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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 
palpatoty diagnosis and osteopathic manipulative treatment. 
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From the Editor 

STORIES THAT MUST BE 

TOLD 

I have a friend who tells me that I 
don't read enough novels. For her, 
literawre is a way to unwind at the end 
of a busy day, to relieve stress, and to 
allow an author to take her to a place 
she's never been before. And while it's 
never come up in conversation, I feel 
certain she would argue that physicians 
can learn a lot about the art of medicine 
by reading literarure that tells of pa­
tients' struggles with illness. 

Now I have no quarrel with litera­
ture. 1 studied quite alotofliterature in 
high school and college. Even now I 
am currently plowing through a vol­
ume of T.S. Eliot's essays on literary 
criticism, andanotheroneontheanaly­
sis of French symbolist poetry. I 
would also not argue against the fact 
that, as physicians, we could learn 
muchaboutpatients byswdyingpathog­
raphies (as we call them), those per­
sonal accounts of patients' experiences 
with their diseases and with the world 
of medicine. 

But over the years I have come to 
have more 'fun' reading things of a 
more technical, scientific or academic 
nature. I somehow feel I learn more 
from material of this nature than I do 
from novels. Sometimes I wonder why 
it is that I have grown away from liter­
ary pursuits and more toward technical 
knowledge. I'm sure there are many 
reasons, but certainly one of them is 
this: my patients' lives are like litera­
turetome. Whenllistentomypatients, 
what I get is not just a litany of com­
plaints, but a literary account, in their 
own words, of their fears, concerns, 
hopes, dreams. They tell me in ~eir 
own way about their lives into which 
disease has intruded. 
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When patients give us information 
and answer our questions, we try hard 
to extract from these facts the elements 
thatmakemedical sense, thathelpus to 
develop a diagnosis and a treabnent 
plan. This is the swff that goes into the 
medical record, the kind of thing that 
makes up the 'case study'. 

But we need more than case stud­
ies. We must listen to the life stories 
our patients tell us. These are stories 
that must be told. They help us to 
shapeourclinicaljudgment, and tell­
ing the story is as important a part of 
the patient's therapy as any manipula­
tion, medication or diagnostic test. 
As Kathryn Montgomery Hunter tells 
us, "knowledge of cases sharpens the 
awareness of clinical possibilities; 
knowledge of life stories helps culti­
vate attention to patients, an interest 
in their oddities and their ordinari­
ness-- and a tolerance for both." 

So listen carefully and attentively 
to your patients' stories, for these are 
what bring a dimension of excitement 
and adventure to the practice of os­
teopathicmedicine. Exploretheworld 
of medical literature, but remenber 
that there is literature in the narrative 
account that each and every patient 
offers you. Soak it in, and you will be 
all the better for it. 0 
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LETTER TO 

THE EDITOR 

I enjoyed "Primary and Secondary 
Respiration" by Robert P. Lee in the 
last issue of the AAO Journal. I look 
forward to "Part II", complete with 
cited references, in the next issue. I 
think we need to acknowledge there 
are more than two models of CNS 
motility, however. Many groups talk 
about "inherent motility in a "bioen­
ergy" perspective, from Chinese Ch'i 
to chiropractic innate. Barb Briner 
has introduced the AAO model 
th(ough her Baily workshops. 

I draw parallels with medical or­
gonomy. Reich (1949) asks, "Does 
the brain move? Does it contract and 
expand when working just as other 
organs, such as the heart?" Konia 
(1980) answers, "Subjective confir­
mation of brain movement can be 
obtained from individuals who are 
free of armoring ... this movement is 
relatively slow and unrelated to arte­
rial pulsation." I think many diverse 
groups are talking about the same 
phenomena. Hopefully, cranial oste­
opathy can serve as the Rosetta Stone, 
enabling a myriad of disciplines to 
inderstand each other. 0 

John M. McPartland, D.O., M.S. 
Assistant Professor, MSU-COM 
East Lansing, Michigan 

1. Konia, C., 1980, Brain Pulsations - Part I: 
Normal Functioning. J. Orgonomy 14:103-
113. 

2. Reich, W., 1949, Character Analysis. Or­
gone Institute Press, New York. 

"They (the osteopaths) are the 
champions of natural law" 
_ A.T. Still Autobiography 
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Message from the Executive Director Dr. O'Connell pre­

sented the following 
codes: 

Stephen J. Noone, CAE 

This month marks the completion of 

my first year as Executive Director of 

the American Academy of Osteopa­

thy. I continue to be delighted with 

the opportunity to serve AAO mem­

bers whom I believe to be the "heart 

Osteopathic Manipulative 
Treatment (Proposed) 

The following codes are to be performed 

directly by a physician and surgeon in con­

junction with multi-system medica1/surgical 

evaluation and management of the patient 

Evaluation and management services per­

formed in conjunction with OMT should be 

reported separately. 

Body regions are defined as head, cervical, 

thoracic, lumbar, sacrum, lower extremity, 

upper extremity, pelvis, ribs, abdomen and 

viscera. 

Potential 
CPTCodes Procedure Description 

of the profession." I have never re­

gretted my decision to aggressively # 1 

pursue this position and have wel- # 2 

corned the challenges which continue 

OMT one to two body 

regions defined 
OMT three to four body 

regions defined 

to present themselves daily at the # 3 

Academy. I look forward to the 1993 

Convocation in Dallas where I can # 
4 

interact with you on a variety of is- # 5 
sues. 

OMT five to six body re­

gions defined 
OMT seven to eight body 

regions defined 
OMT nine to ten body 

regions defined 

AAO President Judith 
O'Connell represented the osteo­

pathic profession at the American 

Medical Association's CPTEditorial 

Panel Meeting on February 6 at Lake 

Tahoe, NV. Dr. O'Connell made a 

presentation on behalf of a Task Force 

on Manual Medicine to advocate the 

inclusion of osteopathic manipula­

tion codes in the 1994 edition of the 

CPT Manual. Also in attendance at 

this meeting were Robert Lee Pe­
ters, Jr., D.O., a general practitioner 

from Round Rock, TX, who is the 

AOA 's liaison to the CPT Panel and 

Betsy Beckwith, AOA 's Director of 

Government Relations. Since the 

Panel considered more than 1,000 

new codes at this latest meeting, there 

is no report at press time whether the 

Panel has approved the inclusion of 

OMl'codesforthe 1994CPTManual. 

A AAO Journal 

I must emphasize that this proposal is 

just that - a proposal placed before 

the CPT Editorial Panel. What hap­

pens next? If the Panel approves the 

codes for inclusion into the CPT 

Manual, the codes go before the 

AMA's Relative Value Updating 

Committee (RUC) for assignment of 

work values and calculation of reim­

bursement levels. 
The Agency for Health Care 

Policy and Research (AHCPR) and 

the Low Back Problems Guideline 

Panel have asked the Academy to 

nominate a representative to serve as 

a peer reviewer of the draft guideline. 

Since Stephen Blood testified before 

the panel last September as the 

Academy's spokesman, AAO Presi­

dent Judith O'Connell nominated 

Dr. Blood. As peer reviewer, Dr. 

6 

Blood had to sign a confidentiality 

and consent agreement. He and the 

Academy will be acknowledged as 

participants in the final publication. 

The AHCPR was established in 

December 1989 by Public Law 101-

239. It is one of eight agencies of the 

Public Health Service in the Depart­

ment of Health and Human Services. 

Within the AHCPR, the Office of the 

Forum for quality and Effectiveness 

in Health Care (the Forum) was es­

tablished. The Forum facilitates the 

development, review and update of 

clinically relevant guidelines which 

are intended to assist health care prac­

titioners in the prevention, diagnosis, 

treatment and management of clini­

cal conditions. These guidelines are 
developed by an independent panel 

of experts and consumers assisted by 

AHCPR. Two osteopathic physicians 

served a full members of the panel: 

John L. Hart of Missouri and James 
Weinstein of Iowa. 

In other AHCPR news, you will 

recall from my report on January 8 
that the Academy nominated Drs. Ste­
phen Blood, Barbara Briner and 

Michael Kuchera for consideration 

to appointment to the AHCPR panel 

to identify topics in musculoskeletal 

disorders. However, AOA President 

Edward Loniewski has forwarded 

the name of Terry J. Weis, D.O., 

FAOAO to AHCPR as the 

profession's representative. Dr. Weis 

is an orthopedic surgeoq from Ches­

terfield, Missouri who was nominated 

by the American Osteopathic Acad­

emy of Orthopedics. 

The January 29th meeting of the 

American Osteopathic Association's 

Council on Federal Health Programs 

featured a "congressional-style de­

bate" on health care reform. Council 

Chairman Marcelino Oliva and the 

AOA's Washington Office staff pre­

sented the major elements of health 

care reform measures as proposed by 

President Bill Clinton, the American 
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Medical Association, the American 
AcademyofFamilyPractice,etc. Par­
ticipants then had the opportunity to 
make presentations to convince the 
Council on how the osteopathic pro­
fession should attempt to shape this 
reform. 

AAO President-elect Herbert 
Yates received applause from other 
practice affiliates after he spoke on 
behalf of the Academy. His effective 
testimony included the following: 

"You(themembersof Council)havethe 
opportunity to champion the message that 
osteopathy is the bridee between traditional 
and alternative medicine. DOs have been ho­
listic, patient, prevention, and health oriented 
long before these were 'buzz words.' We are 
the only profession capable of bridging of all 
phases of health care. From cradle to old age, 
from prevention to the most advanced inter­
ventional therapies, from general to special­
ist, from traditional to the most innovative, 
from rural to interurban, yet at all levels in all 
ways holistic, healing, patient-centered care. 
We provide primary care at its best. 

"We are the true gatekeepers, the DOs 
who use osteopathic manipulative principles 

--in our practices, including OMf. 

"I am confident that you (the Council) 
will insure that regulations will be included in 
any managed care legislation that require all 
managed care systems to include QMI as a 
covered service that is non-capitated." 

Following the appointtnentofHil­
lary Rodham Clinton to chair the 
Health Care Reform Task Force, AAO 
President Judith O'Connell wrote to 
Mrs. Clinton to offer the assistance of 
the Academy to the Task Force as its 
seeks to accomplish its ambitious task. 
She emphasized the AAO mission 
and the fact that Academy members 
are the appropriate gatekeepers in the 
health care deli very system since they 
extensively utilize osteopathic ma­
nipulative medicine in their practices. 

Dr. O'Connell has called for all 
members of the Academy to write to 
Mrs. Clinton, their senators and con­
gressmen to advocate the inclusion of 
osteopathic medicine as basic cover-
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age in the health care reform package 
which is developed by the Task Force 
withinits 100-daytimetable. AllAAO 
members received a letter from Dr. 
O'Connell and a draft letter for Mrs. 
Clinton and Congress which physi­
cians can use as a model for their 
personal communications. Please act 
on this matter immediately! 

The Academy's Education Com­
mittee assisted the AAO staff in hold­
ing an Open House at the society's 
headquarters in Indianapolis on Feb­
ruary 5. The event presented a de­
lightful opportunity to show off the 
new offices and to enlighten visitors 
on the role of osteopathy in the na­
tional health care delivery system. 

The following Education Com­
mittee members took part in the event: 
Boyd Buser, Mark Cantieri, An­
thony Chila, Walter Ehrenfeuchter, 
John Glover, Ann Habenicht, Wil­
liam Kirmes, Richard Koss, Mel­
icien Tettambel, and Herbert Yates. 
Several district managers of pharma­
ceutical companies attended the Open 
House and discussed potential spon­
sorship with program chairpersons in 
attendance. 

Three Academy members toured 
the facilities: Herbert Miller and 
James Shoemaker of Zionsville, IN 
and Harold Wackerle ofLaPaz, IN. 
The biggest hit among the physicians 
in attendance was the AAO library of 
rare books on osteopathy which are 
prominently displayed on built-in 
wooden bookcases in the conference 
room. Generally, guests were im­
pressed with the first-class facilities 
and particularly enjoyed the scenic 
view of the city from the eighth floor 
of The Pyramids. D 
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SIGNS OF LIFE 
Judith A. O'Connell, D.O., 
President 

I have been a very busy person in the 
last few months. I have been·negotiat­
ing with HCF A/Medicare, NIH, and 
AMNCPT. Please take my word for 
it, the Osteopathic profession is not 
dead! On the contrary, there are signs 
of life everywhere! 

One of the most frustrating com­
ments I hear from within our profes­
sion is that no one does OMf any­
more. Everyone just seems to accept 
this misstatement as fact and act ac­
cordingly. In my travels within and 
without our profession, I have found 
evidence to the contrary. I would like 
to share one of these pieces of evi­
dence with you today. 

