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Musings from the Executive Director 

At the recent American Academy of Osteopathy 

Convocation, I was privileged to receive the AAO Academy 

Award for Service to Osteopathy by a non-physician. President 

Michael Rowane DO offered me the opportunity to say a few 

words and later, I was encouraged to share my thoughts with 

the membership of the Osteopathic Cranial Academy.   

Having watched the Motion Picture Academy Awards for 
many years (though not recently), I thought I would never say 
the words, “I’d like to thank the Academy for this Award.”  
Yet, I stand before you, appreciative for the honor, so, “I’d like 
to thank the Academy for this Award.” 

  Awards are a curious thing, an honor for doing your job, perhaps even doing it 
well. However, as an Executive Director, there is more to it than that, because one 
cannot do a job well without an appreciation for the work of the volunteers who 
entrust in you the management of their organization.  

  A little over 12 years ago, the Osteopathic Cranial Academy retained my services 
to manage their organization. It was a time of transitions in the OCA, today they call 
it a “disruption”. As the new disrupters came in to offer a different perspective on 
how to bring the OCA into the 21st century, they still had a respect and reverence 
for the work of their predecessors.  

  I came from a background of over 30 years of service to my college fraternity 
and retired as its Executive Director in 2004. The transition to Executive Director of 
the OCA was a natural one, since my background in association management 
prepared me for this position.  Like a fraternity with a mission, the OCA has a 
mission, “To teach, advocate and advance osteopathy, including osteopathy in 
the cranial field, as envisioned by Andrew Taylor Still and William Garner 
Sutherland. 

  Like a fraternity, the OCA has a developing history; it is not a static organization, 
but a vibrant society of dedicated professionals whose main purpose is to heal, 
using manipulation as a key factor in treatment.   

  The essence of this honor today is an approbation of the work of our members, 
and I stand before you as their representative, grateful for the honor but mindful of 
those who give me the opportunity to manage the dedicated professionals who are 
the members of the OCA. 

  One only needs to look at the list of previous recipients, many of whom I know 
and some who I have only heard about. Yet each in their own way offered a 
contribution to Osteopathy to be deserving of this award. To be in their company is 
truly the honor.  

  Thank you President Rowane, members of the Board of Directors and the Board 
of Trustees and allow me to leave you with one thought.  Since the OCA is the 
largest component group of the AAO, our members stand with you and your 
organization; to its programming; to its commitment to advance osteopathy; and to 
its continued well-being as donors to its future. Many of the Past Presidents of the 
AAO come from the OCA ranks as well. This partnership benefits not only each of 
our members, but osteopathy in its truest sense as envisioned by Dr. Still.  

  Soon the tides of change will bring a closer relationship with allopathic 
medicine, yet the need to “stay the course” and not be co-opted by the larger 
allopathic community is the challenge you will face in the very near future.  

Be strong in your belief in osteopathy; realize that change and growth are normal 
and valued. In the words of Dr. Still, “Let us not be governed today by what we did 
yesterday, nor tomorrow by what we do today, for day by day we must show 
progress. 

Again, thank you for this award. 

Sidney N. Dunn 
Executive Director 
March 22, 2018 
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President’s Message 

Dear Membership, 

It has been a very eventful time since my last report to you.  The OCA’s Executive 
Director, Immediate Past President and President met with our respective counter 
parts in the AAO during Convocation.  A concern was raised that there may be the 
possibility that the OCA’s current membership and course attendance policies may 
need to be reviewed for possible updating and revision.  As the OCA leadership is 
always willing to self-reflect and consider how we operate, your Board of Directors, at 

its March 24 meeting voted to have the Membership, Introductory Course, Credentials, and Bylaws 
Committees work together to review our current policies and bring recommendations to the Board for 
consideration at our September meeting.  I will keep you informed in my future CL reports. 

In light of recent events that have played out in the news media, the AOA reached out to Dr. Michael 
Rowane, AAO Past President, and requested assistance in writing a position paper on the osteopathic 
examination and treatment of the pelvis.  That paper was drafted and presented at a recent AOA House of 
Delegates meeting.  At this point that paper was returned to the AAO for further revision and clarification. 
Dr. Rowane is constituting a special Task Force to provide those revisions.  This is a critical current issue 
for our profession and a careful, thoughtful process is prudent to craft the perfectly balanced positon 
paper.  Though the pace may be frustrating for many, it is important that it be crafted properly with 
thorough vetting and input.  Once revised, the position paper will be resubmitted to the BOG for further 
consideration. 

