













































































Muscle Energy Tutorial
May 16-18, 1997
Indianapolis, Indiana

= T T e A
Program Course Objective : Muscle Energy Tutorial :
. A complete twenty-hour course in diag- L :
F rlday, May 16 nosis and treatment of somatic dysfunc- | Rengtratlon Form |
8:00 am - 5:00 pm tion using muscle energy technique. The | [
physician attending this course will re-
Hour 1:  History of and Physiologic Basis ceive instruction in the diagnosis and : Nl.ay 16-17, 1.997 |I
for Muscle Encrgy Technique muscle energy treatments for somatic dys- Hollday Inn AII‘pOl‘t
Hour 2:  Diagnosis of Hip Girdle Dysfunction function of the hip, pelvis, sacrum, lumbar I Indianapolis, Indiana |
Hour 3:  Treatment of Hip Girdle Dysfunction —spine, thoracic spine, costal cage and cer- | |
Hour4:  Diagnosis of Innominate Dysfunction vical spine. Common patient presenta- | |
Hour 5:  Treatment of Innominate Dysfunc- tions will be discussed as well as some of I _ |
fiof the rarer types of dysfunction. Name for Badge (please print clearly)
Hour 6:  Diagnosis of Pubic Symphysis I :
Dysfunction CME Hours
Hour 7:  Treatment of Pubic Symphysis |Strcct Address |
. 2.5 Days - 20 Category 1-A
Dysfunction | l
Hour 8:  Diagnosis of Sacral Dysfunction . - _
Program Chair and Instructor [City State Zip |
Saturday May 17 Walter C. Ehrenfeuchter, DO, FAAO | I
9 | |
|
: -5 5 5 . Daytime Ph
Bi00 am - 3:00'pt Advance Registration Deadline |>2Ytme Phone Number |
April 16, 1997
Hour 9:  Treatment of Sacral Dysfunction el 16, | |
Hour 10: Diagnosis of Lumbar Dysfunction — F | AOA Number !
Hour 11: Treatment of Lumbar Dysfunction Prior to A e'linllgall;gfe ! !
i 3 : 3 G rior (o Apri 2
Hour 12: Diagnosis of Thoracic Dysf‘uncn.on LA Merioes - ICollege e — I
Hour 13: Treatment of Thoracic Dysfunction Intern/Resident. - ‘$250 | |
. . , 5 ¢V S (€[ T A —
Hour 14: Diagnosis of Costal Dysfunul.on AAO Non-Member " e | We Accept MasterCard & VISA |
Hour 15: Treatment of Costal Dysfunction (Circle One) |
: Diagnosis of Cervi uncti :
Hour 16: Diagnosis of Cervical Dysfunction After April 16. 1997 ' |
AAO Member ..o $650 |
Sunday, May 18 Intern/Resident ............ ... $350 lCard Holder’s Name |
8-00 am - 12:00 noon AAO Non-Member ..........cccocon.... $750 | |
o |Card Number |
Hour 17: Treatment of Cervical Dysfunction ‘ ) | |
Hour 18: Diagnosis and Treatment On [h(i same wcc-kend, time [.nals for the |
of Shoulder Girdle Dysfunction IndlapaPOIIS 500 Mile Race Expiration Date
Hour 19: Diagnosis & Treatment of TMJ will continue. Participants could take the | |
Dysfunction opportunity (o visit the famed Speedway | |
Hour 20: Wrap up: Muscle Energy’s Place ace frack on Sunday aftemnoon andexpe-  |Signature I
in the Grand Scheme of Things rience the drama of drivers competingfor  __ _ _ _ a
=" the remaining slots in the final hours of .
S Make Hotel Reservations
qualifications.
Who May Attend: by calling directly to:
: . ) Holiday Inn Airport
Educational objectives for AAO are to pro- American Academy of Ostcopathy 2501 South Hish Sc}?())ol Road
vide programs aimed to improve understand- 3500 DePauw Blvd., Suite 1080 Indianapolis ?ndiana 46241
ing of philosophy and diagnostic and manipu- Indianapolis, IN 46268-1136 P}‘IO;S. (7; l 7) 244-6861
lative skills of DOs and individuals who pos- Phone: (317) 879-1881 g S
sess credentials required for [ull licensure as FAX: (317) 879-0563 Riaiii Rigs:
plyysiciars. $83.00 Single/Double
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Interlinear Thinking:
Are we thinking osteopathy?