The Relative Value Update Com­
mittee (RUC) of the AMA has been 
tracking the use of codes by various 
specialties. Osteopathic Medicine 
(D.O.) is speciality code 97. At the 
most recent Council on Federal Health 
Programs meeting, the top 100 CPT 
procedures by specialty and frequency 
were released. Of the top 100 D.O. 
codeslisted,REGIONALMANIPU­
LATION-97260 AND SUPPLE­
MENTALMANIPULATION-97261 
were ranked #18 and #6 respectively. 
Now some of you might say so what. 
I say yahoo!!! This document verfies 
that D.O.'s are not only using OMf, 
but are also billing for it! 

I am sure that there are more 
documents. like these out in the 3rd 
party carrier data base analyses. Since 
we are always berating ourselves for 
lack of documentation, I think that we 
need to look outside of our group and 
discover \\'.hat everyone else knows-­
that D.O.'s are performing OMT in 
surprisingly high numbers. 

You see, there are signs of life 
everywhere. We just have to open our 
eyes and look around! D 
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RESEARCHING THE EF'FECTIVENESS OF 
OSTEOPATHIC HEALTH CARE IN PRACTICE: 

AGENCY FOR HEALTH CARE POLICY AND 

REsEARCH PLANS 
Albert F. Kelso, Ph.D., Emeritus Professor of Osteopathic Medicine 

Consultant, Louisa Burns Clinical Observation Committee 

An innovative program to insure ac­
cess to quality health care* for all 
citizens was initiated at the direction 
of Congress in 1989. The goal is to 
maintain quality in a cost-efficient* 
environment. The program envisions 
achievement3 through cooperation 
from all persons involved in health 
care delivery or use of health care 
resources. 

The U.S. Public Health Service, 
Agency for Health Care Policy and 
Research (AH CPR) is responsible for 
coordinating Federal efforts related 
to this goal. Patient outcome research 
on practice, one of the Agency's pro­
grams is introduced below. A de­
scription of the practicing physicians' 
potential roles follows. The benefits 
that the Osteopathic Profession, 
American Osteopathic Association 
American Academy of Osteoapthy 
and physicians using manual medi­
cine can obtain as participants in the 
AHCPR in the Federal is discussed. 

AHCPR. Toe agency programs 
encompass health management. de­
livery and care. Patient Outcome Re­
search is one of the programs. All 
health care including manual medi­
cine will undergo an intensive review 
for appropriateness* and cost-effi­
ciency. Congress has directed that 
immediate action be taken in certain 

• see glossary for definition of terms 
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aspects of the programs. It is possible 
that general or specific aspects of 
manual medicine will receive early 
attention 

Implementation of AHCPR pro­
grams anticipate that inappropriate 
practice patterns will be changed if 
relevant scientific evidence is effec­
tively disseminated to health care pro-

4 
viders and patients. Toe agency's 
research methods use data on practice 
outcomes as a measure of quality 
healthcare.*Toisshiftdoesnotelimi­
nate traditional medical research. It 
does recognize that the same effi­
cacy* obtained in research on inter­
ventions during clinical trials and 
other applied clinical research will 
not be as effective in the medical 
arena. 

Several factors are different in 
the AHCPR approach from earlier 
Federal and State efforts to legislate 
osteopathic medical practice. Toe 
quests for evidence in the past im­
plied that current research methods 
provide the infonnation. Basic and 
clinical research conducted in ideal­
ized situations are not universally 
applicable to non-medical research. 
For example, patients and physicians 
can not be blinded to the administra­
tion of manual procedures. Nor is it 
feasible to control the "dosage" of 
administering manual procedures in 
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a manner similar to medical doses. 
The interactions between physicians 
and patients have more influence in 
manual than in medical interventions. 
Quality, measured by patient out­
comes, will be studied by panels of 
experts for ineffective, inappropriate, 
unnecessary and unimportant health 
care procedures. Their deliberations 
converted to guidelines are used for 
decisions made by administrators, 
managers, patients and providers of 
health care. 

Toe AHCPR patient outcomes 
program includes collecting data on 
the patient's needs for and satisfac­
tion with health care. This in addition 
to measuring the effectiveness of out­
comes observed in clinical practice. 
Note that the patient's expectations 
and satisfaction with health care 
greatly influence Federal and State 
regulations of health care. 

Physician's Roles. Physicians, 
Medical and Allied Health Profes­
sionals anticipate AH CPR use of data 
from several sources. Public health 
statistics, reports and claims from 
practice are an available source of 
infonnation. Research by the profes­
sion initiated to research physician's 
services will include input to surveys 
and reports on practice. This latter 
research is essential for comparison 
with ACHPR data. It is also useful in 
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planning physician education and education, the community and public mation accumulated as part of prac-

monitoring professional activities. benefits as well as patient outcomes tice. In any choice that provides satis-

Public health statistics provide associated with osteopathic health factory input minimal disruption of 

infonnation on mortality, morbidity, care. The difficulty in obtaining this the process of health care is a key 

frequency of illness and accidents; infonnation from practice lies in lack consideration. Attention given to the 

and routine medical surnrilaries and of experience by physicians and the practicing physician's priorities in-

reimbursement claims provide infor- profession in collecting and reporting sures success in the research plan. 

mation on patient benefits and com- the infonnation in a unifonn manner. The public's, AHCPR's and 

f plications. Smveys and reports pro- Patient benefits obtained from Profession's priorities include link-

vide specific infonnation on patient osteopathic health care have not been ing the diagnosis and treatment of 

data, such as, health needs, expecta- examined by planned research proto- somatic dysfunction to patient out-

tions and satisfaction with care. The cols. Such research is now recog- comes. Clinical observations are dif-

physician's data in the survey indi- nized as a potential source for making ficult but not impossible to measure. 

cate the interventions used, services decisions to increase the availability Semi-quantitative measures of so-

provided andassessmentofoutcomes. and quality of health care. Measuring matic dysfunction reflect small 

Both public and professional data rep- patient health outcomes with a planned changes in its characteristics. Reli-

resent wide variations in accuracy protocol provides reliable data for able estimates 
7 

obtained by scoring 

and reliability. decisions. These decisions will ben- and scales will demonstrate the asso-

The collection of personal data efit the patient, the practicing physi- ciation of changes induced by manual 

and creation of computer data bases ciao, the Profession and the public. treatment with changes in health sta-

always raise the issue, invasion of The role of the AOA and AAO. tus. To avoid confusion use somatic 

privacy. Aggregated data protects the Professional organizations have a dysfunction, a codable diagnosis, to 

privacy of the persons involved. How- leadership role in representing physi- describe the patient's neuromusculo-

ever, the patient's and physician's ciaos' interests. Assignment of this skeletal condition and the focus of 

information in surveys and reports is responsibility is essential in ensuring manual intervention. 

traceable to coded original records that osteopathic manual medicine is Scores for each characteristic of 

generated in practice. represented in Federal decisions on mobility, structural asymmetry or tis-

The public health and related data health care. The AOA and AAO re- sue are summed to provide a numeri-

are readily available. Difficulty in cently agreed to the AAO taking a cal measure. Measures obtained in 

relating this data to specific practices leading role in the manual medicine this manner track changes in somatic 

or interventions offsets this conve- component of osteopathic medical dysfunction. The selected set of mea-

nience. The availability of data from practice. Agreement that this role in- surements are validated by research. 

physicians' practices insures that pa- eludes patient outcome research ex- Studies demonstrate association be-

tient outcomes can be related to the pedites planning and implementing tween changes in measurements and 

interventions used in care. A disad- the research. clinical progress. What change oc-

r 
vantage of survey and report data The patients, practicing physi- curs during the natural course of so-

collected by the Profession or its ciaos, AHCPR and the Osteopathic matic dysfunctions, its course during 

agents is delay and quality control. Profession each have priorities that treatment or during concurrent use of 

Training and cooperation of practic- need to be considered. other interventions? Analysis will 

ing physicians can surmount these The practicing physician faces indicate the most sensitive measures 
difficulties and insure availability of many variables and demanding tasks, and the time course of the changes. 

'real life' data. acknowledged difficulties that must Physician's experience is that mobil-
Information obtained directly be surmounted. The physician's role ity and vasomotor changes occur even 

from patients and the osteopathic is supplying the data on patient's during manipulative treatment while 
physician's practice is potentially the needs, care provided, outcomes and structural asymmetry and tissue char-

better source. Direct evidence is reli- satisfaction. One method is comple- acteristics may not change immedi-

able when data collection follows tion of surveys or annual reports on ately. 
specific procedures and is accessible practice when the task is not compli- The initial professional survey 
for verification. Professional infor- cated by attention to patient care. An may be a summary of the number of 
mation can be accumulated as a data alternative is submission of an annual cases, the patient's needs for care, the 

base and used to assess physician report or summary of the same inf or- physician's services and reported 

Spring 1993 9 A AAO Journal 



outcomes of care. This survey and 
analysis should suffice to test the data 
collection method. Analysis of this 
data will indicate the strengths and 
weaknesses in the survey or reporting 
procedures. Modified or alternative 
solutions should be considered after 
the initial effort and analysis. The 
goal of revising data collection is to 

supply detailed information needed 
in reports within and by the profes­
sion. 

"An immediate effort 
will preserve the 

philosophy and 
• • I " pr1nc1p es ... 

An alternative to using practice 

data to evaluate patient outcomes is to 
use information from a patient's peri­
odic health examination. The peri­
odic health examination has become 
a routine part of general and family 
practice and is designed to identify 
and reduce patient health risks.

8 
This 

examination in osteopathic practice 
includes information on somatic dys­
function and its treatment The ex­
amination can be scheduled to allow 
sufficient time to collect credible data 

using standardized procedures. The 

emphasis on assessment ofhealthrisks 
in periodic health examinations fa­
vors study oflong term benefits asso­
ciated with osteopathic manipulative 
treatments. 

Another option is to develop sur­
vey teams to provide information on 
methods to be used in the surveys. 
The survey team is different than pa­
tientoutcome research teams (PORT) 

7 

which are made up of experts in mul­
tiple areas of health care. PORT teams 
conduct research on specific ques­
tions related to practice outcomes. 
Survey teams seek answers to ques­
tions on research design. Their stud­
ies provide information on measur­
ing and reporting clinical procedures. 

Examples of specific questions 
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for survey teams include procedures 
to be developed, the standardization 
of diagnosis of somatic dysfunction, 
theuseofsemi-quantitativemeasure­
ments in order to detect changes in 
somatic dysfunction or development 
of uniform methods for recording and 
reporting osteopathic diagnosis and 
treatment. Other methods to be stud­
ied include development of methods 
to record patient expectations from 
osteopathic care, to obtain follow-up 
information from patient's concern­

ing their satisfaction with osteopathic 
care. 

PORT teams investigate very spe­
cific questions on patient outcomes. 
The intervention and the conditions 
under which it is used are well de­
fined. An almost endless research 
series can be initiated to compare the 
patient outcomes for different inter­

ventions. For example, the relative 
effectiveness of osteopathic manipu­
lative treatment with physical therapy 
or medical interventions. 

Creating a data base provides an 
immediate source of information. It 
allows the initial data collected to be 
reviewed or modified as data collec­
tion procedures are improved. A data 

base is a source of data for retrospec­
tive review on the long term effects of 
somatic dysfunction and its treatment 
This last consideration is important 
Osteopathic philosophy has gener­
ated a principle of practice, "remov­

ing the dysfunctions of the neuro­
musculoskeletal system assists the 
body in resisting stress, and restoring 
and maintaining health." Data to sup­
port this principle will require longi­
tudinal studies. 

AchallengefacestheAOA,AAO 
and osteopathic physicians practic­
ing manual medicine during partici­
pation in Federal and AH CPR efforts. 
Acceptance requires a plan, assign­
ing responsibility, tasks to be per­
formed and a schedule for comple­
tion. This plan should address both 
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the urgent priorities faced by AH CPR 
as well as the needs of the profession 
for information. Success depends 
upon expert assistance to design the 
data collection instruments, complete 
the initial analysis, create a data base 
and reporting fonnat. It also depends 

upon the participating physicians us­
ing quantitative measures to describe 

osteopathic diagnosis and treatment 
of somatic dysfunction and unifonn 
records. 

An immediate effort will preserve 
the philosophy and principles of os­
teopathic medical practice that make 
it unique in the field of manual medi­
cine. They support the current reor­
dering of health care goals to empha­
sis on health maintenance and risk 
reeducation in a cost-efficient envi­
ronment. Responsible professional 
action guarantees patient benefits pro­
vided by practicing physicians. Also, 

this action assures a source of infor­
mation on the Osteopathic Profes­
sions' contributions to medicine, the 
community and public. 