Your Board and your committees continue to work on the Strategic Plan.  This is a continuous and 
ongoing task that is being performed by volunteers with at least one fulltime job.  Many of those 
volunteers have many other demands on their time and efforts, just as I imagine do you.  For that reason I 
would encourage you once again, to examine the OCA’s current Strategic Plan 
http://cranialacademy.org/wp-
content/uploads/2018/01/OCA_StrategicPlanningReport121517toClient.pdf.  As you do, please ask 
yourself, “what excites me?”  “What items in this plan do I want to see accomplished?”  “What goals would 
I be willing and interested in accomplishing for the advancement of the OCA and service to its 
membership?”  Since we are a volunteer organization, the work of the organization will only be 
accomplished by the people who are invested and committed.  We cannot assign tasks to volunteers.  We 
can only hope that members interested in seeing a particular goal achieved step up to volunteer and 
commit themselves.   If you see something in that strategic plan that does excite you, I want to further 
encourage you to register for our annual June conference “The Heart of Osteopathy,” come to the annual 
membership meeting and approach a member of the Board or a Committee Chair (I will identify them 
from the lectern).  Tell them what excites you and what you would like to see accomplished in the 
Strategic Plan.  I would like to help you get involved and motivated to be the force that keeps the OCA 
energized and moving forward.  Besides, to service nerds like me and your Board, it is a blast to serve the 
OCA membership. 

In closing, a reminder.  The OCA is working to bring us into the technological age.  As we continue to work 
on and improve the website (thank you Annette and your Website Committee), the OCA is moving toward 
an all-digital Membership Directory that will be available soon.   

Osteopathically, 

James W. Binkerd, DO 
President of the Osteopathic Cranial Academy 
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Committee Slates Nominees 
 
  Past President Dan Shadoan DO, chaired the Nominating 
Committee this year. His committee consisting of President-
Elect Thomas Moorcroft DO, Jose L. Camacho DO Eric J. 
Dolgin DO FCA and Mark E. Rosen DO FCA has submitted its 
slate of candidates for election to The Osteopathic Cranial 
Academy Board of Directors at the Annual Meeting in 
Norfolk, Virginia. 
 
  The Annual Meeting of The Osteopathic Cranial Academy 
for the purpose of electing Officers and Directors has been 
scheduled at 6:00 p.m., Friday, June 15, 2018, at the Hilton 
Norfolk The Main, Norfolk, Virginia. 
 
  In accordance with the bylaws, two Directors will be elected 
to serve three-year terms.  In accordance with the bylaws, 
A...All nominees shall be consulted as to their availability and 
willingness to serve before their names are placed in 
nomination, including those persons who may be nominated 
from the floor at a meeting of the members...it is 
recommended that such persons at the time of their election 
hold a Certificate of Proficiency.”  The officers and directors 
are responsible for the governance of The Osteopathic 
Cranial Academy and are committed to support the 
organization in the spirit of volunteerism.  
 
  Nominations also may be made from the floor provided the 
nominee has agreed to serve if elected. 
 
  According to the Bylaws the following voting members for 
elections include DOs, MDs, DDSs, Retired, Honorary Life 
Members and Life Members. 
 
Directors (Elect two for three-year terms) 
 

Theresa Cyr DO 
 
  Theresa A. Cyr, DO is a 2002 
graduate of Touro University 
College of Osteopathic 
Medicine in Vallejo, California.   
  In June, 2005, she completed 
an osteopathic family practice 
residency in Wichita, Kansas 

and is certified in family medicine and osteopathic 
manipulative treatment.   
  In July, 2005, she opened her private practice in San Diego, 
California.  The primary focus of her practice is cranial 
osteopathy, osteopathic manipulation, family medicine, and 
integrative medicine.   
  In addition to her work with her patients, Dr Cyr is a 
preceptor for osteopathic medical students from a myriad of 
medical schools – too many to list.  She is currently adjunct 
faculty for WUHS, TUCOM, TUCOM-NV and LECOM.   
  Dr Cyr has also been a lecturer and table trainer for a 
number of courses at the Osteopathic Center for Children in 
San Diego, working with Dr Viola Frymann and has been a 
table trainer for other courses held at the Center.  She has 