by Deborah M. Heath, DO, CSPOMM

In Sutherland’s book, Contributions of
Thought, “Thinking ostcopathy” meant
thinking with Dr. Still. It meant thinking
“between”” the lines that Dr. Still wrote in
Research and Practice and Philosophy of
Osteopathy. He called this “interlinear”
thinking. This type of thinking “seized”
Dr. Sutherland’s attention when, as a stu-
dent, he could not reconcile the design of
the beveled articular surfaces of the greater
wings of the sphenoid and the squamous
portions of the temporal bones to be con-
sistent with Still’s philosophy that struc-
ture and function are interrelated. “Bev-
eled like the gills of a fish” implied respi-
ration and motion, not immobile struc-
tures. He subsequently spent 30 years “re-
searching” this persistent “interlinear”
thought. This type of thinking allowed Dr.
Sutherland’s attention to be “drawn” to the
potent cerebrospinal fluid, the “great river
of life” that Dr. Still had referred to in ear-
lier writings which became of fundamen-
tal importance in the cranial concept and
helped advance the science of Osteopa-
thy. Dr. Sutherland did not concern him-
self with the origin of his thoughts, his
pursuit was to understand the thought it-
self in the context of osteopathy. He stud-
ied Dr. Still’s writing and the available
science of his time to try to make sense
out of his observations and prepare his
mind for thought. This process of “inter-
lincar” thought was not confined to the
laboratory but served as a tool during the
therapeutic discovery process of osteo-
pathic patient care. He studied the patient
and studied the palpatory findings until his
attention was “drawn” to treat a certain
area often with tremendous ramifications
in the healing response of the patient. His
attention might have been “drawn” to a
site remote from the complaint area or
even a patient’s thought that was impor-
tant in the healing process. Once “drawn”
to a particular area, the task was to allcvi-
ate or reduce the impediment to healing —

to find the health of the patient. This is
part of what makes osteopathy so unique
and so powerful. This is also what makes
the scientific aspect of diagnostic testing,
measurements, repeatability, and predict-
ability when studying live osteopathy in
the whole person a challenge.

So how does a clinical researcher
proceed in the study of osteopathy? How
does the inclusion of somatic dysfunction,
the accessible somatic link to the clinical
problem get properly incorporated into a
study? How does somatic dysfunction get
linked to the health of the patient? Each
study is different and demands its own
answers to these questions. Historically,
excluding Still and Sutherland,
osteopathic clinical research studies have
mostly studied parts of the whole person
being treated. As an example, a large study
was done on the use of osteopathic
manipulative treatment in low back pain
where a lumbar roll was used on all
patients. Besides the criticism that a
specific palpatory diagnosis was not made,
treating a patient with one technique in one
region is not osteopathy. There are other
studies that had their short comings due
to several different reasons such as: a small
number of patients; or no controls used;
or the same examiner was used before and
after treatment. Dr. Viola Frymann’s study,
“Effect of osteopathic medical
management on neurologic development
in children” published in the JAOA, June
1992 is a landmark clinical study and
comes close to perfection in many ways
such as: using a wait-list group as a control
group; blinding of the investigators to
different parts of the data collection and
giving fairly detailed descriptions of the
examination and treatment. Although
“criteria” for somatic dysfunction and
treatment “measures to influence bones,
etc.” may be debated by some, more
studies performed in this manner would
help advance our knowledge and support

the theory and practice of osteopathy.
What does it take to perform a quality
study? Perseverance, tenacity, and
determination, of course, and then sheer
will power. Just ask anyone that has
struggled with the process. But what leads
to discovery, of understanding and insight
to advance knowledge in a particular area?
During the 1992 international symposium
on “Nociception and the neuroendocrine-
immune connection,” Dr. John Harakal
referred to the discovery process as,
“serendipity, observations made only by
the prepared mind. Preparation comes
with training, not only in the art of practice
but in the art of thought. Thought must be
based in scientific knowledge.”
However, in order to direct this
knowledge to a fruitful end, the inquiry
must be based in a well-formulated and
precise question. The “right” question will
yield the right direction for pursuit of
investigation. This is scen repeatedly in
our daily clinical practice when we ask the
patient the question that gives a wealth of
information. As one is pursuing the answer
to the specific question, then one should
allow the attention be “drawn” to the
“flash™ that leads to understanding,
resolution, or the next pursuit of inquiry.
Examples abound in research where
inflexibility or rigid adherence to protocols
“closes” routes that may have been
productive. So often, unexpected or
“aberrant” observations have led to
understanding and insight. Consistency in
a study is a necessity but a willingness to
alter the focus or protocol may be useful.
As long as the changes are recorded then
repeatable results can be achieved.
Osteopathy is a science that deals with the
natural forces of the bedy, attentiveness
to this natural world requires keen
observation but also a place for it to reveal
itself to the inquiring mind. It is within
this context that Dr. Still’s “ram of reason”
is meant to help in thinking osteopathy.[]
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Purpose

This 20-hour course (Category 1A) presents a practical hands-on
OMT approach to everyday patient systemic complaints ranging
from sinusitis to pneumonia, from gastritis to irritable bowel
syndrome, and from headache to angina, The program centers on
designing rational osteopathic care which can be delivered in a
clinically-effective, time-efficient manner,