Summary. The Federal Govern­
ment has supplemented earlier ef­
forts to provide access for all citizens 
to quality health care with an addi­
tional effort to establish a cost-effi.­

cient environment for these efforts. 
The AHCPR which has responsibil­
ity for integrating the governmental 
efforts in health care research has 
included the study of patient and phy­

sician data on effectiveness of inter­
ventions used in practice. The AH­
CPR now issues guidelines on inter­
ventions needing study for ineffec­
tive, inappropriate, unnecessary and 
unimportant interventions. This 

change is preferred to regulations cre­
ated by individuals who are not pro­
viding patient health care. The new 
approach provides organizations and 
clinicians with the opportunity to be 

represented in decisions on future 
health care. 

Can planning, implementing and 
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reportingtheprofession'sdata be com­
pleted on a timely basis? Will osteo­
pathic physicians be willing to pro­
vide unifonn records of osteopathic 
diagnosis and treatments that can be 
utilized to detect changes associated 
with both immediate and long tenn 
changes in patient health status? Past 
experience indicates that patient's 
interest and support can be counted 
upon. The profession and its physi­
cian can repay a century of indebted­
ness to previous patients whose sup­
porthas established osteopathicmedi­
cine as a full practice profession and 
insure the same or even improved 
quality of health care for future gen­
erations. 

NOTES AND REFERENCES 
1. The AAO Noone News Report in Novem­
ber 1992 reported that Drs. O'Connell, Fry­
mann and Patterson attended a meeting at the 
request of the National Institutes of Health -

UnconventionaIMedical Practice Workshop. 

Their attendance insured that osteopathic phy­
sicians who include osteopathic diagnosis and 
treatment of somatic dysfunction in their prac­
tice were represented. They joined other pro­
viders whose health care services involve 
non-medical interventions to discuss the Fed­
eral Mandate that requires research on effec­
tiveness of management and practice in order 
to improve health care and provide informa­
tion for cost containment. 
2. Raskin IE, CW Maklan, Medical treatment 
effectiveness research: A view from inside 
the Agency for Health Care Po]icy and Re­
search, 1991 , in ''Outcomes Assessment and 
Management," guest editor, CH Slater, Evalu­
ation & The Health Professions 14(2) June 
1991, page 186. Sage Periodicals Press, 2111 
West Hillcrest Drive, Newbury Park, CA 
91320. 
3. Raskin, pgs. 184-85. 
4. Raskin, pg. 164. 
5. Gevitz N, The 0.0. 's: Osteopathic Medi­
cine in America, 1982, The Johns Hopkins 
University Press, Baltimore, pgs. 26-29, 117. 
6. Merit includes not only validity and reli­
ability of the information but sufficient sensi­
tivity in measurements to detect differences 
appropriate to situation. 

7. Feinstein A, Clinimetrics, 1987, Yale Uni­
versity Press, New Haven. pgs. vii-xi, 1-103, 
141-256. 
8 . The Practice of Family Medicine, 4th ed., 
Edited by RE Rakel, 1990. W.B. Saunders 
Company, Philadelphia. pgs. 209-246, 1854-
1875. 
9. Raskin, pgs. 163, 167-84. 

DEFINITIONOFTERMSFOR PATIENT 
OUTCOME STUDIES 

Efficacy - the effects of an intervention ob­
served in controlled research studies. 

Effective - the effects of an intervention ob­
served in patient outcome studies. 

Cost-efficient - the relative cost for interven­
tions that provide similar patient benefits. 

Appropriate - patient benefit to risk ratio that 
is acceptable for the condition treated. 

Quality health care - health care that provides 
an effective, appropriate, necessary and im­
portant benefit for the patient O 

CONVOCATION SPECIAL EVENTS - 1993 

Timeto • 
Jazz Things Up 

a Little 
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• Wine & Cheese Reception - La Gala Room 
Tuesday, March 23, 7:00 pm • • open to registrants and guest 

• Spouse/Guest Breakfast - Monte Carlo Room 
Wednesday, March 24, 8:00 am - - Breakfast and program for spouses 
and guest of Convocation attendees. Speaker: Ann Blankenship, Ph.D., R.D., 
L.D., "Shopping for Nutrition". Tickets $15 per person. 

• Reception - Garden Court 
Friday, March 26, 6:30 pm - - cash bar one hour reception preceding 
the Banquet 

• The Banquet - Malachite Room 
Friday, March 26, 7:30 pm - - Awards to be presented include the 
A.T. Still Medallion of Honor, the Academy's most prestigious 
honor. The ceremony also includes the induction of the new AAO 
President, Herbert A. Yates, DO, FAAO. Comments will be made by 
AAO President Judith A. O'Connell, DO and AOA President Edward 
A. Loniewski, DO. 

• Jazz and Dancing - Malachite Room 
Friday, March 26, 10:00 pm - - entertainment provided following the 
banquet by The Marchel Ivery Quartet/Quintet, a jazz band from 
Dallas. Cash bar will be available. Purchase tickets in advance from the 
Academy office for $5.00 per person. 
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WILLIAM ANDERSON, D.O. DELIVERS KEYN01E 

ADDRESS 

CHICAGO, IL-William G. Ander­
son, D.O., a trustee of the American 
Osteopathic Association, delivered 
the keynote address at the National 
Health Screening Fair on October 5, 
1992 in Washington, D.C. Dr. Ander­
sons' speech kicked off the conclu­
sion of the 16-month celebration of 
the hundredth anniversary of osteo­
pathic medicine. 

To an emotionally aroused audi­
ence, Dr. Anderson talked about the 
history of osteopathic medicine and 
what it stands for. "While we cel­
ebrate the centennial of a great pro­
fession, we will not forget that with 
the honor and privilege comes obli­
gation and responsibility. We will not 
forget our rich heritage nor shall we 
ignore the present nor fail to prepare 
for the future." Dr. Anderson contin­
ued with, "to deny anyone access to 
adequate healthcare in America shall 
be our eternal shame. The osteopathic 
profession will be in the forefront of 
making us a proud and healthy na­
tion." 

The audience was moved as Dr. 
Anderson talked about the shame that 
hovers over American medicine with 
more than 37 million Americans that 
don't have access to adequate health­
care. He also talked about how the 
fetal mortality and morbidity rate ex­
ceeds that of some third world na­
tions. 

Dr. Anderson also shared his feel­
ing about Andrew Taylor Still, the 
founder of osteopathic medicine, 
"A.T. Still was a medical pioneer, he 
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had a philosophy that yet defies ad­
equate definition, but a philosophy 
that has proven itself by results. A 
philosophy that now spans a century 
and practiced by over 33,500 osteo­
pathic physicians." 

Dr. Anderson concluded his dy­
namic speech with these closing re­
marks, "Yes, we will prescribe the 
medication, we will preform the sur­
gery, we will deliver the babies. But 
we will also show that we care about 
the family, the home, the schools, 
crime, drugs, hunger, poverty and 
homeless, because we are osteopathic 
physicians rooted in a philosophy and 
a practice that says, We Care!" 

... "to deny anyone access to 
adequate healthcare in 
America shall be our eter­
nal shame" ... 

An AOA trustee for the past nine 
years, Dr. Anderson has chaired the 
AOA 's strategic planning committee 
and the bureau of state government 
affairs. He served as president ofboth 

CHART 
ABOID 
COURSE! 

12 

his county and state osteopathic medi­
cal associations and has received nu­
merous awards such as the Physician 
of the Year, given by the Michigan 
Association of Osteopathic Physicians 
and Surgeons, Inc. 

Dr. Anderson is a 1956 graduate 
of the University of Osteopathic Medi­
cine and Health Sciences, College of 
Osteopathic Medicine and Surgery, 
in Des Moines, Iowa. He was a gen­
eral surgeon for 1 7 years before be­
coming a hospital administrator. To­
day, Dr. Anderson is the director of 
governmental affairs at Detroit Os­
teopathic Hospital and president of 
LifeChoice Quality Health Plan, 
HMO in Detroit.□ 

Spring 1993 



Fr_om the AOBSPOMM Files 

Lower Back Pain In An Elderly Patient 
With Complicated History 

A person's ability to compensate for 
chronic disease processes may allow 
that patient to lead a relatively asymp­
tomatic existence in spite of the 
chronic disease state. A small addi­
tional stress may cause a breakdown 
of these compensatory mechanisms; 
the "straw that broke the camel's 
back". This case was chosen to illus­
trate the attemptto restore the patient's 
abilitytocompensatefortheirchronic 
disease. It also demonstrates the effi­
cacy of focused and carefully applied 
thrust mobilization in a frail patient. 

REPORT OF CASE 
A 67-yearold white female presented 
to the clinic with a chief complaint of 
pain in the right lateral hip, extending 
to the proximal right thigh. She stated 
that the onset of these complaints was 
gradual beginning approximately two 
years ago without any inciting event. 
She had described the discomfort as 
more ofa "nuisance" then a debilitat­
ing pain. Recently, however, she had 
begun to experience an increasing 
sense of instability in the right hip 
area which had recently required her 
to ambulate with the aid of crutches. 
Her past history was significant for 
rheumatoid arthritis which was diag­
nosed at the age of 18, and for which 
she has undergone multiple therapies 
including oral Prednisone for the past 
30 years on a daily basis as well as 
intermittent gold therapy. She also 
stated that she had polio as a child, 
which affected both lower extremi­
ties; the left more than the right. There 
was also a history of severe degenera-
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tive joint disease in the lumbar area 
and right hip for which she underwent 
a total hip replacement approximately 
5 years prior. Her past surgical his­
tory was positive for right hip pros­
thesis surgery as described above. 
She denied any known medication 
allergies. She stated that her present 
medications include: Prednisone 
lOmg/day as well as Naprosyn 500 
bid. 

Examination revealed an alert and 
oriented white female who appeared 
older than her stated age. She ambu­
lated adequately with the use of 
crutches. There was a significant tor­
sional deformity noted in the mid­
lumbarregion with the upper lumbars 
rotated toward the left and the lower 
lumbars rotated toward the right. 
There was a slight increase noted in 
the thoracic kyphotic curvature. The 
upper cervical complex exhibited left 
rotation and the cervicothoracic tran­
sitional area was rotated toward the 
right. Chronic tissue texture changes 
were noted throughout the lumbar 
paravertebral musculature, most 
prominently in the lumbar region. 
There was muscle atrophy noted in 
theleftleg. The right lower extremity 
was apparently 1 l/2 inches shorter 
than the left. The right shoe had been 
built up on the sole and heel to accom­
modate this limb length discrepancy. 
The range of motion of both hip joints 
was essentially within normal limits. 
There was a marked distortion of the 
pelvis with the right innominate ro­
tated anteriorly. The sacroiliac joints 
were restricted bilaterally. 
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X-rays, brought with the patient, 
revealed severe spondylitic changes 
in the lumbar spine with obliteration 
of the disc space at L2-3. There was 
fusion noted at this level, at an angle 
of rotation of approximately 30°. 
There was also complete spondylitic 
fusion of the LS-SI level. There was 
apparent osteopenia noted through­
out the honey structures. Assessment 
of this patient included: 

1. Chronic somatic dysfunction of the 
sacroiliac joints. 
2. History of rheumatoid arthritis. 
3. Degenerative joint disease with 
fusion in the lumbar spine and pros­
thesis of the right hip. 
4. Post-polio muscle atrophy. 
5. Generalized osteoporosis aggra­
vated by longtenn steroid use. 

Osteopathic manipulative therapy 
was rendered utilizing thrust mobili­
zation in the cervical, thoracic, and 
lumbar areas. Indirect myofascial re­
lease technique was also utilized in 
the lumbar and right lower extremity 
regions. The amount of mobilization 
attained at the initial visit was quite 
limited. The patient was instructed to 
return to the clinic for reevaluation in 
two weeks. 

At the time of the return visit, the 
patient was noted to be ambulating 
nonnally without the use of crutches. 
She stated that the right lower ex­
tremity pain was completely resolved. 
She continued to experience some 
discomfort in the right flank region, 
but this was improved over the previ-
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ous visit. This patient remains under 
my care and has progressed to the 
point where she is now essentially 
asymptomatic with respect to her 
lower back, right hip, and right lower 
extremity. I continue to see her ap­
proximately once every two months 
for maintenance care. 

DISCUSSION 
This case illustrates several aspects 
of the manipulative treatment of the 
elderly patient with chronic disease. 
In spite of chronic disease which had 
been present for years, this patient 
had been asymptomatic with respect 
to her low back, pelvis, and right 
lower extremity, until a seemingly 
insignificant event triggered an onset 
of symptoms. In fact, during the ini­
tial evaluation, the patient had been 
unable to relate any sort of traumatic 
event to the onset of her symptoms. 
However, as time went on, she was 

Introducing 
the much 

anticipated . .. 

