






















































































1) Drainage through nasal lymphatics:

The historical experiment of Schwalbe using Berlin blue
dye, showed some quantity of the marker passing along
olfactory bundle nerve pathways. Numerous experiments
with different species confirmed the existence of this path-
Way.g'w‘ 11.23,31,37,55,59.66.67.71,72 87 88.97 103,105

Jackson showed in 1979 that inflammatory blockage
of nasal mucosa lymphatics can facilitate central nervous
system retrograde viral infection.

Carbon particles and labeled proteins follow the olfac-
tory tracts and pass through the cribriform plate (lamina
cribrosa) to the nasal mucosa, the retropharyngeal lymph
nodes and the angulus venosus at the base of the neck
(internal jugular vein, subclavian vein, brachio-cephalic
vein).

At the level of the fila olfactoria passing through the
cribriform plate, the layer of dura and arachnoid fuses and
becomes continuous with the one-layer thick perineurium.
Perhaps 90 percent of radio-labeled particles follow this
route in the rabbit.™

The perineurium space seems to communicate freely
- with the loose interstitial tissue of the submucosa (pas-
sive escape pressure-dependent, no tight junctions). Pi-
nocytosis is another mechanism that has been proposed.™

Adjacent lymphatic vessels can easily reabsorb constitu-
ents of the CST and escape into the nasal mucosa. Intranasal
and intraoral lymphatic drainage (including soft and hard
palate, palatoglossal and palatopharyngeal arches, subglossal
lymph circulation) can help activate this circulation.

2) Drainage through optic nerve pathways:

Numerous studies also identify the optic pathways as a
route for the SAS to be reabsorbed from the central ner-
vous System_ﬁ.] 1.35,0.69.71,88

Markers injected in the SAS also have been shown to
reach the retro-orbital connective tissue. Shen found some
arachnoidal trabecular network at transitional areas at the
end of the SAS and the posterior uveal/periorbital com-
partment.*®

Lymphatic drainage of the orbits and periorbital tis-
sues to the temporal and parotidians lymph nodes helps
activate this circulation.

3) Drainage through auditory pathways:

Some experimental animal studies have shown that
constituents of the CSF also may drain via the perilymph
then the fenestra rotunda, to the mucosa of the middle
ear.” The communication between SAS and the ear takes
place through the cochlear duct.*® Activation of lymph flow
through drainage of the preauricular and post auricular

lymph nodes, external auditory meatus, and auricle of the
ears also can be used clinically.

4) Other nerves pathways: trigeminal nerves, facial
nerves and other cranial nerves.*

This circulation can be activated with extensive lym-
phatic drainage of the neck and face.

5) Spinal nerve root:

In 1928, Pigalew injected a tracer in the lumbar dural
space and found it in the abdominal and pelvic lymphat-
ics, including the pancreas, suprarenal glands and
paraaortal lymph nodes. Brierley and Field" detected In-
dian ink suspension in the lumbar and sacral nerve roots.
Later a small quantity of this marker was observed in the
lumbar para-aortic lymph nodes.”

Lymphatic drainage of the spine is accessible follow-
ing deep or superficial lymphatic pathways. Deep lym-
phatic drainage involves pathways through the intercos-
tal nodes to the paraspinal nodes or through the quadratus
lumborum. The superficial drainage of the spine follows
three distinct lymph territories, or lymphotomes, that drain
to the cervical, axillary or inguinals lymph nodes.

6) Direct dural pathway

Under high pathological pressure, the CSF can escape
from the arachnoid barrier and be reabsorbed by the lym-
phatics of the dura mater."