Clinicians will be taught to seck regional and segmental diagnostic
somatic clues to enhance and speed differential diagnosis.
Participants will learn to integrate:

Chapman’s reflexes;
Collateral abdominal ganglia; and
Segmental diagnosis of the entire spine and sacroiliac joint

In treatment, the course will center on skills use to enhance
homeostasis. Skills to be mastered during this course include:

Sphenopalatine ganglia technique;
Colleterial ganglia inhibition;
Spleen pump;
Myofascial spray and stretch;
Ischial rectal fossa technique;
Mesenteric lifts;

Rib raising;

Lymph pumps;

Liver pumps;
Diaphragm redoming; and
Direct and indirect OMT of cervical,
thoracic, costal, lumbar and sacral regions

While a number of techniques will be taught, emphasis is
focused on developing skills and strategies to speed diagnosis and
recovery. Residents, residency trainers and DMEs will be accorded
special tips for maximizing integration of these skills and strategies
into their specific program.

Internationally recognized as a leader in osteopathic research
and education, Program Chair Michael Kuchera, DO, FAAO, isa
frequently requested clinical lecturer. His text, Osteopathic
Considerations in Systemic Dysfunction, is the standard for many
osteopathic schools, internships and residency programs. The
program faculty are all experienced clinical educators who daily
teach this approach to osteopathic pre- and post-doctoral physicians.

Please call:
American Academy of Osteopathy
for registration and program information: (317) 879-1881.

CME Hours
20 Category 1-A

Fees

Prior to May 27, 1997

AAOD MENMDEN cvvnmimmmamensymaaisims $510.00
AAD NON-MEMDET 1vvveiveeririees e e srs et $560.00
ReSIAENES/TNIETIIS «.eevveeeeeeereeeeeeeeeeseeeeeeoreeeeeeseessereaees $250.00

After May 27, 1997

AAO MEMIBEL rmammemms s s i $610.00
AAONon-member $660.00
Residents/INterns .....ovvervvernveenns $350.00

The Textbook. “Osteopathic Considerations in Systemic
Dysfunction will be available on site. $40.00

Refund Policy

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

Cancellation from participants received in writing for other reasons up
to 30 days prior to the course opening are subject to withholding of a 15
percent administrative fee, All other cancellations will receive no refund but
may transfer 80 percent of the tuition to another AAQ educational program
held within the next 12 months.

Make Hotel Reservations
by calling directly to:

American Inn
124 Armour Road
Kansas City, MO
(800) 905-6343
$46.00 (single or double)
Ask to be included in the room block held
by the American Academy of Osteopathy

American Academy of Osteopathy
3500 DePauw Blvd., Suite 1080
Indianapolis, IN 46268-1136
Phone (317) 879-1881
FAX: (317) 879-0563
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continued from page 15

actually speak otherwise. An analysis
done by the American Osteopathic
Board of Internal Medicine, of medicine
subspecialty board scores of DOs who
trained in allopathic residencies and
fellowships from 1984 to 1992, versus
the board scores of DOs who trained in
osteopathic programs, during the same
period, showed no si gnif]ilcant difference
(average 78.3 vs. 77.4).

Approximately half (in the senior
class, slightly more than half) of the
students felt that AOA residencies
should stress OPP (#24). Some of the
upperclassmen commented that with a
dearth of AOA residencies stressing
OPP, they had no motivation to seek out
osteopathic residencies and based their
selection criteria on perceived quality
alone.

Overall less than a third (30 percent),
of the students felt that there should be
a required OMM rotation in the third or
fourth year (#25). The percentages were
fairly consistent across classes. The
percentages of those who were
emphatically against it were quite
significant. Most students felt that only
optional OMM rotations should be
offered (which are).

The kicker, was the response to
“whether students believed that the
osteopathic profession should be more
distinct from the allopathic profession,”
(#26) with only 23 percent responded
positively. One student commented that
distinctiveness for its own sake was
pointless, “unless we are superior.” A
number of students commented that we
are distinct enough. Some students even
outright called for amalgamation with
the MDs(!). There appears to be an
attitude problem here, of the professions’
making (by failing to provide a
sufficiently strong and focused
ideological education).

It was a bit surprising to note that the
majority (67 percent), of upperclassmen
(who were the only ones given the last

four statements) responded that they had
used OMT, etc. on rotations (#27). More
were positive in the senior class (75
percent), versus the juniors (57 percent),
and across the board, more were mildly
agreeing than strongly. However, the
majority of students (64 percent), denied
being encouraged, monitored or guided
by staff DOs in the use of OMT (#28).
Even many of the minority, who
responded positively that they were
encouraged by staff DOs, qualified their
responses by saying that they have yet
to see a DO attending or resident use
OMT on a patient in the hospital. Their
comments indicate that it was all lip
service from the staff DOs.