The Central Connection: 

able to remember a "bumpy ride" in 
the woods while visitingfamilymem­
bers. She had very minimal discom­
fort at that time, but over a period of 
the next two years, it gradually in­
creased to the point where it became 
debilitating and the need for crutches 
to ambulate gradually developed. The 
patient had an ability to compensate 
for her multiple dysfunctions until 
thisminoreventovertaxedthosecom­
pensatory abilities. In spite of the fact 
that very limited mobilization was 
achieved on the initial visit, enough 
improvement was made to allow her 
compensatory mechanisms to func­
tion better. Hence, a significant im­
provement in symptoms from seem­
ingly minimal intervention. 

This patient's history and x-ray 
evaluation would seem to be a rela­
tive contraindication to the use of 
HVLA techniques. However, prop­
erly applied thrustmobilizationshould 
occur within physiologic ranges of 

motion. Carefully focused applica­
tion of force was utilized quite suc­
cessfully in the management of this 
patient. She did not experience any 
significant post treatment soreness or 
other untoward affect of her osteo­
pathic manipulative treatment After 
being maintained on a dose of 10mg 
ofPrednisonedailyforapproximately 
30 years, this patient now is taldng 
only 2.5mg of Prednisone daily. She 
is able to exercise more regularly and 
expresses a feeling of overall much 
improved health. □ 

"Current knowledge of somatovisveral!viscerosomatic 
reflexes and their role in palpation and manipulative 
treatment are explored by internationally recognized 
scientists and osteopathic researchers and clinicians." 

The American Academy of Osteopthy 1989 
International Symposium proceedings are now pub­
lished and offered for sale through the AAO office. 

SomatovlsceraWlscerosomatlc 
Interaction For $35 plus $5 postage and handling. AAO 

members recieve a 10% discount and UAAO members a 
20% discount. Our quantity is limited so please act now 
on this long awaited book. 

1989 In-Sympo911Jm 

Edud by M.M. Pa11o,.on and J.N. -

A AAO Journal 

The Central Connection: 
Somatovisceral/Viscerosomatic Interaction 
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From the Archives 

CASE OF BIRTH INJURY OR CRANIAL TRAUMA 

An interesting case of birth or early 
post-natal injury came under cranial 
treatment in March, 1945, at the age 
of two and a half years. The symp­
toms had appeared during the second 
year and the child, a little girl, had 
been through the usual examinations 
and diagnostic procedures in hospi­
tals under the service of specialists of 
high rank. There was no uniformity 
of diagnosis, her condition having 
been attributed to cerebral palsy from 
birth, progressive muscular dystro­
phy, and Landry's paralysis. 

Toe patient is the youngest of 
four children. The parents and two 
brothers are apparently normal and 
the second child, a boy, had the atro­
phic type of progressive muscular 
dystrophy and died a little over a year 
ago at the age of sixteen. So far as the 
parents know the birth of the little girl 
was normal. There is the usual history 
off alls, one in particular at six months 
of age when she had a severe bump on 
the head. Whether this injury or an 
unresolved molding of the head from 
birth was the etiological factor the 
outlook was definitely unfavorable. 

At the time of first examination 
the child seemed to be of about nor­
mal intelligence and noticeably cheer­
ful. Her muscles were of average con­
tour, flabby, yet the reflexes were 
slightly exaggerated. The head 
drooped forward, she had propulsion 
gait and she lost her balance and fell 
forward afteronly a few steps. There 
was a great deai of drooling. She was 
subject to fainting spells followed by 
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muscular twitching and extreme ex­
haustion. Speech was practically un­
intelligible. Apparently there was 
considerable discomfort in the head 
for she would intentionally and re­
peatedly strike the back of it against 
the floor or whatever was behind her. 
She was subject to head and chest 
colds, croup, and attacks of stran­
gling; x-rays showed no enlargement 
of the thymus. The symptoms were 
growing progressively worse. 

Treatment of the case was under­
taken with little encouragement to the 
parents as to prognosis. The cranial 
lesions were related especially to the 
base and posterior fossa of the skull 
and their reduction and the subse­
quent molding was followed by 
marked improvement. The epilepti­
form seizures stopped almost imme­
diately, posture and locomotion im­
proved rather rapidly over a period of 
several months, progress becoming 
more gradual since that time, and the 
rest of her symptoms have practically 
disappeared. There is a slight impair­
ment of speech which may be partly­
from habit. She entered school last 
fall and engages in all the usual activi­
ties, running, dancing and playing 
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with the other children. It is only 
during periods of fatigue that slightly 
impaired control of balance and some 
drooling reappear. The head is still 
tender enough to require care on the 
part of the mother in washing or brush­
ing it. 

Apparently this case was follow­
ing the pattern of progressive muscu­
lar dystrophy caused by cranial trauma 
affecting intracranial structures and 
the endocrine system. Had it been of 
purely hereditary origin it is doubtful 
if the response to treatment would 
have been as satisfactory. Fortunately 
the cranial lesions were corrected 
before much degenerative change had 
taken place in the central nervous 
system and the muscle tissue so the 
recovery was comparatively prompt. 
Whether it will be complete remains 
to be seen but the improvement has 
continued during the past year when 
she was given only one series of treat­
ments, seven in all, in September and 
October. Remissions have been slight, 
always from a demonstrative cause. 

The onset of symptoms and the 
progression during the first year of 
the disease were strikingly similar to 
that of her brother but the change 
since that period has been in striking 
contrast to the pitiful spectacle of his 
wastingawaywithoutbenefitoftreat­
ment. O 

This article first appeared in the AAOYear­
book, 1948. 
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LE'l*I'ERTO 
A. T.STILL 

Dear Dr. Still, 

In my last letter I mentioned some of 
your comments on the topic of ear 
wax. You had some very interesting 
things to say about this substance, 
and you seem to have discovered a 
therapeutic use for it Yetmostpeople 
would consider this a rather cryptic 
topic, to say the least, as there doesn't 
seem to be much interest in ear wax in 
the world of modem medicine. 

In your book, The Philosophy 
and Mechanical Principles of Oste­
Ql2.ill:ID'., you seemed to have the most 
success with diseases of the throat 
and lungs by using a combination of 
osteopathic treatment along with 
moistening the very hard, dry ear wax 
you found in these conditions. The 
ear wax was usually softened by us­
ing soap and water or glycerin. For 
example, you described treating a 
child with croup who, after your treat­
ment, "coughed up phlegm easily, 
and when the dreaded hour, ten 
o'clock at night, all danger had 
passed." 

Recently, while doing some jour­
nal reading, I came across a short 
article describing something called 
"Allen's reflex." Apparently, when 
trying to remove impacted cerumen 
from the ear, ENT specialists have 
noticed that the tympanic membrane 
is invariably stimulated as well. This 
manipulation of the tympanic mem­
brane causes patients to cough invol­
untarily. I found this very interesting, 
to say the least. Could it be that your 
combination of softening the ear wax 
with glycerin, along with osteopathic 
manipulation, caused the patient to 
cough up phlegm, thus improving res­
piration, and venous and lymphatic 
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drainage? These phenomena, in tum, 
would allow the patient to overcome 
illness. 

In any event, there seems to be 
some correlation here between Allen's 
reflex as it is known today, and your 
approach to certain respiratory ail­
ments by dealing with the properties 
of ear wax. Just thought you might 
like to know. 

Your ongoing student, 

Raymond J. Hruby, D.O., F.A.A.O. 

A.T. STILL 

MEDALLION 

DEADLINE NEARS 

Please remember that if you wish to 
submit the name of a candidate for the 
1994 A.T. Still Medallion of Honor 
Award, the deadline is April 15, 1993. 

Deserving members of the Acad­
emy who shall have exhibited among 
other accomplishments in scientific 
orprofessionial affairs an exceptional 
understanding and application of os­
teopathic principles, and of the con­
cepts which are the outgrowth of those 
principles, may be awarded the An­
drewTaylor StillMedallionofHonor. 
The Academy cherishes this award as 
its highest honor, and all petitions are 
considered confidential. 

If you have any questions or need 
any additional infonnation about this 
procedure, please contact the Acad­
emy office or refer to page 107 of 
your AAO 1992 Directory. 
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Spons01'ed /,y, ~A AJD ,A'- erlcan 
Academy of 
Osteopathy 

For a $15 enrollment fee 
you and your family mem­
bers can receive replace­
ment contact lens at up to 
75% discount! 

Call theAAO 
for an enrollment 

form today! 

(317) 879-1881 
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PRIMARY & SECONDARY RESPIRATION 
PART II 

Mobility of the Cranial Bones, 
Membranes, and Sacrum 
The motions of the cranial bones and 
sacrum are palpable by those who are 
trained. These movements are pas­
sive, in contradistinction to the inher­
ent motility of the CNS. What the 
operator feels to be asymmetric in 
these motions becomes the basis for 
treatment, using the cranial concept. 

Movement of the cranial bones is 
permitted by the sutures of the skull. 
A series of studies performed by Ret­
zlaff '43.44'45) et al atMSU-COM dem-

onstrated the nature of the sutures and 
the movement of the parietal bones of 
the squirrel monkey. They showed 
that the sutures are filled with loose 
connective tissue, blood vessels and 
nerves, and are certainly not fused, as 
many anatomy books would indicate. 

Using electromechanical trans­
ducers on the parietal bones of the 
squirrel monkey, they were able to 
record regular movement which was 
independent from respiration and car­
diac pulsations. '

21
' Another study by 

• • (42) 
these mvestigators demonstrated 
the function of the "core link", in 
which the sacrum and occiput are 
functionally related through the in­
elastic dural tube that extends from 
the foramen magnum to the second 
sacral segment. Except for the firm 
attachment at the second cervical ver­
tebra, this strong connection between 
the cranium and sacrum is free to 
glide the rest of its length. CllJ Retzlaff 
manipulated the sacrum of the ani­
mal, which created parietal motion, 
that his transducers recorded. '

42
> 
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Sutherland recognized that form 
follows function, as he studied the 
details of the cranial sutures of a dis­
articulated skull. The temporopari­
etal suture is suited for gliding mo­
tion. The coronal suture for antero­
posterior motion, and the sagittal su­
ture for hinge-like motion. It is in­
structive that disarticulated skulls are 
produced by pressure from the inside 
out. Properly prepared whole skulls 
are filled with dry beans. When water 
is added, the beans swell, pushing the 
bones apart. No amount of force ex­
erted against the intact skull will dis­
articulate it except from the inside 
out. Therefore, it is seen that the su­
tures allow expansion, but very little 

• (11) 
compress10n of the skull. 

The intracranial membranes, the 
falx cerebri, falx cerebelli and tento­
rium cerebelli, maintain the skull in 
an intact state. Sutherland termed these 
the "reciprocal tension membranes". 
The falx cerebri that lies under the 
sagittal suture, and the tentorium cer­
ebelli which lies horizontally and at 
right angles to the falx work in oppo­
sition to each other. In simplified 
terms, the falx restrains anteroposte­
rior motion, and the tent, lateral mo­
tion. Although, these membranes per­
mit change in shape of the cranial 
bones, they retain constant tension on 
their attachments throughout the cycle 
of flexion and extension. The fulcrum 
around which this cyclic cranial mo­
tion occurs has been termed the Suth­
erland fulcrum. The tent and the falx 
have their origins here, at this ful-

th . h . c11i crum, at e straig t smus. 
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Summary of Primary Respiratory 
Mechanism 
To summarize the motions involved 
in the primary respiratory mechanism, 
consider flexion. The neural tube fore­
shortens by the contraction of the 
oliogondendroglia. Secretion of the 
cerebrospinal fluid increases as the 
ventricles expand. The cranial bones 
allow for the change in shape of the 
central nervous system: the anteo­
posterior diameter shortens, the ver­
tex elevates, and the lateral dimen­
sion expands. The sacrum moves pos­
teriorly and superiorly at its base and 
toward the pubes at the apex. The 
reverse of these motions is noted at 
the other extreme of the cycle, exten­
sion. 

Relationships of the Primary and 
Secondary Respirations 
Anne Wales, D.O., in 1972 was 
quoted, "When we think of respira­
tion, we ordinarily think of the lungs 
and heart in the thorax and of the 
diaphragm moving up and down with 
the alternating changes of shape dur­
ing inhalation and exhalation. There 
is also tissue respiration; every cell in 
the bodv requires it for healthy func-

• (471 
uon. 