B. Lymphatic drainage of cerebral
interstitial fluid (CIF): “Intravascular/
perivascular pathways”

Passage from the brain to the deep cervical nodes takes
place in 3 hours in the rabbit,'” 8 hours in cat and sheep.'"*

Dubois-Ferriere first demonstrated the connections
between the intraadventitial circulation and the cervical
lymphatics.*® These studies, which were followed by those
of Kozma, Casley-Smith and others, showed that carbon
particle markers injected in the cerebral cortex were de-
tected in the adventitia of cerebral blood vessels both in-
tra- and extra-cranially,'?2%2!.22:56

Virchow (1851) and Robin (1859) described spaces
located inside the main cerebral blood vessels, located
between the basement membrane of the glial limitans ex-
ternally and the tunica media.*®*** These spaces have been
described as perivascular or more appropriately
intraadventitial 2!:23-4445.96.104

Extra cerebral blood vessels present in the adventitia a
circulation of minute vessels and nerves that is called the
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“vasa-vasorum’: the vessels inside the vessel 21778 Cere-
bral vessels after passing through the layer of dura mater
have no vasa- vasorum in the adventitia® and their endot-
helial cells are joined by tight junctions.'™ However, the
surface of the adventitia contains many circular openings
measuring | to 3 microns (stomata), which connect with
the intraadventitial spaces on one side and CSF on the
other side.'"™ A free communication between the perivas-
cular pathways and SAS has also been described. 5%

Two schools of thought exist concerning whether the
delicate layer of pia mater coats the blood vessels when
they enter the cerebral tissue. The possible continuity be-
tween the SAS and perivascular spaces is yet another sub-
ject of controversy.

Several investigators support the viewpoint that the pia
mater follows the blood v essels in the SAS that enter the
cerebral parenchyma, #7663 78845498105 Zhang showed that
intracortical arteries are coated at their source by a sheath
of cells derived from the pia mater, while veins are cov-
ered incompletely by some pial cells.

Other studies concluded that the pia mater does not
accompany the blood vessels in the cerebral tis-
Sue-ZOAZI,22,23,26.37.40.4I,42.43.44.54,65,]0]

Foldi*'~*%? and his team ligated the cervical lymphatics
of numerous animals. In his report, he stated that research-
ers noted lymphostatic hemangiopathy characterized by
spaces in the blood vessels of the neck, edema fluid in the
adventitia of intracranialextracerebral as well as intrac-
erebral vessels (...)" those spaces being 6-10 time larger
than usual *

Intraadventitial spaces, which follow the course of
blood vessels, are present throughout the body. The fact
they do not present valves and that retrograde lymph {low
is possible, constitutes an alternate pathway, if needed,
for lymph circulation. In the case of the CNS, these struc-
tures represent a natural escape for some of the constitu-
ents of the CIF in order to drain into lymphatic pathways.

In conclusion CSF and CIF may choose between two
major pathways: the neurolymphatic pathways along
perineurium of nerves, principally olfactory nerves, and
hemangiolymphatic pathways, perivascular/intravascular
pathways, along major arteries and veins.

Clinical applications:
lymph drainage therapy

“We lay much stress on the uses of blood and the pow-
ers of the nerves, bul have we any evidence that they are
of more vital importance than the lymphatics?” AT, Sll,
The Philosophy and Mechanical Principles of Osteopathy, pg. 65.

“...your patient had better save his life and money by

passing vou by as a failure, until you are by knowledge
qualified to deal with the lymphatics”™ AT. Still, Philosophy
af Osteopathy, pg. 105.

Lymphology has evolved as a new branch of medicine
as medical science is only beginning to fully understand the
role that lymph plays in the body. The first recorded use of
gentle manual techniques to activate the lymphatic flow took
place at the beginning of the 20th century. Osteopath F. P.
Millard, a graduate of the Kirksville Osteopathic College,
was the first practitioner to document specific techniques
working on the lymphatic system.”™ Specific lymphatic tech-
niques, like cranial techniques, were introduced in a second
time, in the history of osteopathic manipulation.

Scientific descriptions of a lymphatic rhythm have been
described in human,#*¢192 but very few practitioners
are working with stimulating lymph circulation in a di-
rect and specific manner in the same way we work with
the CSF circulation There is a whole new and very rich
field of osteopathy to deepen and expand into.