As to “whether their use of OMT had
been discouraged or disparaged by MDs,
allopathic medical students or their own
classmates” (#29), the minority (18
percent of the juniors, 21 percent of the
seniors) who responded positively said
it was not the MDs or allopathic medical
students, but the DOs who discouraged
the use of OMT! Many students
commented that the MDs, and even
more so the allopathic medical students,
were mildly curious, interested, or even
fascinated with the use of OMT. Some
students wrote that some of their fellow
osteopathic students mocked and
ridiculed their use of OMT, while some
allopathic students and MDs were
requesting their services. In some
hospitals the DOs regularly indicated on
admission orders or notes “OMT not
indicated” or “patient does not desire
OMT.” Of particularly dubious
distinction is the surgery department in
a certain exclusively AOA accredited
hospital, where several students reported
being told not to use OMT on pre and
postoperative patients.

Finally only a small minority of 11
percent said that they are ashamed to
use OMT in the hospital in front of
others. Most of these attributed their
reluctance to their lack of confidence in
their manipulative skills.

Commentary

he cup can be viewed as being
T half empty or half full.

Considering that this school (and
probably most other Colleges of
Osteopathic Medicine) has as a majority
of its student body, students who wanted
to be MDs, there has definitely been
progress. The fact that a majority of
students profess a belief in osteopathic
principles and the effectiveness of OMT,
and even the significant number that
says that they’ll use OMT, indicates that
the school has had a positive impact on
the students.

Yet, on careful examination one must
conclude that the educational system has
not done its job completely nor
effectively. Considering the number of
students who disassociate themselves
from A. T. Still, and the large number of
students who don’t want the profession
to be more distinctive from allopathy, I
would say that the osteopathy of these
students is in jeopardy. Let us not delude
ourselves that the events in California
of 1961 were a long time ago, and that
this could not happen again, here and
now in this day and age. All that it would
take, is for the allopathic powers that be,
to get it into their heads, to again offer
MD degrees to any DO that is willing to
exchange his or her degree. All less than
stalwart DQs, such as the students whose
osteopathic commitment is ambiguous
as those mentioned above, would jump
at the opportunity; and there is nothing
that the schools nor the AOA could do
to stanch the hemorrhage. It happened
once before in one state, it could happen
again nationally, since some thirty years
later the allopathic establishment accepts
us much more as equal clinicians, and
would be far more amenable to
amalgamation than ever before. If such
an event were to be witnessed by the
federal and state governments, it would
send to them a powerful message of our
redundancy as a separate profession Tt
will be us who did it to ourselves,
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victims of our own success. We can’t
even blame the MDs, for we've
demonstrated to them that we’re the
same. Ask most young MDs or
allopathic medical students who have
been exposed to us, what the difference
is between a DO and an MD, and they Il
shrug their shoulders and answer, “I
dunno.”

Decisive measures must be taken. As
Dr. Gevitz stated “osteopathic medicine
must rhetorically and politically move
beyond the stage of emphasizing and
demonstrating that DOs are just as
qualified, just as good, and are equal to
MDs. That struggle has essentially been
won. To continue hammering onuthis
point... is simply pounding sand.” He
further writes that it is more important
that a lesser quantity of osteopathic
students receive a ‘“distinctive,
continuous, and  meaningful”
osteopathic education on both under
graduate and GME arenas, than to
educate larger quantities of less
dedicated DO students whose
“distinctive osteopathic medical
education is too brief (and anything less
than four years plus the GME years is
too brief), without enduring value;
students who will conclude (and many
do) that an independent osteopathic
medical proftlaqssion is “vestigial and
unnecessary.”

Dr. Meyer seems to believe that
osteopathic medicine is a “game.” It is
only as of his recent writings that he has
stopped hammering on confining us in
primary care, and focused on hospitals
making cllila]ity changes to attract DO
residents. He, apparently, is missing the
point even with all the positive changes
he has suggested including the
emphasizing of OPP. His focus appears
to be for the purpose of keeping alive
osteopathic hospitals and the osteopathic
profession for the sake of its own
existence, not because we are different
and we do something different. It is

shocking that to Dr. Meyer ir is a
question (1) whether it is “worthl it to
keep our separate pathway.” Dr.
Meyer’s response to the COMP student’s
(John Wogec, MSIV) letter to the editor,
still misses the point, with his insistence
on characterizing students who
subsequently take allopathic residﬁncies
as having “left” the profession. The
student has not left the profession,
because if the osteopathic hospitals are
not utilizing OPP, then there is nothing
to have left. Disloyal? To what? An “old
boys” network that themselves have
been disloyal to their profession and
their founder. The student may actually
be proving him/herself to be more loyal
by demonstrating that he/she refuses to
participate in this charade of calling non-
osteopathic osteopathic hospitals and
residencies “different.”