''The brain especially needs tis­
sue respiration. Toe tissues in the 
floor of the fourth ventricle must be 
functioning efficiently for the body to 
live, because the vital processes of 
the body are located in the floor of the 
fourth ventricle. Among these is the 
respiratory center. This is why Dr. 
Sutherland came to call the whole 
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system he had discovered the primary 
. h . "(47) 

respuatory mec arusm. 
Dr. Sutherland was quoted as say­

ing, "While a student at the American 
School of Osteopathy ... , during an 
idle stroll through the memorial hall, 
my attention was directed to the dis­
articulated bones of the skull that Dr. 
Still had on exhibition. The peculiar 
beveled articular surfaces relative to 
the greater wings of the sphenoid and 
the squamous portions of the tempo­
ral bones became especially interest­
ing. Then, like a blinding flash of 
light, came the thought: beveled like 
the gills of a fish, indicating articular 
mobilit~ for a respiratory mecha­
nism." lllll 

Quoting Dr. Sutherland again: "I 
found that the cranial articular sur­
faces, throughout each little detail, 
indicated designment for mobility. 
Yet the idea still seemed irrational, 
and I became fearful in the thought of 
consultation with my ... colleagues, ... 
fearful of the danger of becoming an 
inmate in some mental institution. 
Yet the bug remained, and experi­
mentation was commenced upon my 
own animate skull, ... by establishing 
cranial lesions to ascertain the ef­
fects. A number of the effects proved 
quite serious. Others led the way, 
wherein a personal knowledge was 
obtained-a knowledge not obtainable 
by using a fellow man as the guinea 
pig. I found that the articulations did 
possess mobility, and not only the 
articulations, but also the brain, the 
intracranial membranes, the spinal 
cord, and the intraspinal membranes. 
I also found that the cerebrospinal 
fluid fluctuates, rather than circulates; 
and that the entire mechanism pos­
sesses a movement rhythmical to res­
piration, including mobilm' of the 
sacrum between the ilia." c 

The motion of both the primary 
and secondary respirations in inspira­
tion involves a straightening and 
lengthening of the midline structures. 
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The lumbar spine flattens, the tho­
racic spine straightens, the vertex of 
the cranium elevates, and the sacrum 
flattens. Bilateral, paired, structures 
externally rotate. The extremities, 
temporal bones and ilia are seen to 
move inferiorly and externally on the 
anterior surfaces. During exhalation, 
themidlineand paired structures move 
in directions opposite to the above. 
(10,11) 

The primary and secondary res­
pirations facilitate each other. A deep 
breath increases the amplitude of the 
craniorhythmic impulse. (CRI) <

49
> A 

CV-4, a technique to momentarily 
dampen the CRI may change the rate 
and deith of diaphragmatic excur­
sions. c > Dr. Sutherland described a 
technique that he employed in the 
case of a drowning victim, and that 
could be utilized in electrical shock as 
well. When no vital signs are appar­
ent, the cranial mechanism is found in 
extension. Dr. Sutherland firmly in­
duced the temporal bones to exter­
nally rotate in a slow cyclic fashion. 
This helped to re-establish the cranio­
rythmic impulse, and soon cardiac 
and pulmonary activity resumed. This 
resuscitative technique is not recom­
mended to the exclusion of other 
measures. However, it graphically 
demonstrates the relationship between 
the primary and secondary respira-

• (51) 
t10ns. 

Both primary and secondary res­
pirations facilitate the return oflym­
phatic fluid and venous blood to the 
heart. A CV-4, a special cranial tech­
nique, will reduce peripheral edema. 
A lymphatic pump which utilizes the 
diaphral!ITI. is also seen to reduce pedal 
edema. '!SI> 

The transverse diaphragms, in­
cluding the thorocoabdominal dia­
phragm, the pelvic diaphragm, as well 
as the cervicothoracic junction and 
the tentorium cerebelli must move 
harmoniously, in order for the fluc­
tuation of the CSF to be unimpeded. 
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If there is restriction in these trans­
verse diaphragms of fascia, the wave 
propagating from the central nervous 
system through the tissue fluids will 
develop interference patterns as it 
meets these restrictions. Therefore, it 
is necessary to treat restrictions of 
motion of the secondary respiratory 
system, especially the thorocoabdomi­
nal diaphragm, in order that the pri­
mary respiratory mechanism will 

• (52) 
function properly. 

Another relationship between 
these two systems is demonstrated by 
the mechanism that regulates second­
ary respiration. In the floor of the 
fourth ventricle, the respiratory cen­
ter is influenced by and has influence 
over the substances transported within 
the cerebrospinal fluid. The pumping 
action of the diaphragm, influences 
the CO content of the blood, which 
detennfues the activity of the respira­
tory center in the floor of the fourth 
ventricle. <

53
> 

Primary respiration exchanges 
waste products and physiological con­
stituents between the central nervous 
system and the cerebrospinal fluid. 
Transport in the CSF to the periphery 
then allows an exchange of these sub­
stances between the CSF and the 
peripheral tissues. In parallel fashion, 
secondary respiration utilizes blood 
instead of CSF as the transport me­
dium. Exchange first occurs between 
the ambient air and the blood, and 
then between the blood and the tis­
sues of the body. 

Treatment 
For pulmonary respiration the opera­
tor directs his/her attention towards 
all components of the system. Dia­
phragmatic motion must be unim­
paired. Therefore the xyphoid, lower 
six ribs and the attachments to the 
lower six thoracic vertebra must all 
be free. L1 through L3 must be free in 
motion. The quadratus lumborum and 
its association with the ilia must be 
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balanced. Likewise, the psoas and the 
attachments thereto at the lesser tro­
chanters of the femurs must be func­
tioning symmetrically. The sacrum 
lying between the ilia must be bal­
anced in its movement and its core 
link to the cranium necessitates in­
spection of the head. The upper and 
lower extremities which are influ­
enced by their attachments to the tho­
rax and the pelvis must also be exam­
ined for any restrictions of motion. 
The innervation of the diaphragm by 
the phrenic nerve requires an inspec­
tion of its roots at cervical vertebrae 
three through five. Considering the 
vagal influence on respiration, the 
occipito-atlantal junction must be 
examined. With regard to the sympa­
thetic nervous system that influences 
respiration, all thoracic vertebrae must 
be examined. Of course, since the 
sympathetic chain ganglia overly the 
transverse processes of all thoracic 
vertebrae, the bony thorax and the 
muscles of respiration must be con­
sidered in any treatment of pulmo­
nary respiration. Thus, we can see 
that we must treat the entire physical 
body from head to the extremities 
when considering pulmonary respi­
ration. 

Indications for treating the pul­
monary system include respiratory 
disease. Chronic obstructive pulmo­
nary disease, pneumonia, asthma and 
bronchitis are all benefited by freeing 
the various components of external 
respiration. Furthennore, peripheral 
edema can be reduced through the 
improvement of lymphatic flow by 
freeing the diaphragm. Frequently, 
low back pain will involve some re­
striction of motion of the diaphragm 
because of its association with the 
psoas and quadratus muscles. Shoul­
der and arm pain are associated with 
thoracic spine and rib dysfunctions in 
which respiration may be compro­
mised. Headache may be associated 
with dysfunctions of the diaphragm, 
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sternocloidomastoid, or scalene dibular joint dvsfunction or unusual 
muscles. Emotional shock or with- bite patterns . ('6

7
'

68
'

69
' 
10

> 

holding of emotions are also associ­
ated with restrictions of the dia­
phragm. In traumatic injuries, such as 
automobile accidents, a gasp of fear 
at the moment of impact may be re­
tained as a dysfunction of the dia­
phragm. Diminished excursions of 
diaphragmatic motions are seen clini­
cally in people who withhold the ex­
pression of emotions. 

With regard to the treatment of 
the primary respiratory mechanism, 
the operator works towards the objec­
tives of balancing the craniorhythmic 
impulse and nonnalizing cranial nerve 
function if entrapment is evident. 
Drainage of the venous sinuses within 
the dural folds of the cranium is facili­
tated by treatment of the primary res­
piratory mechanism. By normalizing 
the fluctuation of the cerebrospinal 
fluid, peripheral effects can be 
achieved throughout the entire mus­
culoskeletal system. Abnormal ten­
sion within the intracranial mem­
branes can be released. Restrictions 
of motion between cranial bones them­
selves can be improved. One can 
modify gross structural patterns, for 
example, the molding seen in new-
bo ·nt: (S4) m 1 ants. 

The following are some of the 
indications for the treatment of the 
primary resoiratory mechanism. 

• (-'5) (55) 
Amblyopia, Bell 's palsy and 
T. Doul (56, 51) d. . 1c oureux are con 1nons 
which may result from entrapment of 

• • (58, 59, 60) 
crarual nerves . Birth trauma 
and whiplash injuries <

61
> will re~-pond 

to correction of cranial articular le-
. T " . <55> • ' d" s1ons. mrntus, Mernere s 1sease 

(55) (62) 
and lymphedema respond to 

treatment by decreasing congestion 
of CSF. Migraine headaches, <

3
> si-

• • <64> thm <65> d 1 . nus1tis, as a, an eammg 
disabilities <

66
> all respond to cranial 

manipulation. Working closely with 
a dentist the cranial osteopath will 
benefit those who have temporoman-
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Summary 
Pulsation is the in and out of life. 
Without the pulsatile motion of life, 
our body does not distinguish itself 
from the earth's crust from which it is 
composed, and into which it decom­
poses, once these pulsations cease. 
These pulsations enable us to breath, 
circulate blood, lymph and CSF. 

The pulsations of primary and 
secondary respirations provide every 
cell of our body with elements of the 
finest quality, which are fundamental 
to the sustenance of our electrochemi­
cal internal environment. Oxygen 
from plants joins with our sea water 
milleubyourexpenditureofmechani­
cal energy, pulmonary ventilation. 
This milleu is further benefitted by 
the brain's pumping action, by which 
it creates and circulates the CSF, rich 
in substances of physiological po­
tency. 

As osteopathic physicians, we 
assist these two mechanisms by fa­
cilitating their smooth and balanced 
functioning. We promote normaliza­
tion of function through the structure. 
As functioning of these fundamental 
mechanisms are maximized, self­
healing may result. □ 
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INTEGRATING OMT INTO 111E HosPITAL SE'rrING 

For all its bells and whistles, osteopa­
thy has only two unique distinctions 
from allopathic medicine. 

1. It's holistic philosophy 
2.0MT 

One could argue that if either or 
both of those are not visibly evident in 
deed as well as words, the profession 
has no right or reason to survive as a 
distinct entity. 

The holistic philosophy leads to 
common sense medicine, good pre­
ventive care, and tends to create, train 
and nurture General Practitioners -
doctors who want to treat and know 
all of their patients. With the current 
trend towards preventive care and 
medicine's sudden fascination with 
and courtship of the G.P. it might 
seem that the holistic philosophy it­
self is enough to keep osteopathy 
breathing a separate air. Yet holism is 
a vague and blurry concept, conjuring 
up everything from mantras and crys­
tals to an entire genre of practitioners 
who all claim to treat "the whole 
person." 

Holism alone is not strong enough 
to support a distinct profession. OMT 
alone is not enough, either. But taken 
together they made a complete pair -
a matching set of principles and prac­
tice which entitle a separate group to 
have a leadership role within medi­
cine today. Yet by abandoning and 
ignoring the importance of OMT in 
the health care equation, the profes­
sion is much like a child who is weep- • 
ing, begging for a ride home while 
sitting on his own ticket. 

Unless and until OMT is brought 
back to the forefront of osteopathic 
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care, you will continue to see a blur­
ring of rhyme and reason in separat­
ing the professions. This is: 

a) Because OMT is the only tangible, 
visibly demonstratable distinction 
and; 
b) To ignore it as a treatment modality 
in favor of invasive or pharmacologi­
cal solutions is to deny the concept of 
holism and embrace symptomism -
which is a rejection of holism itself. 

Either OMT works, or it doesn't. 

The rise in demand of manual 
medicine seems to present a strong 
case that it does, and if it works, why 
not use it? 

Is it too simple? Too unglamor­
ous? Too time consuming to touch 
the patient and do a 20 minute check 
to see if all things are in order? 

A recent survey by the American 
Academy of Osteopathy revealed that 
while nearly 100% of all patients en­
tering an osteopathic hospital receive 
a musculoskeletal exam, fewer than 
10% receive OMT as treatment. Does 
this mean that only 10% of the popu­
lation has osteopathic lesions - 10% 
of a population who are so afflicted 
that they require hospitalization? 

This calls into question the holis­
tic osteopathic concept. Shouldn't the 
people going in for surgery or recov­
ering from it have their body's im­
mune system stimulated the most? 

DO's are an army marching with 
no ammunition if they fail to consider 
oruse OMT on their patient. Couldn't 
we all benefit, in fact, from a regular 
osteopathic treatment? Then why are 
the very patients going into osteo-

20 

pathic hospitals being denied a basic 
level of care? 