Lymph Drainage Therapy is an original method of lym-
phatic drainage developed by French physician Bruno
Chikly. The particularities of LDT are that it teaches prac-
titioners how to manually attune to the I) specific thythm,
2) direction 3) depth and 4) quality of the lymph flow
consistent with scientilic discoveries.*9192

) Human lymphatic rhythm:

The main vessel of the lymphatic system (lymphatic
collectors) consists of two or three lavers of spiral muscles
with specific contractions that are innervated by the sym-
pathetic and parasympathetic system (49, 56, 73, 78, 81).
Contrary to some views, the lymphatic system is not a
passive system; lymph does not need to be pushed with
our fingers like a tube of toothpaste. Obstruction on the
way has to be removed, specific pressure and rhythm needs
to be applied in synchrony with the lymphatic system.
Even though one main lymphatic rhythm has been scien-
tifically described in humans in practice two different lym-
phatic thythms have been identified: the capillary and
lymphangions rhythm, and a pre-lymphatic (connective
tissue) rhythm.

2) Direction of the lymph flow:

Advanced LDT practitioners can assess and manually
“map” the flow of the lymphatic circulation during ses-
sions. This method consists of manually assessing the spe-
cific direction of lymphatic flow and finding areas of fluid
retention, edemas or fibrosis. The mapping tools are very
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important in cases of fluid obstruction when it can be used
to find the most accurate alternate lymphatic pathways to
evacuate stagnant fluids.

3) Depth and pressure:

The ideal pressure has been calculated as no more than
33 mm of mercury per cm2.* The standard pressure used
is very similar to that applied in cranial work. We need to
be identify the specific depth of the lymph circulation we
are addressing: working on superficial epifascial circula-
tion, lymph circulation below the fascia, muscles, inter-
costal spaces, viscera, periosteum will require a different
intention and depth.

4) Quality:

Quality of lymph need also to be assessed. Lymph can
be quite viscous in cases of chronic lymph retention like
allergies, fibromyalgia, chronic fatigue syndrome, chronic
inflammation, etc. Emotional “fluidity™ is also usually re-
lated to lymph fluidity.

For drainage of the central nervous system, the main
goal of LDT is to activate resorption and cleansing of some
constituents of CSF through the neurolymphatic or
haemangiolymphatic pathways. A small study showed that
lymphatic drainage techniques can reduce intracranial
pressure dramatically, even more effectively in some case
than Mannitol."

Many other lymphatic functions also can be applied
for different clinical cases. Lymph flow stimulation acti-
vates all other fluid fluctuations of the body, locally de-
creases chronic pain, spasms and chronic inflammations,
and drains toxins,? fat and macro molecules (proteins)
away from tissues. Activation of lymph flow through the
lymphatic nodes also stimulates the immune system, in-
creasing production of lymphocvtes by about 30 percent.

Clinically these lymphatic techniques may scem to a
patient, quite similar to a cranial technique: a very light
touch of few grams per cm2, a very slow rhythm, stimu-
lating the parasympathetic tone. The overall quality of the
Iymphatic stroke is very often described as a “love touch™.

Dr. Chikly will present a lecture and seminar at the
next AAO Convocation in St. Louis, MO. Dr. Chikly can
be contacted at: P.O. Box 14, San Gregorio, CA 94074-
0014 or phone/fax: (650)747-9764, e-mail: BCHIK
@aol.com.