Michael Ward, a senior at KCOM,
stated it well when he wrote “Because
the profession has failed to maximize the
difference osteopathic manipulative
treatment can make, factors such as
salary, location and prestige have
become overridingly important to
students when selecting GME
programs.” Mr. Ward continues,
rightfully lamenting the fact that we are
given milé(ed messages from school to
hospital.

It is difficult to shed alligator tears
for failing osteopathic hospitals, if there
is nothing osteopathic about them, other
than their accreditation and staff roster.
If they fail to promote OPP, then what's
different about them? A home for DOs?
An osteopathic label? Let us not cheapen
and trivialize the purpose of osteopathic
hospitals.

Dr. Ross-Lee 1s concerned that we are
having a decline of students entering
generalist fields, and of our need to get
aggressive in promoting osteopathic
primary care GME. 1 feel that if we can
maintain our status quo in primary care
percentages, or perhaps a slight increase,

then we will be doing just fine in that
regard. What is dismaying is that one of
our leading spokespersons, Dr. Ross-
Lee, fails to mention one word about
OPP in any of her writings (at least any
that I have read), not one peep!

I don’t mean to knock an emphasis
on primary care, after all it is a strength
of our profession, and meshes well with
our profession, since we are holistic
physicians. It is true, that a much more
significant percentage of DOs have
chosen and are choosing primary care
than MDs, but if the powers of health
care reform have anything to say about
it, or the market forces of managed care,
then that will change significantly. Then,
what will be our claim to fame?

It is important that we continue to
produce a high percentage of primary
care physicians, but one can also utilize
OPP in virtually any specialty that one
chooses, be it psychiatry, neurology,
obstetrics/gynecology, orthopedic
surgery, and others. OPP can be useful
in all of these and other specialties, and
it is important that OPP be available to
patients in these specialties.

One might ask what can be
osteopathic about a radiologist or a
patheologist? I will answer, the same
thing that is medical about them. In the
event that an osteopathic radiologist or
pathologist (who after all, is a physician)
would happen to treat a patient (not an
unlikely scenario), before he or she will
whip out their prescription pad, they will
view their patient osteopathically and
consider using OMT,

The West Virginia School of
Osteopathic Medicine (WVSOM) has
made a good start, but it is important not
to skimp. When James R. Stookey, DO,
vice president for academic affairs and
dean, convened his committee for
integrating OPP into WVSOM's entire
undergraduate curriculum, he told them
that “their proposals could not require
an increase in faculty, money, or OPP

—

1) In this era of cost cutting, neither the governments, nor Health Maintenance Organizations (HMOs) are likely to tolerate redundancy.
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course time.” " I appreciate the fact that
a state supported osteopathic school
might be kept on a shoestring budget by
the state, and perhaps even be only
tolerated by the state only because of its
significant contribution to filling a
primary care need (as compared to a
more popular and heavily supported
allopathic state supported institutions).
Be forewamed that if the forces of health
care reform will have their way, or
market forces provide less career
opportunities for specialists, those state
supported allopathic institutions will be
contributing significantly more to the
state’s primary care needs, then watch
state support for the osteopathic school
dry up if it hasn’t demonstrated its
uniqueness. It should be noted that in a
study released by the Association of
American Medical Colleges, a
whopping 42 percent of West Virginia's
Marshall University School of
Medicine’s graduates, from between
1984 to 1994, went into primary care
fields of internal medicine, lf_iarnily
practice , and general pediatrics. Thus,
even the state supported schools are
going to have to get creative in their fund
raising in order to increase the
osteopathic contents of their curriculum
now. Noteworthy at this point is
WVSOM’s own survey of its class of
1997, which had some similar results
and some different results. One result
that I wish to point out is their positive
response rate of 49 percent regarding
whether “the osteopathic medical
profession needs to remain distinct frorln
the allopathic medical profession,”
compared to a positive response of only
23 percent on this survey. I will note that
WVSOM, which is a small rural school,
many of whose students are the children
of rural DOs or were exposed to rural
DOs, also had a positive response of less
than 50 percent to the above mentioned
statement.

The recommendations made at the
fifth GME leadership conference are

good but they are not enough. We need
more drastic changes, for these are
dangerous times.

For starters, we need more
indoctrination and instillation of a sense
of identity and belonging. The one hour
each lecture in osteopathic/medical
history and osteopathic philosophy is
paltry. Students should be taught a full
semester course each in both osteopathic
history and osteopathic philosophy, with
required readings from the works of A.
T. Still. So students shouldn’t feel that
they can bluff their way through a
philosophy course, each student should
be required to write an essay and pass
an oral examination. When this alone is
implemented, we will start to see some
drastic changes in the percentages of
dedicated DOs that we put out.

The AOA must require the colleges
to increase their OMM faculty. The
students are not getting enough
attention. Students need to have a
considerable amount of clinical time in
their first and second years treating real
patients.