This is a quality management is­
sue, a moral issue and a medical issue 
that needs to be addressed. To the one 
hundred years worth of osteopathic 
physicians who have fought so hard 
for the right to give good care and 
help the body heal itself, not to use 
and incorporate OMT in the hospital 
setting reveals a gaping hole in the 
face of osteopathy itself. 0 

Laurie Jones is a health care c.onsultant spe­
cializing in osteopathic strategic planning and 
marketing. • The Jones Group• 3330 Second 
Avenue• San Diego, CA. 92103 (619) 296-

6563. 

Dr. V.G. Clark-Wismer, a practing osteo~thic 
physician in Hawaii, attributes her ability to 
continue with an active thriving practice in part 
due to her extensive use of the McMannis 
table. Dr. Clark-Wismer states that the use of 
the table not only provides controlled traction in 
re-contouring the back, but also helps the 
operator mamtain the integrity of his/her own 
back. "More students and physicians should 
take advantage of the McMannis table in order 
to prevent injuries while delivering osteopathic 
manipulative care,• states Dr. Clark-Wismer, 
here demonstrating the use of the table with 
patient Mary Dempsey. 
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AAO WORLD REPORT 

ROBERT C. CLARK, D.O. 

News from around the world of Osteopathy begins with a 
report from Belgium. M. Renier, the president of the 
Sutherland Cranial Academy of Belgium, describes the 
activities of the group. They meet five times a year for 
"working sessions during which there are 1. a theoretical 
talk on a topic related directly to the cranial field; 2. a small 
anatomic review; and 3. practical work." Once a year a full 
day is scheduled for study with a leading osteopathic 
practitioner. 

He writes that in the past year topics studied were the 
relationship between the practitioner and the patient; 
serousotitis media; ocular embryology; tissue memory;and 
kinesiology in the cranial field. The special one day pro­
gram was study with ViolaFrymann, D.O., FAAO on the 
treatment of fascia in pediatric patients. 

For those who wish to contact the Sutherland Cranial 
Academy of Belgium write the secretary at 108 a, avenue 
J. & P. carsoel- B- 1180 Bruxelles (Brussels, Belgium). 

Next we visit New Zealand where correspondent Rob­
ert Bowden, D.O., MNZRO, sends a copy of a 36 page 
executive summary of a report titled REGULATION OF 
NEW ZEALAND OSTEOPATHS A PUBLIC SAFETY IS­
SUE. This report documents the reasons why the New 
Zealand Register of Osteopaths (NZRO) seeks to obtain 
governmental regulation and licensure of Osteopaths in 
New Zealand and what the public and professional ben­
efits are expected from this action. As the report states 
"Anyone, whether well trained or untrained, is entitled to 
set up practices as an osteopath in New Zealand . ... The 
NZRO is now urging the government to introduce legisla­
tion which will regulate the education, training and ethical 
standards of osteopaths, to protect the public from incom­
petent or inappropriate treatment." 

Included in the report are case histories of injuries 
received from individuals practicing as Osteopaths who 
have had no training or training by correspondence. The 
degree holding D.O. 's who are members of the NZRO 
have an enviable safety record and are supported by the 
New Zealand Medical Association and other health pro­
fessionals in New Zealand. The ministry of health is 
providing assistance and supports the NZRO claim that 
D.O. 's save the country money in the treatment of injury 
patients through the country's Accident Compensation 
Commission. 
continued p. 27 
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Osmop ATIUC PHYSICIANS & SURGEONS 

OF CALIFORNIA 

Presents 

"Accentuating The Difference" 
An Osteopathic Spring Seminar 

Gary A Gramm, D.O., Conference Chairman 

THE CLARION INN, NAPA VALLEY 
MAY 21-23, 1993 

18 Hrs. Cat. 1-A Hands-On CME Credit 

"One of the World's Most Magnificent Trains " 

Come enjoy relaxed elegance amid the wine country. We'll address 
osteopathic education, research, coding and reimbursement, and 
national-level OMT issues under the overall theme of promoting 
ourselves as distinctive osteopathic medical practitioners. On Satur- • 
day evening, we've reserved a private car on the Napa Valley Wine 
'Il"ain. 

(Don't forget your golf clubs) 

Call or write OPSC for full information. We're at 

455 CAPrroL MALL, Surm 225 

SACRAMENTO, CALIFORNIA 95814 
(916) 447-2004 
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LLoYD W. MoREY, JR., D.O., 
F.A.A.O 

Osteopathic Medicine lost one of its 
staunchest advocates with the death 
of Dr. Lloyd W. Morey, Jr., following 
hospitalization for a serious heart ail­
ment. 

Born March 30, 1930 to Lloyd 
Morey Sr. and Lillian Green in Kirks­
ville, Missouri, and died November 
15 1992inMilwaukee, Wisconsinat 
th~ age of 62. He is survived by his 
wife Sally, 4047 North 92nd Street, 
Milwaukee, Wisconsin, 53222; Seven 
children: Robert Morey, Richard 
Morey, Ruth (Kay) Olsen, Roger 
(Marlyse) Morey, Bill Morey 
(USMC), Barbi Morey, and Robin 
(Brian) Teenier. One grandchild, Tyler 
Olsen. Three sisters: Lona Jean (Leo) 
Reed, Carol (Michael) French, and 
Sarah (Robert) Marquis. Also nieces, 
nephews, cousins, other relatives 
and friends from all over the world. 

In addition to his remarkable 
record of service to the profession, 
Dr. Morey's career included partici­
pation in many national organizations 
devoted to progress for osteopathic 
medicine: 

Academic; Associate in Science, 
1949;BachelorofScience, 1952;Cer­
tified in General Practice, 1973;Cer­
tified in Manipulative Osteopathy, 
1978; Kirksville College of Osteopa­
thy & Surgery, 1956;Rotating Intern­
ship, 1957. 

Awards: Fellow in The American 
College of General Practitioners in 
Osteopathic Medicine and Surgery, 
1967;Fellow American Academy of 
Osteopathy, 1971;"Honored Patron" 
Kirksville College of Osteopathic 
Medicine; "Visiting Clinician AAO. 
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Past President: Wisconsin Associa­
tion of Osteopathic Physicians & Sur­
geons; Wisconsin Society of the 
American College of General Practi­
tioners in Osteopathic Medicine and 
Surgery; Milwaukee District Society 
of Osteopathic Physicians & Sur­
geons; Cranial Academy; Wisconsin 
Academy of Osteopathy. 

Professional: Who's Who In Wiscon­
sin; Who's Who in the Midwest; 
Who's Who in the World; President, 
The Family Medical Center,Ltd., 
President Positive Communications, 
Inc. 

Memorials have been suggested 
to the American Academy of Oste­
opathy, 3500 DePauw Blvd., Suite 
1080, Indianapolis, IN, 46268-1136, 
or Kirksville College of Osteopathic 
Medicine, 80 W. Jefferson Street, 
Kirksville, Mo 63501. 

-From the Wisconsin Assn. of Osteopathic Physi­
cians & Surgeons, November 1992 

Lloyd W. Morey, Jr., 0.0., F.A.A.O. 
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CHARLF.S A. KNOUSE, D.O. 

A resident of Athens, Ohio, Dr. 
Knouse died August 1, 1993, at age 
71. Dr. Knouse retired in 1990 as 
chainnan of the Pathology depart­
ment at the Ohio University College 
ofOsteopathicMedicine(OU-COM). 
He also served as director of labora­
tory services, general clinician and 
consultant in forensic pathology at 
the OU-COM Osteopathic Medical 
Center. 

A 1949 graduate of the Univer­
sity of Health Sciences (Kansas City), 
Dr. Knouse practiced medicine in 
Howard City (MI), Chicago, Seattle 
and York (PA). He also previously 
held positions at the American Osteo­
pathic Association, University Health 
Sciences and the Kirksville College 
of Osteopathic College of Osteopathic 
Medicine. 

Dr. Knouse was a consultant in 
Pathology for the National Board of 
Examiners for Osteopathic Physicians 
and Surgeons. A Scott Memorial 
Lecturer in 1983 Dr. Knouse was a 
member of the American Academy 
ofOsteopathy, American Osteopathic 
Association,andTheAmericanMedi­
cal Writers Association. 

A veteran of WWII, having served 
in both the Merchant Marines and the 
Anny, he was listed in the Who's 
Who In America World Book. 
-From the Ohio Osteopathic Assn. 

Charles A. Knouse, D.O. 
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THE CENTENNIAL CELEBRATION 

THE CRIME OF THE CENTURY 

Could it be that the great majority of 
patients in Osteopathic hospitals do 
not receive any Osteopathic Manipu­
lative Treatment during their hospital 
stay? 

During the first half of that hun­
dred years almost all of the in-hospi­
tal patients were given Osteopathic 
Manipulative Treatments at least 
daily, and many received it more fre­
quently, and some even every half 
hour or so. 

Why do we have this marked 
change in what is considered to be 
excellent modern therapy? 

Also, is excellent modern therapy 
so wonderful that it cannot be im­
proved upon? 

Reasons for the change: 

1. Antibiotics came into existence in 
the early 40's. Penicillinwas discov­
ered. Then a bit later sulfanilamide 
was developed from an earlier sub­
stance which had some value. These 
have since been supplemented and 
developed into a host of effective anti 
biotics. 
2. Early ambulation was revived in 
the mid 40's after a long hiatus o f 
50 years or so since it had been tried 
in Vienna. 
3. Other additions and improvements 
to the pharmaceuticals slowly im­
proved the care of the acutely ill hos­
pitalized patient. 
4. When hospital insurance was de­
veloped and became wide spread there 
was no extra professional, a fee was 
paid the attending physician. When it 
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became a reimbursable item it was 
limited to its use as primary therapy, 
not an adjunct. 
5. Most Osteopathic physicians feel 
that it takes too much time in their 
daily visits for the benefit which they 
feel would be minor. 
6. Probably the most important rea­
son is that new postdoctoral trainees 
seldom see their mentors, or their 
physicians giving such OMT forother 
than specific somatic complaints, so 
they do not learn the advantage, nor 
do they become inbred withthatad­
junctive practice. So when they go 
into their own practice, they usually 
copy their mentors. 

What Can We Do About This? 

The first thing to be done is to prove 
effectiveness, or ineffectiveness of 
Osteopathic Manipulative Treatment 
when properly administered to the 
hospitalized patient with visceral dis­
ease. This should prove once and for 
all whether it is really the "Crime of 
the Century" or whether "I am all 
wet". 

If it proves the latter, then it can 
be put to rest once and for all time. 

If it proves to be of added benefit, 
then with appropriate education it can 
be added to the therapeutic regimes of 
various diseases for which the patient 
is hospitalized. 

Therefore, in addition to the 
present excellent program of research 
aimed at proving the existence of the 
Osteopathic lesion and that OMT is 
truly of benefit to lumbar, dorsal, and 
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cervical somatic dysfunctions, let us 
develop another research program 
aimed at proving that OMT is truly of 
benefit to many diseases of the vis­
cera. 

To start, pick an appropriate such 
disease. I vote for Acute Myocardial 
Infarction, as much of the writings 
since 1897 indicate that OMT can 
influence the circulation of blood 
through the heart. Hazzard' s book of 
that year made a specific mention. 

Then set up a double blind 
study in willing hospitals that are 
AOA approved for intern training. 
Every other admission to the acute 
care cardiac unit with that diagnosis 
should be given rib raising of the 
upper dorsals for two minutes at least 
on each side and relaxation of the 
posterior cervical muscles as soon 
after admission to the Unit as is con­
veniently possible. This should be 
done daily or more often if it seems 
indicated. Orders need to be written. 
A record is to be kept each time in the 
progress notes. A recording sheet ap­
propriately designed should be kept 
current to show progress, or lack of 
same in preselected parameters such 
as number of doses of opiates, the 
same for sedation for arrhythmias, for 
complications, for length of stay, and 
for expiration of the patient (such 
sheets were prepared in 1977 at Sagi­
naw Osteopathic Hospital for such a 
projected program). 

Statistics showed a definite trend 
early and eventually a definite result. 

continued p. 25 
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p ANIC ATTACK-ANOTHER VIEW 

The basic cause of Panic Attacks, 
according to the prevalence of ortho­
dox medical opinion today, appears 
to be that it is a psychological condi­
tion brought on by the stresses of 
living and the patient's inability to 
cope with them. Hence the recog­
nized treabnent is the use of antianxi­
ety agents and counselling by a psy­
chologist or psychiatrist. I believe 
this postulate to be wrong. While there 
are admittedly many psychological 
and stress related factors in the lives 
of all patients experiencing Panic 
Attacks, my experience in forty-one 
years of medical practice and the past 
twenty years in the nutritional field 
treating hundreds of such patients, 
has brought me to the realization that 
the BASIC CAUSE of Panic Attacks 
is biochemical and that the observed 
stress symptoms are only the superfi­
cial signs of a much deeper and com­
plicated problem. 