also been a table trainer for the basic cranial course at VCOM 
for its medical students.  Most recently, she became a 
certified table trainer for the Osteopathic Cranial Academy.   
  Dr Cyr is a very active osteopathic physician and is a 
member of the American Osteopathic Association, American 
Academy of Osteopathy, The Cranial Academy, American 
College of Osteopathic Family Physicians, Osteopathic 
Physicians and Surgeons of California, and the American 
Board of Integrative and Holistic Medicine.    
  Dr Cyr and her husband, Francois, live in Escondido, 
California.  They have two children and three grand-children.  
They enjoy living on their avocado farm and being in the 
outdoors.   
 

Andrew M. Goldman DO   
 
  After receiving a B.S. from Cornell 
University with major in nutritional 
biochemistry, Andrew Goldman 
graduated from the University of 
New England College of Osteopathic 
Medicine in 1989 where he was an 
undergraduate fellow in Anatomy 

and Osteopathic Principles and Practice under Boyd Buser, 
DO. During his first year at UNECOM he met James Jealous, 
DO and later, Anne Wales, DO, two of his lifelong mentors.  
  He completed a residency in family practice at Warren 
Hospital in Phillipsburg, NJ where he also served as chief 
resident during his senior year. He certified in Family 
Practice in 1992 and for Special Proficiency in Osteopathic 
Manipulative Medicine in 1994. He is a certified specialist in 
neuromuscular medicine and osteopathic manipulative 
medicine (NMM/OMM). 
  Dr. Goldman was one of the original members of A Still 
Sutherland Study Group with the now late Anne Wales, DO. 
The group was founded in 1986. He has been directing this 
group since 1995 and has directed ASSSG’s annual course in 
applying W. G. Sutherland’s approach to treatment since 
1996. For the past few years this course has been offered in 
Great Barrington in the Spring. He has also served on the 
board of the Sutherland Cranial Teaching Foundation (SCTF) 
since 1998 and recently became a board member of the 
Osteopathic Cranial Academy. He has taught numerous 
courses in Osteopathy in the Cranial Field with the SCTF and 
the Osteopathic Cranial Academy at all levels as well as 
Biobasics courses both as core faculty and course director 
since the mid 1990’s. He has also taught internationally in 
Great Britain, Belgium, Germany and New Zealand. He was 
awarded the Sutherland Memorial Lecture in 2010 which he 
presented at the Cranial Academy’s annual conference in 
Palm Springs, CA. 
  Dr. Goldman has practiced traditional Osteopathic diagnosis 
and treatment in a solo practice setting in Sharon, CT since 
1992. He has operated a second practice location in Great 
Barrington, MA since August, 2008. He’s married and has 
three children and a dog.
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Osteopathic Cranial Academy Annual Conference 2018 
 

Andrew Taylor Still wanted to know “what attributes of Life are located in the heart”. He referred to the heart as 
the “Fountain of Life”, from which the Rivers of Life flowed forth to “nourish the famishing fields” and to “import the 
attributes of life and knowledge”.   
 
Our question therefore is, what the “Heart of Osteopathy?” What attributes of Life lie at the center of Dr Still’s 
Osteopathic Science? What are the core principles of Osteopathy that inform our work and give it the coherence 
and the power to promote Healing? 
 
We will discover this by exploring the many dimensions of the heart. The course will start in a state of balanced 
awareness and unfold from there: the emergence of the embryologic heart and its fluid physiology; the 
establishment of it fascial incarnate form; culminating in the emergence of the oneness of the spiritual potency, 
which is the Love from which all of Life emerges and to which all must return for Healing.  
 
We hope that you will come and join us on this exciting journey to discover what principles of Natural Law are 
available to us at the Heart of Dr Still’s Science of Osteopathy. Perhaps, then, we will come closer to understanding 
that essential presence that Dr Still instructed us to search for in our patients, “Health”. 
 