* This article was excerpted from Dr. Chikly’s new book.
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Evolving Strategies for Management of
Various Musculoskeletal Disorders:
Evidence-Based Approaches

and Beyond

by Wolfgang G. Gilliar, DO, San Mateo, CA

Practice guidelines and practice
parameters — patient populations

The past two decades have witnessed a profound para-
digm shift in the assessment, interpretation and manage-
ment of musculoskeletal pain not only in the medical com-
munity and among the various “health care providers™ but
also in governmental agencies and the society-at-large.
The recent efforts to develop practice guidelines appear
to have been driven, at least in part, by the expectation
(biased optimism?) to satisfy various agendas, which in-
clude the improvement of the quality of health care, pro-
tection of professional autonomy. reduction of litigation
risk, minimization of practice variation, provision of stan-
dards for auditing medical records, reduction of health
care costs (and thus health care premiums), defining ar-
eas of practice, improvement in efficiency of practice, and

identification of inappropriate care, to name a view (Wooll

SH: Turk, MA.)

Practice Guidelines are written with specific recom-
mendations in mind. Practice Parameters as used by the
AMA (American Medical Association) are meant to be
strategies for patient management, developed to assist phy-
sicians in clinical decision making. Practice parameters
are highly variable in their content, format, degree of speci-
ficity, and method of development (American Medical
Association. Attributes to Guide the Development of Prac-
tice Parameters. Chicago, 1L, American Medical Associa-
tion: 1994, pg.1).

Despite their best intentions many authors of the varied
guidelines and practice parameters may yet forget that their
approach is based on one set of assumptions about human
nature and on being able to change human behavior while
there may exist other valuable assumptions (Grol R.)

Winter 1998

“As we function, so shall we live.”
Carl Granger, 1998

Evidence based medicine —
and the individual patient

The rational implementation of up-to-date information in
the managementof an individual patient requires of the treat-
ing clinician a broad knowledge of the current literature in
addition to one’s own clinical expertise. Over 20 systematic
literature reviews on implementing guidelines, research {ind-
ings, and changes in clinical practice have been published in
the past six to seven years (Bero L, et al.).

The practice of evidence-based-medicine (EBM) means
integrating individual clinical expertise with the best avail-
able external clinical evidence from systematic- research.
Increased expertise is reflected in many ways, but espe-
cially in more effective and efficient diagnosis and in the
more thoughtful identification and compassionate use of
individual patients’ predicaments, rights, and preferences
in making clinical decisions about their care (Sackett DL,
et al.).

As with any recommendation there is always the po-
tential for abuse. Therefore procedures must be established
that monitor the correct and meaningful implementation
of such guidelines. Otherwise, the “post hoc™ fallacy is
once more responsible for one-sided interpretation and
utilization to one’s own advantage (the various health care
entities, for instance).

Classifications
Whereas those patients afflicted by disorders with
known biological causes (e.g. arthritides, disc herniations,
space occupying lesions, fractures, dislocations etc.) can
be managed more “precisely” with the disease-appropri-
ate intervention - yel comprising but 10-15 percent of the
back pain population - it is a clinical challenge to estab-
4}
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lish a specific “diagnosis” that satisfactorily explains the
whole illness in the majority of patients. Classifications
can also be problematic, since they often are restrictive,
and used for descriptive, heuristic, research and commu-
nication purposes, while their meaning shifts accordingly
to indicate a certain pathophysiologic insight (Barbour
AB).

“Nonspecific” low back pain is a frequently used de-
scription indicating that a structural defect has not been
identified. Recent advances in disk-imaging and refine-
ment of injection techniques have further helped delin-
eate specific subcategories of back pain, yet and again, a
large proportion of back pain sufferers remains at this time
without an anatomically identifiable diagnosis. At this
time, it would take a leap of faith to agree with J. Fortin’s
assurance that “only the needle knows.”®

Common problems encountered ia clinical practice
often involve faulty postures and abnormal movements
in activities of daily living. Mechanical factors are very
frequently involved, and thus has been coined the term
“mechanical back pain.” Pain of mechanical origin is dis-
tinguished from other entities by its relationships to static
or dynamic posture and motion.

Long term chronic low back pain or frequently recur-
ring backache, for that matter, represents a complex bio-
psychosocial entity (Engel GL). Recently, another dimen-
sion has been added by using a “spiritual” descriptor (Riley
BB, et al.).