The following case history taken 
from my records is very typical of the 
numerous cases of Panic Attacks 
which I have successfully treated over 
thepasttwo decades since I have been 
deeply involved in the practice of 
nutritional medicine. Naturally the 
patient's name and the dates have 
been changed to protect privacy but 
the sequence of the dates remains 
valid so you can get a good idea of the 
rapidity with which patients gener­
ally respond to nutritional therapy. 

Jerry Williams, a resident of an­
other town, had been referred to me 
by a patient who had similar prob-
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lems. He had been suffering with Panic 
Attacks and a myriad of other symp­
toms for over two years. He had been 
treated with the standard method of 
counselling and Rxs for Xanax and 
while it had offered little relief for a 
month or so his symptoms continued 
to progress in severity until it had 
gotten to the point where he could no 
longer perform his job as a salesman. 
His words to me were "I feel like I am 
going crazy. I feel there is no cure for 
my condition. Please help me." I as­
sured him that I had seen many such 
cases before and that I would try to 
help him if he would agree to make 
the necessary changes in his lifestyle 
that help would involve. He readily 
agreed. 

Jerry's first visit was on February 
12, 1990. I had previously studied the 
comprehensive questionnaire that I 
have all of my new patients with 
complicated problems fill out, so I 
already knew his history and symp­
toms and had a pretty good idea of his 
basic problems.His major symptoms 
were: 

1. Fear and explosive rapid heart 
beat when around people or in an 
enclosed environment 
2. Severe headaches daily. 
3. Trembling and shaky at times 
during the day. 
4. Complete fatigue to the point 
of exhaustion at times. 
5. Mental confusion. 
6 Blurry vision at times during 
the day. 
7. Unusual sensitivity to sudden 
noises. 
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8. Involuntary weight loss. 
9. Chest pains and upper back 
pains. 
10. A feeling of impending in­
sanity. 
Previous laboratory worlc.up by 

other physicians, including CT scan 
of the brain, blood chemistry, five 
hour glucose tolerance test, etc. were 
all normal except for the glucose tol­
erance test which during the 3rd and 
4th hour had dropped into the 50's. 
However, no serious attention was 
given to this finding since the ortho­
dox medical opinion seems to be that 
while high blood sugar is a medical 
problem, low blood sugar is a non­
entity and not worthy of consider­
ation. 

Examination revealed an anxious 
appearing 25 year old male who re­
quested that his examination be con­
ducted in a room close to an outside 
door so that he could seek escape in 
case he had a panic attack. Physical 
findings were essentially non remarlc.­
able except for a 2+ gingivitis, mod­
erately fissured tongue several upper 
rib lesions, several very tenderstemo­
costal junctions and very tender sub­
occipital triangles and occipital ridges. 

Dietary analysis revealed: 
Breakfast: Usually nothing buta diet 
coke. Occasionally an egg and cheese 
sandwich from What-A-Burger. 
Lunch: Hamburger and diet coke. Oc­
casionally a cooked vegetable. 
Supper: Hamburger, fries, and a diet 
coke. Sometimes meat and cooked 
vegetable. 
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Snacks: Diet coke (total of five or six 
daily), chips, peanuts, and com dogs. 
Vitamin supplements: None 
Prescription Rxs: Xanax 

Diagnosis: 
This patient was suffering the severe 
ravages of: 

1. Reactive Hypoglycemia 
2. Thoracic and cervical somatic 
dysfunction. 

Treatment: 
With the exception of the structural 
problems which were corrected by 
three osteopathic manipulative ses­
sions, this patient's myriad symptoms, 
including the severe panic attacks and 
tachycardia spells, were due entirely 
to longstanding malnutrition and its 
devastating effects. 

Treatment: 
Jerry was put on a wholesome diet of 
plenty of fresh foods, with emphasis 
on salads, fresh fruit, nuts, eggs, whole 
grain breads and cereals, chicken, fish, 
and some red meat. He was told to 
completely eliminate all soda pop and 
mostoftherefinedflourfoods such as 
white bread, spaghetti, macaroni, etc. 

Vitamin supplementation in­
cluded: A multiple vitamin and min­
eral tablet with at least 25 mg. of each 
"B" factor, a tablet containing cal­
cium, magnesium, and zinc, Vitamin 
C (atleast2000 mg. daily) and Niaci­
namide 1500 mg. daily. He was also 
given intravenous infusions of vita­
mins and minerals on some of his 
visits, depending on his progress. 

On Jerry's second visit on Febru­
ary 26th, most of his original symp­
toms were either much improved or 
gone. He had had no headaches for 
over a week, no more tachycardia 
spells and his energy was improving. 
His next visit one month later (Match 
29th) showed continued improvement 
and no more tachyycardia. At this 
point we started gradually to reduce 
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his medication. He was told to return 
in two months. 

He did not come back again until 
about seven months later. He had 
gotten off his diet, had been sporadic 
in taking his vitamins, and had gone 
back to drinking about two diet cokes 
a day. Some of the old symptoms, 
including some of the panic attacks, 
had recurred. The importance of the 
diet and vitamins were again empha­
sized. This time Jerry stuck with the 
program and continued to improve. 
On January 3, 1991 he was dismissed 
as cured, having lost all his panic 
attacks, fatigue and headaches and 
now being able to normally perform 
his worlc. in a satisfactory manner- a 
complete recovery. This year I got a 
letter from Jerry's wife, expressing 
their gratitude and telling me that he 
was still doing beautifully. 

Comments: 
It may be of interest for you to know 
that in my experience patients who 
have trouble with tachycardia are gen­
erally deficient in magnesium. Many 
times a few LV. injections of Magne­
sium Chloride or Magnesium Sulfate 
will reinstitute noon al cardiac rilythm. 
Most of the time in such cases the 
serum magnesium level is of little 
value for it is almost always normal. 
Nature seems to keep the serum lev­
els oflots of chemicals fairly normal 
even though there is a cellular defi­
ciency. Also, as so often happens 
when a patient starts feeling good, 
they get off their dietary program and 
think that they are invincible, only to . 
find that their symptoms soon begin 
to recur. It seems only common sense 
to me to believe God made the body 
to operate on certain natural elements 
found in foods and unless we supply 
those essentials in the foods we eat 
the body will eventually pay the price 
for the deficiencies. I believe that 
philosophy is well demonstrated in 
this case. O . 
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If and when the trend seems to be 
positive, this program could be ex­
tended to cover a few more condi­
tions, such as the patient who has had 
abdominal surgery, patients in labor, 
patients with pneumonia, etc., (I know 
personally of two post-op patients 
with paralytic ileus, headed for re­
operation, which was aborted with 
appropriate OMT). 

When proven effective there is 
very little to limit its use in the hospi­
tal. 

This program of OMT to the pa­
tient hospitalized with a visceral prob­
lem has a big advantage over the 
research program on Osteopathic le­
sions. The latter required Osteopathic 
physicians who are very adept at le­
sion diagnosis and the various differ­
ent types of manipulative treatment 
The program I propose is such that 
any D.O. trainee, or senior student 
can administer. 

So let's encourage this profes­
sion of ours to settle this question 
once and for all time. 0 
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1992-93 GoLDEN RAM Socrn1Y GRows 

The list of donors to the 1992-1993 
Golden Ram Society continues to 
grow daily. In the December issue of 
The AAO Journal, the Society listed 
56 donors with gifts exceeding 
$15,350. The list since has grown to 
66 contributors who have donated 
over $18,900 toward the 1992 goal of 
$30,000. 

Originally the Golden Ram soci­
ety supported the 1989 International 
Symposium. Due to the generous re­
sponse of Academy members to this 
appeal, the AAO Trustees and Gover­
nors reactivated the Society as an 
.annual fund raising campaign to sup­
port the Academy's long range edu­
cational goals. 

Contributors now include: 

A.T. Still Club ($1,000 or more) 
Barbara J. Briner, D.O. 
Isabelle Chapello, D.O., FAAO 
Anthony G. Chila, D.O., FAAO 
Gerald J. Cooper, D.O., FAAO 
John C. Glover, D.O. 
David Heilig, D.O., FAAO 
WilliamL.Johnston,D.O.,FAAO 
Harold Magoun, D.O., F AAO 
Nicholas S. Nicholas, D.O., 
FAAO 
Judith A. O'Connell, D.O. 
Gary L. Ostrow, D.O. 

T.L. Northup Club ($500 • 999) 
Philip E. Greenman, D.O. 
MichaelL. Kuchera, D.O.,FAAO 

Louisa Burns Club ($2S0 - 499) 
Stephen D. Blood, D.O., FAAO 
Viola M. Frymann, D.O., FAAO 
JohnP. Goodridge, D.O., FAAO 
Albert F. Kelso, Ph.D. 
Hollis H. King, D.O. 
Johanna R. Leuchter, D.O. 
Ross E. Pope, D.O. 
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Kathryn Ann Schmaltz, D.O. 
KarenM. Steele, D.O. 

Vicki E. Dyson Club ($100 - 249) 
John E. Balmer, D.O. 
Myron C. Beal, D.O., FAAO 
Daniel Bensky, D.O. 
Andrew H. Berry, D.O. 
Harold A. Blood, D.O., FAAO 
Joseph W. Boecker, D.O. 
Berkeley Brandt, Jr., D.O. 
Boyd R. Buser, D.O. 
Lee F. Elliott, D.O. 
April Gardner, D.O. 
Ann L. Habenicht, D.O. 
J. Scott Heatherington, D.O . 
Lon Hoover, D.O. 
Raymond J. Hruby, D.O. 
Paul E. Kimberly, D.O., FAAO 
William J. Kirmes, D.O. 
Edna M. Lay, D.O., FAAO 
Beverly I. Malinar, D.O. 
Lcdr. T.M. McCombs, D.O. 
Paul S. Miller, D.O. 
Norman C. Neeb, D.O. 
Daniel Ransmans, D.O. 
Charles B. Schaap, D.O. 
Ida C. Schmidt, D.O., FAAO 
Doris M. Tanner, D.O. 
Melicien Tettambel, D.O. 
Robert G. Thorpe, D.O., FAAO 
Edward A. Tibbetts, D.O. 
Frank C. Walton, Sr., D.O. 
Ralph L. Willard, D.O. 
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Supporter Club ($99 or less) 
Mark S. Cantieri, D.O. 
Catherine K. Carlton, D.O., 
FAAO 
James E. Coan, D.O. 
Stephen M. Davidson, D.O. 
Guy A. DeFeo, D.O. 
Robert W. England, D.O., FAAO 
Russell G. Gambler, D.O. 
Hunter J. Hanson, D.O. 
Suzanne M. Laurel, D.O. 
Robert P. Lee, D.O. 
Gerald G. Leuty, D.O. 
Florence I. Medaris, D.O. 
Michael J. Warner, D.O. 

Have you made your contribu­
tion for this year'? If not, please seri­
ously consider sending your donation 
today and help us reach the goal of 
$30,000 for the 1992-1993 year -­
we're over 60% there now! Dona­
tions are tax deductible as charitable 
contributions. D 
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Dr. Bowden also sends word that 
similar action is underway in the 
United Kingdom. An "Osteopaths 
Bill" was scheduled fora second read­
ing in January. Sentiment of the bill's 
sponsor was the bill has widespread 
multi-party support and the second 
reading was a fonnality prior to an 
alomost certain passage. 

For those interested in the New 
Zealand report, a copy has been sent 
to the editor of the Journal. 0 
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UNECOM 
Residency 

OSTEOPATHIC MANIPULATIVE 
MEDICINE RESIDENCY-
AOA approved two year program 
through the University of New En­
gland College of Osteoapthic Medi­
cine. Located on the southern Maine 
coast in an academic setting with 
ambulatory and hospital based clini­
cal opportunities. Available July, 
1993. For further infonnation, please 
contact Boyd R. Buser, D.O., Chair­
man, Osteopathic Principles and Prac­
tices Department, University of New 
England College of Osteopathic Medi­
cine, 11 Hills Beach Road, Bidde­
ford, ME 04005; (207) 283-0171 
(ext. 330). 

D.O. Wanted! 
D.O. wantedtoexperienceruralhealth 
care in remote mountains of West 
Virginia. Beautifully forested com­
munity of Man, 80 miles from state 
capital in Charleston. Family practi­
tionerneeded to provide primary care 
services to catchment of 30,000 
people. Multi-specialty group or hos­
pital-em ployed practice. Salary 
$80,000 to $100,000 with paid per­
sonal/professional insurances and 
other major benefits. Work with 
friendly people who have APPRE­
CIATION FOR YOUR WORK and 
need your help. Send CV to or call: 
Greg Davis, Appalachian Regional 
Healthcare, P.O. Box 8086, Lexing­
ton, KY 40533 1-800-888-7045 or 

(606) 281-2537 collect. 
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CLASSIFIED ADS 

Cranial Osteopath 
Wanted! 