The AOA must mount an aggressive
public awareness campaign, so that
everybody knows who a DO is and what
he/she does. Nobody is ambiguous about
what a chiropractor does. The main
reason the public doesn’t know what it
is that DOs do is because most of us
don’t seem to know ourselves. We've
been trying for so many years to look
like MDs that few can tell the difference.
In all fairness, perhaps there was good
purpose in straying from our practices
in order to obtain the equality we needed
with MDs, but now that this has
basically been accomplished, it’s time
to come home, to return to our roots.

Then there is osteopathic
manipulation in the cranial field, that
much maligned and misunderstood
jewel of OMT. The way it is taught at
NYCOM (and probably most other
schools), it 1s a wonder that everybody
doesn’t think it is voodoo. We can’t learn

it nor even appreciate it with the scant
hours and few instructors that they give
us. If it was not for the fact that as a
patient I had experienced the wonders
of cranial manipulation, I too would
think that it is bunk. It is a disgrace to
the profession that, if a student wants to
really learn cranial, then they must spend
up to a $1000 (plus airfare, hotel, and
transport) to take one of the few forty
hour cranial courses that are offered
around the country in the summer.  have
yet to meet anyone who has been to one
of these cranial courses that wasn’t able
to learn the basics of cranial
manipulation, and thinks that it’s hocus
pocus. The schools should integrate into
their curriculum a full fledged cranial
manipulation course that’s properly
staffed.

The AOA should mandate third and
fourth year OMM hospital rotations. If
the incoming students have been well
indoctrinated and trained in their first
two years, then they will not object.

The AOA should definitely continue
emphasizing, and even requiring,
rotating internships. What many
students dismiss as “another year of
scut”, is an opportunity to become well
rounded as a physician, regardless of
future specialty. This is important not
just as a DO, but as a physician. Several
prominent MDs have emphasized to me
the importance of doing a rotating
internship, stating that one must become
a doctor before one can become a
specialist. Needless to say, OPP must be
stressed in internships, as well as AOA
residencies.

Stanley Schiowitz, DO, FAAOQ, the
academic dean here at NYCOM, wrote
of the difficulty of integrating OPP and
of the time constraints. Perhaps the
AOA needs to seriously consider
whether a four year curriculum is
enough. Perhaps it might justifiably
make a four and a half to five year
curriculum to provide the proper
undergraduate education of a DO. Lets
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face it, we need more training, not less
than the MDs, because we are more (or
at least we're supposed to be). As it is,
prospective students are banging down
our doors to get into school. I do not
accept the argument that the changes we
would make are going to empty our class
seats. We need educational integrity.

We need basic science professors who
will integrate OPP into their material.
Dr. Schiowitz said that a school cann%
mandate integration of OPP by edict.
Dr. Schiowitz has more experience than
me, but still, I beg to respectfully differ,
First one tries with candy (money), when
that fails, use a whip (their jobs). There
are plenty of hungry and talented basic
scientists out there. One just has to
sweeten the pot.

In the hospitals, the AOA and the
schools must require staff DOs with
academic appointments ($$$) to not only
teach OPP, but to use it on patients and
be a positive role model for our students.
No more lip service. The schools need
to hire full time faculty, whose job it is
to monitor the teaching staffs’ use and
skills in OMT. If teaching staff DOs are
reluctant to use OMT because their own
skills are rusty from years of disuse, then
the school faculty must provide remedial
instruction for them. We need to get all
of our DO hospital instructors up to
speed, and with the program. Any staff
DO who refuses to act like a DO should
then subsequently be banned from
training our students. There are plenty
of excellent MDs out there. It is far better
that an MD, who is not expected to
manipulate, trains our students than a
non-manipulating DO, who will set a
poor example. If this all sounds
draconian, then consider that non-
survival as a profession should sound
even more draconian. This all costs
money, but so does almost everything
else in life. The allopathic teaching

institutions seemed to be able to find the
funding, so should the osteopathic be
able to. I know it can’t happen overnight,
but Rome wasn’t built in a day either.
These changes will take time, but the
time to start is now. It is time to pet
beyond just talk, and start some real
action,

I don’t think I can put it any better
than Teresa A. Hubka, DO did when she
wrote “If the philosophical foundation
is laid in the early undergraduate years,
further instilled and practiced in the
clinical undergraduate years, and
reinforced throughout graduate medical
education, the decision for graduate
training then becomes an issue of
selecting the program that offers the
most com%ete osteopathic medical
education.”  Furthermore, evenifa DO
does select allopathic graduate training,
as Dr. Hubka said, “if you are strong in
your beliefs as a DO, you seek
osteo uathic training in your spare
time,” and you will carry it where ever
you go. For if not, as she said, our
profession will “decay from within
because of our lack of commitment to
our art fogm, our lack of faith in our
mission.”  The key is that the initial
foundation must be strong. It matters not
that most of the students entered as
“wannabe” MDs. All of these students
are impressionable, and can be
influenced and molded into proper DOs.