Against this backdrop of an all encompassing spectrum
of human illness, with relative lack of anatomically iden-
tifiable causes on one end and the psychosocial aspects
on the other, conservative management of low back pain
remains a complex and complicated endeavor rather than
a one-shot deal. Nonetheless, a rational approach that is
based on a detailed medical and itemized pain history, a
careful neuro-orthopedic examination augmented by a
structural manual medicine examination, and judicious
selection of adjunct studies will form the best basis from
which treatment over time can be intelligently initiated.
Functional follow-along of the patient with objective mea-
sures and individually projected functional goals will help
track a patient’s progress or lack thereof. One of the present
day challenges remains the construction of an appropriate
time frame and what constitutes a “medical endpoint” or
appropriate maintenance therapy.

Conservative treatment
of low back pain — where are we?

With the increasing capacity of using computers as
comprehensive data bases, there has been a deluge of pub-
lished systematic reviews (many being “meta-analyses™)
in the recent years. A comprehensive and impressive re-

view is that presented by vanTulder. Koes and Bouter.'
This group evaluated the effectiveness of the most com-
mon conservative types of treatment for patient with acute
and chronic nonspecific low back pain.

Even though the randomized controlled trial (RCT) is
felt to be the strongest scientific proof of the effective-
ness of an intervention (Quebec Task Force - Spitzer WO,
et al.), the review presented by van Tulder and his group
demonstrates the generally poor quality of the trials re-
viewed and once more underscores the methodological
shortcomings intrinsic to many past studies. Below fol-
lows a brief summary of vanTulder et al’s article.

Acute Low Back Pain

There is strong evidence for the effectiveness of muscle
relaxants, and nonsteroidal anti-inflammatory drugs are more
effective than a placebo for acute low back pain but not for
acute sciatica (non-steroidals). There is strong evidence that
bed rest beyond a few days is not an effective treatment op-
tion for acute low back pain (LBP). Exercise therapy is judged
to be not more effective than other conservative treatments,
including no intervention, for acute LBP.

The detailed review of the contradictory studies on
manipulation indicates that there exists only limited evi-
dence that manipulation is more effective than a placebo
treatment, but that it is not more effective than other phys-
iotherapeutic applications. TENS (transcutanecus electri-
cal nerve stimulation) were not felt to be more effective
for acute low back pain due to the contradictory results.

Chronic Low Back Pain

For chronic low back pain, however, analgesics and
muscle relaxants are of limited effectiveness. Antidepres-
sants appear not effective whereas NSAIDs appear (mod-
erate evidence) at least somewhat effective. There is mod-
erate evidence that epidural steroid injections are more
effective than a placebo in the short-term for chronic low
back pain. Manipulative therapy for chronic low back pain
is reported to be more effective than a placebo, as is an
intensive back school program in an occupational setting
and therapeutic exercises. There is no evidence that TENS
is an effective treatment for chronic LBP. Acupuncture
treatment was reported to be not an effective treatment
for chronic LBP.

In general, passive physical therapeutic modalities have
not been shown to be of long-lasting benefit nor are they
restorative. As palliative measures they may be helpful in
initial or periodic pain attenuation, but heat and cold ap-
plications can be applied by the patient her/himself.

Prolotherapy, by using a dextrose-glycerin-phenol so-
lution, intends to bring about ligamentous hypertrophy and
may thus lead to possible stabilization of the involved
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structure. The controlled studies by Ongley et al. and Klein
et al. indicate improvement in disability scores, visual
analog scale, and pain diagrams at 6-month follow-up.

Trigger point injections into muscles (or the
myotendinous junction, tendons, etc.) have also experi-
enced an ever increasing popularity, even though con-
trolled, large scale studies regarding specific indications,
contraindications, candidacy-criteria are still lacking. The
existence and role of muscular trigger points remains as
controversial today as it did when first reported over forty
years ago. We are still waiting for confirmatory EMG stud-
ies. Nonetheless, if trigger points are as common as they
are reported, then a trial of limited injection series (for
instance not more than three times into same trigger) may
determine the clinical (practical) relevance.