Opportunity available for Cranial 
Osteopath to join an established, 
OMT-based, holistic group practice 
in Maryland suburb, north of Wash­
ington D.C. Call Osteopathic Associ­
ates (301) 587-7072 weekdays. 

Associate Wanted! 
Associate wanted. Full or part-time. 
OMTpractice. WashingtonD.C. sub­
urbs. Cranial required. Acupuncture, 
percussion hammer, homeopathy de­
sirable. Contact Harold Goodman, 
D.O. (301) 565-2494. 

Boston Area: 
BOSTON AREA: Seeking one or 
more physicians to take over a thriv­
ing OMT practice. Comfortable of­
fice in a small town/suburb just out­
side Boston. The patients are accus­
tomed to osteopathy in the cranial 
field, but would welcome any on­
going osteopathic care. If interested 
contact Dr. Rachel Brooks (617) 646-
2320. 
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UNECOM 
Assistant/ Associate 

Professor 
The University of New England Col­
lege of Osteopathic Medicine is seek­
ing an osteopathic physician for the 
position of Assistant/ Associate Pro­
fessor of General Practice/Osteopathic 
Principles and Practices. This full­
time position will balance responsibi­
ties between academic duties in the 
DepartmentofOP&P and patient care 
in the University Health Service's fa­
cilities. Academic duties will consist 
primarily oflecturing and course over­
sight in Osteopathic Principles and 
Practices as well as Physical Diagno­
sis and Family Medicine. The suc­
cessful candidate will be an osteo­
pathic family practitioner with spe­
cial interest and qualifications in the 
practice and teaching of OP&P in­
cluding training in indirect and direct 
manipulative modalities. Certification 
in OMM or family practice and in­
structional experience are desired but 
not required. The level of appoint­
ment and tenure track possibilities 
depend on experience. The Univer­
sity of New England offers a compe­
tive salary and benefits. For consider­
ation, please forward a resume orC.V. 
with cover letter to the Director of 
Human Resources, University of New 
England, 11 Hills Beach Rd., Bidde­
ford, ME 04005. UNE is an Equal 
Opportunity/Affirmative Action Em­
ployer. 
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NEW BOOK OF'FERINGS FROM THE ACADEMY 
The American Academy of Osteopathy is pleased to announce three new books which are now available from 

the Academy! Each sells for $34.95 plus postage/ handling and discounts do not apply. Call the AAO to place 
your order (317) 879-1881. 

Osteopathy: Research and Practke by A.T. Still 

This influential book is the last work of A.T. Still, the founder of Osteopathy, whose ideas have greatly influenced 
the practice of all forms of manual medicine. 

In his final exposition of osteopathic fundamentals, the author summarizes his vision of health and disease. He then 
looks at each region of the body and describes how he himself would approach the diagnosis and treatment of specific 
diseases. 

A new introduction by Harold Goodman, D.O. provides historical background and sets this book in the context of the 
'old doctor's' other writings. Long out of print, this new hardbound edition is required reading for all practitioners 
of manual medicine. 

WE HONOR 
BOTH 

Andrew Taylor Still-1828-1917 by Carol Trowbridge 

This volume is the first biography of A.T. Still published in the past 50 years and its 
publication coincided with the 100th anniversary of the first school of Osteopathy. Carol 
Trowbridge, the author has carefully researched Still's life by scrutinizing hundreds of 
letters and other materials in Still' s hand writing plus hundreds of documents of that time. 
From this has come a biography that reveals new and important facts of Still 's life. 

Trowbridge places Still finnly in the dynamic intellectual and medical developments of 
the late nineteenth and early twentieth centuries. Still emerges as a physician who was 
not only on the cutting edge of medicine but also was a medical pioneer in the founding 
of Osteopathy. The eminent medical historian, John Ellis of Lehigh University, says that 
this biography "makes an important and significant contribution to the history of 
American medicine." 

Frontier Doctor, Medical Pioneer by Charles E. Still, Jr., D.0. 

This is the story of the founding of Osteopathy involving three generations of the Still family. It is a charmingly told 
story of this first family of Osteopathy based upon extensive notes and documents first collected by Charles Edward 
Still, Sr. 60 years ago and the recent careful research of his son, the author of this book. 

"This is a most timely book as the Osteopathic profession prepares for its second century. Having, in its first century, 
achieved such enormous success, it would be well for the profession, including its students, to recall its humble and 
heroic beginnings. It would do well to remember the noble purpose for which it came into existence, that of basing 
the practice of medicine on the patient's own inherent healing powers and support." 
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IrvinM. Korr, Ph.D. 
Emeritus Professor at Kirksville College of Osteopathic Medicine 

and Texas College of Osteopathic Medicine 
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AAO Speakers Bureau Profile 

The American Academy of Osteopathy invites its members to submit their names for consideration as speakers, willing 
to otter their expertise in teaching osteopathic manipulative medicine at seminars, workshops and conventions. The 
AAO frequently gets requests from state/local osteopathic associations, hospitals and physician groups to recommend 
lecturers in OMM. The Academy will compile responses from this survey to develop a pool of candidates for referral 
to requesting organizations. The individual sponsors will contact the AAO member directly. 

Name School Yr/Grad 

Office Address Home Address 

(_) ____ ____ __ _ (_J, _________ _ 

Office Telephone Home Telephone 

List your areas of expertise on which you would be willing to prepare a presentation or workshop to teach fellow 
osteopathic physicians. Also list your experience in delivering such presentations. For example: Myofascial release/ 
Unwinding-two hour lecture/workshop conducted at Smith Osteopathic Hospital in July 1992. 

(1) Topic/Technique: ___ ____________ ______________ _ 

(2) Topic/Technique: ____ _ _________________________ _ 

(3) Topic/Technique: ____________ __________________ _ 

In the past, have you been sponsored by a pharmaceutical comp_any, medical equipment vendor or other corporate 

organization? ____ If so, please list the sponsor:'-------------- --------

Please return a completed copy of this form and a current cogy of your Currjculuro Vitae to: 

A AAO Journal 

American Academy of Osteopathy 
3500 DePauw Boulevard, Suite 1080 

Indianapolis, IN 46268 
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March 1993 

March 4-7 AOCPM 
American Osteopathic College of Preven­
tive Medicine Midyear Conference 
Contact: AOCPM, (404) 953-1803 

March 4-7 Florida 
Florida Osteopathic Medical Association 
Annual Convention Doral Ocean Beach Re­
sort, Miami Beach, FL Contact: Stephen 
Winn, (904) 878-7364 

March 6-7 AAO Long Range Planning 
committee 

AAO Headquarters in lndinapolis 

March 12-1 Pathologists 
American Osteopathic College of Patholo­
gists Mid-year Tutorial - San Antonio, TX 
Contact: Joan Gross, (305) 432-9640 

March 13-18 OB/GYN 
American College of Obstetricians and Gy­
necologists Annual Convention, Dorado, 
Puerto Rico 
Contact: Barbara Hawkes, (313) 332-6360 

March 17-21ACGP 
ACGP Annual Convention - Orlando, FL 
Contact: George A. Nyhart, (800) 323-0794 

March 19-21 Anesthesiologists 
American Osteopathic College of Anesthe­
siologists Mid-year Seminar Chicago 
Contact: BertM. Bez, D.O., (816) 373-4700 

March 22 AAQ Board of Trustees 
MeeUDK 

THE GRAND Kempinski Dallas, TX 

March 23 AAO Board or Governors 
Meeting 

THE GRAND Kempinski Dallas, TX 

March 23 AOBSPOMM Examinations 
THE GRAND Kempinski Dallas, TX 

March 24-27 AAO Convocation 
THE GRANDKempinski Dallas, TX 

March 27 AAO Board of Trustees 
Meetlng 

THE GRANDKempinski Dallas, TX 
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March 27-31 AOA Board of Trustees 
American Osteopathic Assn Annual Mid­
year Meeting of the Board of Trustees-Palm 
Springs 

April 1993 

April 1-5 Dermatology 
American Osteopathic College of Dermatol­
ogy Mid-year Conference- Vail, CO 
Contact: AOCD, (404)953-0802 

April 20-24 Arizona 
Arizona Osteopathic Medical Association 
Annual Convention-Crescent Hotel and Con­
ference Center, Phoenix, AZ. 
Contact: H. Ted Podleski, (602) 840-0460 

April 22-25 Tennessee 
Tennessee Osteopathic Medical Assn Con­
ven. Gatlinburg, TN. Contact: TOMA, (404) 
955-5538 . 

April 22-25 West Virginia 
West Virginia Society of Osteopathic Medi­
cine Annual Spring Conv. Huntington, WV 
Contact: Charlotte Pulliam, (304) 345-9836 

April 29-May 2 Rhode Island/Yankee 
Rhode Island Society of Osteopathic Physi­

cians and Surgeons Annual Yankee Osteo­
pathic Medical Conf. Goat Island, RI 
Contact: Dorothy Blackwell, (401) 781-3940 

April 30-May 1 AOAO 
American Osteopathic Academy of Orthope­
dics Mid-Year Meeting - Scottsdale, AZ. 

May2-5 

May 1993 

Healthcare Executives/ 
AODME 

College of Osteopathic Healthcare Execu­
tives and Assn. of Osteopathic Directors of 
Medical Education - Clearwater, FL 
Contact: David L. Kushner, (202) 686-1700 

May 13-15 Texas 
Texas Osteopathic Medical Association An­
nual Convention- Austin, TX. 
Contact Terry Boucher (800) 444-8662 

May 19-23 Pediatricians 
American College of Osteopathic Pediatri­
cians Annual Convention. 
Contact: Theresa E. Goeke, (609) 393-3350 
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May 20-23 Radiologists 
American Osteopathic College of Radio log 
Mid-year Conference,Kiawah, SC 
Contact:Mark S. Finkelstein,, D.O., (800 
258-2627 

May 21-26 Sutherland Cranial Teach-
Ing Foundation 

Basic course, 40 hour 1-A CME, Chicago. 
Contact: Judy Staser, (817)735-2498 

May 24-28 Intermediate Cranial 
Course 

'The Expanding Osteopathic Concept: Inter 
mediate Cranial Course" - Director: Viol 
Frymann,D.O.,FAAO,Pomona,CA40ho 
CME 1-A CME. Contact: Jane Riplog, 
COMP (800) 447-2667 ext 5385 

May 28-30 The National Osteopathic 
Women Physicians Associa 
tion 

N.O.W.P.A. will be presenting 'The Wome 
Physicians Leadership Retreat" . 'The Powe 
of I AM" , Tucson, AZ.. Contact: Judi 
Lewis, D.O. (206) 528-5845 

June 1993 

J\Dle 2 Connecticut 
Connecticut Osteopathic Medical Socie 
Annual Convention Contact: Nicholas J. Pal 
ermo, D.O., President, 225 Main St. , 
Manchester, CT 06040 

June 19-23 Cranial Academy 40-hour 
Basic Course 

"Osteopathy in the Cranial Field"- Burling 
ton, VT. Tuition: $1,000. Contact: CA offic 
(317) 879-0713. 

June 24 Competency Examination 
Cranial Academy Board Meeting. 

June 25-27 Cranial Academy Confer-
ence 

"Primary Respiration" Featuring Anne Wales 
DO and Frank Willard, PhD. Directors: Ors. 
Gintis and Ettlinger. Contact: CA office 
(317) 879-0713. 

June 24-27 Colorado 
Colorado Society of Osteopathic Medicin 
Annual meeting. Primary care updates o 
orthopedics, gynecology, pediatrics and more. 
18 hours 1-A CME. Contact Patricia Mor 
lales, (303) 322-1752 
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THE MARCHEL IVERY QUARTET/QUINTET 

Timeto • 
Jazz Things Up 

a Little 

This year after the Annual Awards Banquet at Convocation, 
stay tuned for the best of jazz entertainment brought to you by 
the Marchel Ivery Quartet/Qunitet. Marchel, an extraordi­
nary Texas reed.man, has played with the likes of Bud Powell 
(in France), Art Blakey and the Jazz Messe11:gers (in New 
York), Red Garland (also a Dallas resident), Hank Crawford, 
and David "Fathead" Newman (best known for his stints with 
the Ray Charles band.) Marchel's rich sax tone and improvi­
satory power "blow" that of any other sax master. 

Tickets are only $5.00 apiece. Purchase in advance from the 
Academy office or buy them at the door. There will be a cash 
bar and dancing. 
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