Philip E. Greenman, DO quotes
Orren E. Smith, DO who watched the
decline of the use of OMT and lamented
almost half a century ago, “Who is to
blame”? Dr. Greenman writes of the
reforms we must make and says that “to
do less denies the heritage of Andrew
Taylor Still. Let us all become part of
the solution, rather then part of the
problem, so that 40 years hence another
lecturer doesznot need to revisit ‘who is
to blame?’ ™ I as a mere student, who

1s in his osteopathic infancy, an innocent
osteopathic babe, here and now, point
my finger at you, the leadership of the
AQA, and the conscience of osteopathy,
the AAO. I say to you, that if you don’t
soon make the changes necessary to
ensure our survival, then YOU will be
to blame!

Conclusion

Ithough the osteopathic
profession has made some
progress in instilling an
osteopathic belief in its students, the
success is incomplete and the overall
level of commitment is poor at best.
Changes need to be made to ensure that
we survive and thrive as a profession;
but for what? Not for the sake of merely
being an alternative to the allopathic
profession. In my opinion, there are only
three valid reasons for our continued
existence as a separate profession: we
are who we are, we believe what we
believe, and we do what we do. Who
are we? We are the disciples and heirs
of the teachings and legacy of A. T. Still.
What do we believe? We believe in the
unifying integration and self regulation
of the human body, and the primacy of
the immune system in maintaining its
health. We believe in the correlation of
structure and function. We believe in the
major role that the circulatory and
nervous systems have in amplifying and
moderating the immune system, and the
pivotal role that the musculoskeletal
system plays in their proper functioning,
What is it that we do? We palpate and
manipulate the musculoskeletal system
to diagnose, restore, and maintain
human health. These are the reasons for
us to be a separate profession.
There are those who say that
osteopathy has reached obsolescence, 1
say that the day that osteopathy is

—b

k) The question is: After reading this article, will you put it down and comment “nice paper”, or will you be spurred to action on behalf of our

profession?
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obsolete is the day that MDs universally
recognize and accept our principles. It
is the day that throughout the allopathic
world, Andrew Taylor Still, MD is
recognized for the genius that he was,
and his major contribution to medicine.
That will be the day that MDs the world
over, aside from using pharmaceuticals
and technology, will also diagnose and
heal with their hands and in effect
themselves have become ten fingered
osteopaths. On that day we will have
come full circle, for thus was Dr. Still’s
original intent, when he approached
Baker University to teach his concepts
to MDs. When all of this comes to pass,
perhaps then, I will consider exchanging
my DO degree for an MD.
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On Great Danes,
Labradors ...

of a demon assigned to him by the Devil.
The man spoke with God and received
the answer to his question. The demon
was distraught when telling Satan of his
failure to keep the seeker from finding
his knowledge. Satan responded “Do not
worry, he is human. He will institution-
alize it.” T am afraid this is happening
with the osteopathic philosophy. We
have institutionalized the philosophy
and now the institution is representing
the philosophy less and less.

We began as radicals, we expanded
as alternative, and we may fade as
“mainstream.” Our challenge of today
is to remain — by remaining different.
We tell ourselves that we are “as good
as,” “essentially the same” or “parallel
to our MD colleagues. If this is true — or
if it became true — then someone’s philo-
sophical basis has shifted, and it is prob-
ably ours.

In linguistics there is a concept called
“marked” and “unmarked.” An un-
marked item or concept is what one ex-
pects when a word is said. When I say
the word “doctor,” the general public
envisions a white male. So, a Caucasian
male physician is the standard, the ex-
pected, the “unmarked.” All others iden-
tified by the word “physician” are
“marked.” They are outside of the gen-
eral public’s expectation for that group.
Anything that is marked is noticed more
easily, watched more closely. This can
be a burden, especially if one wants to
be in the unmarked group. Thus some
Labradors became Great Danes and
some DQOs in California became MDs.

We are marked as osteopathic physi-
cians. We are already different by our
pedigree. In business everyone tries to
find a “niche” to market. We already
have one. We just need to dust it off and
proudly display it. As Dr. Still said, “We
must teach it, preach it and, practice it,”
if this profession is to survive. The “it”
of which he was writing is the osteo-

pathic philesophy. [T}
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S1xTH ANNUAL OMT UPDATE
ArprLicaTiON OF OstEOPATHIC CONCEPTS IN CLINICAL MEDICINE

(Intermediate level)

pLUS PrEPARATION FOR OMM BoarDS
SepTEMBER 18-21, 1997
Tue CoNTEMPORARY HOTEL IN ORLANDO, FLORIDA

This Academy program was designed to meet
the needs of the physician desiring the follow-

ing:

»  OMT Review - “hands-on experience
and troubleshooting”

» Integration of OMT in treatment
of various cases

» Preparation for OMM practical portions
of cerlilying boards

¢ Preparation for AOBSPOMM (American
Osteopathic Board of Special
Proficiency in Osteopathic Manipulative
Medicine) certifying boards

e Information on CODING for
manipulative procedures

¢ Good review with relaxation and
family time

DATES: September 18-21, 1997
(Thursday PM - Sunday AM)
LOCATION:  The Contemporary Hotel

Wall Disney World® Resorts
Lake Buena Vista, FL.