A recent review of lumbar epidural steroid injections
(Spacarelli) indicates that based on nine controlled stud-
ies of unilateral sciatica there is no significant difference
at long-term follow-up, yet there is improvement in short
term parameters, such as decreased pain, improved mo-
bility, and earlier return to work. The work by van Tulder
et al. found only one high quality RCT, rating the evi-
dence for effectiveness of lumbar epidural steroid injec-
tions to be limited for acute back LBP with nerve root
pain and radicular neurologic deficit. The seminal work
by Bogduk* and the work about sacroiliac joint provoca-
tion tests by Maigne' help guide this field in the right
direction.

Conservative treatment of low back

pain — what’s on the horizon?

Basic research, refinement of useful functional outcome
studies (Granger CV. The emerging science of functional
assessment: our tool for outcomes analysis; Arch Phys Med
Rehabil 1998; 79, 235-240.) and a rational implementa-
tion of evidence-based-medicine support the notion that
we can indeed expect dramatic innovations at the begin-
ning of the new millennium

Based on the potential of neuronal plasticity, the search
for specific molecular aberrations and selective treatment
holds particular promise. Of interest are the roles of noci-
ceptive interactions. nerve growth factor, cytokines, phe-
notypic regulation at the spinal cord level, and the mo-
lecular pathways in anti-nociceptive mechanisms.

This presentation will include an overview by address-
ing three levels of potential intervention:

I} the “infraspinal” level (muscles, ligaments, joint
capsules, etc.),

2) the spinal level (presently a “hot ground™ for po-
tential pharmacologic/molecular medical approaches, and

3)  the supraspinal level, including the perceptive
system.

Summary

Evidence-based medicine approaches coupled with the
identification of meaningful functional outcome measures
and “follow-along” data-gathering should facilitate the
application of findings from population studies to specific
and individual patient care. Classifications based on func-
tional abilities, rather than “diagnosis” alone will assistin
identifying which particular patient with back pain com-
plaints should be subjected to what kind of treatment and
over what time course, Pharmacological approaches, es-
pecially addressing interactions at the spinal cord level,
hold a particular promise. A rationale for combination of
various therapies will be presented.
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Evaluation and Treatment of Low Back Pain

in Sonoma, California
January 28-31, 1999

Earn 18 hours of Category 1A CME credits while attending the hands-on OMM training course

Faculty:

John C. Glover. DO, Program Chairperson
Carl E. Osborn, DO, CSPOMM

Hugh M. Ettlinger, DO, FAAO

Program:
Thursday, January 28, 1999

4:45 pm
5:00 pm
5:15 pm

Registration

Introduction to Course and Faculty

Causes of Mechanical Low Back Pain (ligamentous,
muscular, diskogenic, neuroreflexive),

Ligamentous referral patterns

Osteopathic Structural Examination, Treatment
Models (Counterstrain, Facilitated Positional Release,
Balanced Ligamentous Tension)

Introduction to prolotherapy (history and scientific
basis), Diagnosis of ligamentous instability, Patient
selection, Prolotherapy solutions, Healing response

Friday, Januarvy 29, 1999

6:30 pm

7:30 pm

7:00 am Anatomy ol the Lumbar Spine

7:30 am Lumbar Diagnostic Models

9:00 am Treatment of the lumbar spine using Balanced ligamentous
tension, Facililated positional release and counterstrain

10:00 am Evaluation of the lumbar spine and ligamentous structures
(facet joint capsular ligaments, lateral ligaments/fascial
attachments, posterior interspinous ligaments)

11:00 am Demonstration of injection techniques for the lumbar spigf: =

11:30 am Lumbar Exercises &)

