacks. She eats eggs 
1-2 times per month. She feels neu­
tral about sweets, vinegar, bread and 
pasta. 

She has low self-confidence. She 
talks to her mother an hour or more 
every day and is unable to easily get 
off the phone feeling anger and re­
sentment towards her mother while 
talking. She feels her relationship 
with her husband is strained and dur­
ing arguments her husband will con­
vince her that her feelings are not 
valid. "l do not think of myself as a 
happy person." When criticized she 
feels depressed and irritated an takes 
it personally. If she feels angry, she 
may not express it, but rather she will 
cry for several days in a row. She 
hates sad movies as she does not want 
to be emotionally manipulated. She 
describes herself as easygoing, pleas­
ant, tolerant, serious, organized, and 
dependable with a tendency to inter­
nalize feelings and become de­
pressed. Rx: She received Sepia 200 
(a Dunham potency) one pellet dry. 

Follow-up: June 16, 1997 
Migraine headaches started 3 days 

after taking remedy. Hot flushes worse, 
4-5 times daily. Still bad aching in 
shoulders and occiput. No change in 
ulcer pain. Heat sensation in feet with 
need to stick feet out from under cov­
ers has increased. Dull ache in sternal 
area 50 percent less intense. Joint pains 
same - wake her at 3 am. Nosebleeds 
and nasal cmsting resolved. 

Her energy has increased from 3 
to 5 (10 being perfect). The sciatica 
is the same, she has more self-confi­
dence and has applied for new jobs. 
She now limits conversations with her 
mother to 15 minutes. She is feeling 
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more sure of herself in discussions 

with her husband. 
Assessment: Aggravation followed 

by ame lioration. 
Plan: Wait 

Follow-up: July 15, 1997 
Ulcer pain still present. Continues 
taking histamine H2 receptor antago­
nise. Pain in right leg worse with hu­
nudity past 5 days. Joint pains in fin­
gers of right hand. Hot flushes 
stopped about 3 weeks ago. Gums -
no further bleeding. Sensitivity to 
light is decreasing. She got a new job 
she wanted. She is getting along bet­
ter with her husband. 

She wakes up at 3 am about three 
times per week. No headaches. Her 
energy has increased from 3 to 8 ( 10 
being perfect). 
Assessment: Amelioration continuing 

Plan: Wait 

Follow-up: September 18, 1997 
Episode of acute sciatica sta1ted re­

centl y during a stress test. Worse 
when leaning forward even several 
degrees worse rising from sitting (2) 
worse lying on ri ght side, worse 
coughing (2) , sneezing (2), better 
when standing. Sharp stabbing pain 
from right buttock and right hip radi­
ating down to right knee. No numb­

ness. 
Her ulcer medicine was changed 

in August to Prevacid which caused 
diarrhea several weeks later. Diarrhea 
has continued although she stopped 
the Prevacid about 10 days ago. 
Assessment: Relapse with acute picture. 
Plan: Sepia 200. May take 2 doses 

and call me to rep01t. 

Fallow-up: September I 8, 1997 
Phone conversation. Having headache 
and nausea. Pain only slightly less. Is 
taking Flexeril and Vicodan prescribed 
by the doctor she works for. 
Assessment: Sepia was the incorrect 

remedy. 
Plan: Tellurium 200 C. Take 2 doses 

and call me to report. 
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Follow-up: Septeniber 23, 1997 
Phone report: Was unable to come 
pick up remedy, so she waited until 
she received it from me by mail on 
September 22. She took Tellurium 
200 C, one dose at 7 pm and repeated 
it at 9 pm. She can bend forward 
easier and has less pain with cough­
ing and sneezing. Is offVicodan and 
Flexeril. The remedy brought much 
greater relief than Vicodan. 
Assessment: Amelioration with 

correct remedy. 
Plan: May have 2 more doses if 

necessary. If need more call me 
back. Otherwise see me in one 
week. 

Follow-up: October 9, 1997 
Did not take any more doses. Diar­
rhea is less. Acute sciatica pain is 
gone, StiJ I pain in right sacroiliac area 
worse from standing, worse lying on 
right side while sleeping. Might wake 
her up about 3 times per week. The 
elbow pain has resolved. The ulcer 
pain of 20 years has gone. Eructations 
and rectal gas resolved. Hot flushes 
resolved . Her depression has im­
proved. Cephalgia 70-80 percent bet­
ter. Gingivitis resolved. Sternal dis­
comfort resolved. 
Assessment: Amelioration in 

progress. Sacroiliac pain causing 
insomnia remains. 

Plan: Wait. May repeat Tellurium 200 
C if acute pain returns. 

Follow-up: November 11, 1997 
Still mild cephalgia and mild right 
sacroiliac pain. Takes aspirin 1-2 
times per week for headache. She 
used to take it daily. Insomnia re­
solved. No longer waking at night and 
feels she is sleeping more deeply. Will 
call me back with headache symp­
toms after experiencing headache 
without immediately taking aspirin. 

Discussion 
I used the following repertory ru­

brics: 

EXTREMITIES, pain, lower limbs, 
sciatica sneezing agg.: sep, tell, kali-i. 

Coughing agg.: caps , caust, sep, tell, 
kali-i. 

Stooping agg.: agar, card-m, dros , 
nat-s, tell. 

Rising from a seat: has 13 remedies 
including Sepia but not Tellurium. 

Worse lying: coloc, ferr, gnaph, kali­
i, meny, nat-m, sep, tell , valer. 

I was impressed to see that Tellu­
rium has not only cured her acute sci ­
atica, but also cured the peptic ulcer 
disease and insomnia. She had sev­
eral other symptoms such as eructa­
tions, flatulence and sternal discom­
fort. Unfortunately, when I saw her 
on September 18 with the acute sci­
atica, I did not find out if they had 
already cleared. Under Tellurium 
Hering's Materia Medica mentions 
"Pain in sacrum passing into r. thigh; 
worse pressing at stool, coughing, and 
laughing. Sciatica of r. side; worse 
when lying on affected side. Sciatica 
accompanied by sensitiveness of ver­
tebral column, pains radiating from 
sacrum to r. sciatic nerve." 

Clarke's Dictionary says much the 
same. "The pain is worse coughing, 
sneezing or straining at stool: worse 
lying on painful side. Many of the pains 
and symptoms of Tellurium come and 
go suddenly." Does this explain why 
her pain resolved so rapidly after re­
ceiving two doses of Tellurium? 

On further study of the materia 
medica, l noticed that her peculiar sen­
sation that the area under her bra is too 
tight is found in both Hering and 
Clarke: ''Constrictive feeling, as if 
strapped together." Heartburn, eructa­
tion and flatulence are also mentioned. 

I have added Tellurium to the other 
remedies that follow well after Sepia 
on my computer and in the back of 
Kent's Repertory.□ 
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