CME Hours: 4 days; 22 hours; AOA
Category 1-A
21 hours; AAFP Approved

Rerunp PoLicy

The American Academy of Osteopathy
reserves the right to cancel this educational
program if insufficient physicians pre-regis-
ter. Sufficient registrations must be received
30 days prior to the opening of the course. It
you are considering registering for this course
less than 30 days prior to the opening, contact
the Academy office before making travel plans.
In the event of course cancellation by the
Academy duetolack of registration, all money
will be refunded.

Cancellation from participants received in
writing for other reasons up to 30 days priorto
the course opening are subject to withholding
of a 15 percent administrative {ee. All other
cancellations will receive no refund but may
transfer 80 percent of the tuition to another
AAO educational program held within the
next 12 months.

TrurspAy, SepTEMBER 18 (5:00 - 9:00 pMm

Overview of the Course and
Reception style dinner

“Visceral Manipulation”

“Cranial Osteopathy™

“Myofascial Release”

“Counterstrain™

“Muscle Energy”

“High Velocity/Low Amplitude”

“Exercise”

Frinav, Serremeer 19 (7:00 am - 1:30 pm)
Breakfast Lecture Coding Update
“Thoracic Trouble-shooting”

(to include various modalities
approach - HVLA, ME, counterstrain,
indirect-MFR & cranial)
Skills Session: Thoracic
“Cervical/Suboccipital Troubleshooting”
Skills Session: Cervical/Suboccipital

SaTurDAY, SEPTEMBER 20 (7:00 AM - 1:30 pm)
Breakfast Lecture Coding Update
“Lumbar/Pelvis Troubleshooting”
Skills Session: Lumbar/Pelvis
“Upper & Lower Extremities

Troubleshooting™
Skills Session: Extremities
Sunpay, SEPTEMBER 21 (7:00 am - 1:30 pm)
Breakfast Lecture — Coding Update
“Exercise”
Preparation for Manipulative Boards
Case Study Preparation —
“How to write them”
Written Exam Prep —
“What to expect”
Oral Prep —-
“What to expect & how to do it”
Individual Troubleshooting
*#*% Alternate Program **%*
Sports Medicine Extremity Review

LobpGInNG:

Tue ConTEMPORARY HOTEL
AN OrriciaL HoreL

or WaLt Disney WorLD®
Participants will receive arate of $152 single/
double occupancy. August 17, 1997 is the
reservation cutoff date and you cannot be
guaranteed a room after that date or at that
price. Call 1 (407) 824-3869 for reservations
and be sure and tell them you are with the
American Academy of Osteopathy’s group.

CoNFERENCE REGISTRATION
Form

OMT UrpATE

SeEpTEMBER 18-21, 1997
TueE CoNTEMPORARY HOTEL
ORrLANDO, FLORIDA

Name

Address

City Statle Zip

Day-time Telephone

AQA #

College/Year Graduated

Prior to August 18, 1997

AAO MembersDO/MD ............... $475
AAO Non-Members .....ooooceeiininn $575
Residents/Interns ......oooovvvvvveeeennn, $250

After August 18, 1997

AAQO Members DO/MD .............. $575
AAQO Non-Members ......cccoevvennn. $675
Residents/Interns ........ccccevevvivinnnn $350
Amount of Check $

PLEASE NOTE: $100.00 will hold
your space in this meeting. Full pay-
ment is due by August 18, 1997. If you

register after August 18, 1997, full pay-
ment is to accompany registration form

Make Check Payable to:

American Academy of Osteopathy
3500 DePauw Boulevard. Suite 1080
Indianapolis, Indiana 46268-1136
Telephone: 317/879-188
Fax: 317/879-0563

AAQ accepts

(Circle One)

Credit Card Number

Expiration Date

Signature of card holder
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NEeDp AsSSISTANCE IN EDUCATING
THE THIRD-PARTY PAYERS IN YOUR STATE?

order the brochure:

OSTEOPATHIC MEDICINE:
A CosT-EFricieENT APPROACH TO MEDICAL CARE

Provides statistical information about osteopathy and patient care.

Explains the osteopathic difference

Justifies how third-party payers can add osteopathic cost-saving medical care
to their plan.

Cost of brochure: 1-25 copies @ $.75 each Charge to my:  (circle one)
26- 100 copies @ $.50 each
100+ copies @ $.35 each

~Name Cardholder’'s Name

Address Card Number

City i Expiration Date

Phone Authorized Signature
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