12:00 noon Lunch and Coding and Billing. Part 1

1:00 pm Wine Tasting in the Napa Valley

Saturday, Januarv 30, 1999

7:00 am Review of Pelvic Anatomy

7:30 am Evaluation of the SI joint and ligamentous structures
(sacral position and ligamentous instability, flexion
tests, stress testing, palpatory lesting)

Diagnostic injection {candal epidural, local
infiltration and injection of the ST joint)

9:00 am Evaluation of the SI joint und Treatment using
Balanced using Balanced ligamentous tension,
facilitated positional release, counterstrain

11:00 am Visceral referral patterns producing low back pain

12:00 pm Diagnosis and Treatment

of visceral ligamentous structures
12:00 noon Lunch and Discussion
Allernoon Wine Tasting in the Sonoma Valley

Sunday, January 31, 1999

Registration Form
Evaluation & Treatment of Low Back Pain: Jan. 28-31, 1999
Full Name

First Name for Badge

Street Address

City State Zip
Daytime Phone #

AOCA#

College/Year Graduated

* LIMITED TO 26 PARTICIPANTS *
(Sorry, no discounts available)

Registration Rate:
Prior to December 28, 1998

AAO Member: $495.00
AAO Non-Member: $595.00
Atter December 28, 1998

-~ AAO Member: $595.00
AAO Non-Member: $695.00

~ AAO accepts VISA OR MASTERCARD

Credit Card #

Cardholder’s Name

Date of Expiration

Signature

Form of Payment: [ check O credit card

Hotel Information:

Sonoma Valley Inn
550 Second Street West
Sonoma, CA 95476
Phone: (800) 334-5784
Fax: (707) 938-8878

Room Rate: $110.00
Reservation Rate Deadline: December 11, 1998

MAKE RESERVATIONS TODAY!

7:00 am Evaluation and Treatment of the pelvis using counterstrain/
fascial-ligamentous approach. Treatment of the pelvic
diaphragm, Pclvic Exercises

8:30 am Injection techniques for the SI Joints (anatomical
landmarks, location ol “Hacke(t’s” points, demonstration
of injection techniques)

10:00 am Management of low back pain in pregnancy; sciatica

10:00 am Treatment of the sacrum - indirect

11:00 am Coding and Billing, Part 1

12:00 noon Adjoumn
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LAWLOR AND ASSOCIATES
Physician and Executive Healthcare Search

Pennsylvania — NE - Join busiest Family Medicine practice in the county. In and outpatient
responsibilities and optional OB. Only two hours from Philadelphia and NYC. Contact Doug
Page.

Pennsylvania — NE - Large MSG practice with seven Family Physicians seeking new associate
as practice grows. Obstetrics is not required. Close to No NJ and NY Contact David Finney.

Pennsylvania — NW - Family Physician needed in Erie City with small groups both with
established and growing practices. Located belween Cleveland, Buiffalo and Pittsburgh.
Contact Doug Page.

Pennsylvania - Central - Busy 100% office based Family Medicine group needs anew associate
to transition with retiring partner. Suburb of Harrisburg. Contact Doug Page.

Pennsylvania — Central — Group of 5 FP's looking for 2 to transition w/retiring physicians.
Mostly, or all, outpatient practice. Salary, incentive and full benefits. Contact Doug Page.

Pennsylvania — S Central - FP needed to join hospital sponsored MSG in historic community.
Located 1 hr from Harrisburg/less than 2 hrs from Baltimore and DC Contact David Finney.

Ohio — NW — FP needed to take over for retiring physician with all the administrative hassles
taken care of for you. Hospital owned Family Practice with in and outpatient work. OBG with
shared call is an option. Near the OH-IN border, easy access to Detroit and Columbus. Call is
light with unique Emergency Room Department group backup. Contact Doug Page.

Rhode Island - Providence suburb - Hospital supported FP opportunity with in/outpatient
practice. 1 :4 call, commutable distance from Providence and BA. Contact Doug Page.

Maine — Down East - Interested in OMT and women's health. Be assured of being busy by
joining this well established private practice. New office located near the well equipped hospital.
Close to Portland, Bangor, Sugarloaf Ski Resort and the Atlantic Ocean. Contact Doug Page.

Pennsylvania - NW - General Surgeon with established practice in Erie County. Take
advantage of what relired physicians have left behind. Located between Pittsburgh, Cleveland
and Buffalo with easy access to Lake Erie. Contact David Finney.

Ohio — General Surgeon - Financially sirong,
community hospital in NW OH needs a full time
Surgeon to take over for retiring physician. Call

Doug Page. Lawlor and Associates
999 West Chester Pike, Suite 200

Southern MD /Metro DC - Obstetrics/Gynecology West Chester, PA 19382

- Private practice needs a 4th ASAP. 30 miles [rom (800-238-7150)

DC, the Chesapeake Bay or the Potomac River (610-431-4092) fax

Basin in a very desirable, fast growing area with all e-mail (LawlorRetg@aol.com).

the necessary amenities. Contact Doug Page.
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Academy of PERMITNO, 14

OSteop athy CARMEL, INDIANA

3500 DePauw Boulevard
Suite 1080
Indianapolis, IN 46268-1136

ADDRESS SERVICE REQUESTED

Explore The Island of O’ahu

January 15-18, 1999 while attending the hands-on OMM training course ...

“An Introduction to Osteopathic ManipulativeTreatment”
sponsored by the American Academy of Osteopathy

Earn 20 Hours Category 1A CME

FULL Name Course Fees:
] Prior to: December 15, 1998
Street Address AAO Member: $575.00
City State Zip AAO Non-Member: $675.00
After:  December 15, 1998
Daytime Phone # AAO Membz:r: $9697S.00
Abwit thieCoae AAO Non-Member: $775.00
This course is appropriate for physicians (MD) who have had no prior training in
osteopathic manipulative treatment, as well as a refresher/review course for DOs. This is a Make check payable to:
detailed introductory course, and should have significant applicability to your practice. American Academy of Osteopathy or AAO
Mail to: 3500 DePauw Blvd., Suite 1080
Objective of Course Indianapolis, IN 46268-1136
Learn to diagnose and treat motion restriction of the somatic (body framework) system.| | OR
Fax to: (317) 879-0563
The Island of O’ahu “The gathering place” and use your MasterCard or VISA!Card #
While this diverse island is the happening heart of Hawaii, it also offers an
awesomely beautiful natural setting, a wealth of golden beaches and a dedication to Cardholder’s Name
hospitality and good times.
Advenrures on ’ahu can be as relaxing as basking in the sun or as rigorous as Date of Expiration
surfing, ourrigger canoe paddling, windsurfing, swimming, golfing, sailing, snorkeling
and diving, h_ﬁ(mg the hills and v&fa.terfa.l.l valleys, cycling, kayaking, running, fishing, Signature
harseback riding and beachcombing.
()’ahu landmarks include Pearl Harbor;
Bishop Museum, foremost cultural history Hotel Accommodations Required Deposit ($100)
institution of the Pacific; Hanauma Bay, a Turtle Bay Hilton Form of Payment
marine preserve in a sunken crater popular GolF & Tennis Resort chischk
with snorkelers; ‘Tolani Palace, former home Hil R s - :

i ; and Aloha Tower on the fiton Reservations — creditcard
of island royalty; an 1-800-HILTONS
Honolulu harborfront. i )

From tourist mementos to fine Turtle Bay Hilton Reservation FINAL PAYMENT DUE
Hawaiian handicrafts, Asian imports and 1-808-293-8811 DECEMBER 15, 1998
European boutiques. O’ahu is a shopper’s
dream. Tts multiculrural herirage as the Room Rate: $120.00
crossroads of the Pacific is reflected in its
wide variety of goods, festivals, points of - )
interests cuisine and activitics.