We are excited to invite you to “Discover the Heart of Osteopathy” with us, June 14 -17, at this year’s OCA Annual 
Conference. Our goal is to offer the an opportunity to bring our attention back to the traditional Osteopathic 
Principles that are our foundation and to explore the multiple aspects of what the "Heart" means to an 
Osteopath. We have also endeavored to offer a broad range of voices from the Cranial Osteopathic community.  
 
Dr Still told us that it is the Heart, not the brain, which is the center of force and of the constructive intelligence and 
wisdom that both creates our human form and physiology and combines it all into one common being. One of my 
favorite quotes from Dr Still, when he admonished the Osteopath that: “To make the sick well is No Duty of the 

operator… but to adjust the part or whole of the system that the Rivers of Life may flow in and irrigate the 
famishing fields.”   
 
These principles are what lie at the Heart of his science. That is what we will be exploring in June.  
 
We will begin with the emergence of the embryologic Heart and all of its fluid physiology (Arterial, Venous, and 
Lymphatic), explore some of the new discoveries regarding its role as a Neuro-Endocrine Immune organ, and then 
explore the Loving Intelligence of the Tide, which is at its core... 
 
We will proceed to the establishment of its fascial incarnate form, including the mediastinal relationships, the 
Pericardium as the Dura of the chest, the Enteric Nervous System and the Heart-Brain Axis, and the fascial 
continuum with the Prevertebal fascias to the Cranial Base and Face. 
 
Finally, we will explore the oneness of its spiritual Potency, which is the Unconditional Love from which all of Life 
emerges and to which all must return for Healing. We end by grounding ourselves with an experience of the 
relationship of the Natural World to the Human Heart and Osteopathic Treatment.  

Together, the conference intends for this to be an experience that will nourish the mind, inform the senses, and 
warm the heart. An excellent faculty is committed to bringing that intention into reality.   
 
Please see the brochure for the other details. Additionally, if you plan your trip accordingly, Edgar Cayce's 
Association for Research and Enlightenment is just down the road in Virginia Beach! 
 
We look forward to seeing you in Norfolk, June 14-17 at the Hilton Norfolk, The Main. 
 
Osteopathically, 
Donald Hankinson Conference Director 
Thomas Moorcroft, Assistant Course Director 
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Fifty-two Complete the Introductory Course in Burlingame  
 

 
  Fifty-two participants, including 19 students, 5 DDS, 6 MDs,  
and 22 DOs, attended the Midwinter Introductory Course in 
Osteopathy in the Cranial Field, directed by Zina Pelkey DO 
FCA, at the Doubletree San Francisco Airport Hotel, 
Burlingame, California.  Daniel A. Shadoan DO served as 
Associate Director.  Hugh M. Ettlinger DO FAAO FCA, Maria T. 
Gentile DO, Matthew A. Gilmartin MD, R. Mitchell Hiserote 
DO, Annette Hulse DO, Paul S. Miller DO FCA, Hieu M. Nguyen 
DO, Mark E. Rosen DO FCA, Therese M. Scott DO, Margaret A. 
Sorrel DO FCA, Ilene M. Spector DO, Kay Weinshienk DO 

completed the faculty. Jackson Friedman DO, Edward C. 
Shadiack III DO and Cherie D. Tobin DO were Table Trainers 
in Training.  Participants rated the faculty and the program 
very highly. 

   Membership promotion by the faculty resulted in 24 
applications for membership in The Osteopathic Cranial 
Academy.  Attending the course were: Katya Adachi 
Serrano MD, Beatrice Akers, Trevine Albert DO, Harman 
Arora MD, Elizabeth Balyakina DO, Kristen Brusky DO, 
Holly Cauthron DO, Thomas Cawood DO, Martha Cortes 
DDS, Jacob Cukierski DO, Scott Cuthbert, Pam deWilde, 
Danielle Dukes, AJ Eckert DO, Christopher Edwards DO, 
Rogerio Faillace MD, Ryan Flaherty, Frank Goodman, 
Saundra Holseth DO, Erin Hoppin Lee, Jennifer L. Horne 
DO, Dana L. Jackson DO, David Joyce DO, Olympia A. 
Kabobel DO, Robert W. Kawa DO, Petia A. Kremen MD, 
Jennifer Leavy, Vivian Levy DO, Yanting Liao DO, Sangjin 
Lim DO, Aubyn Loriaux DDS, Evy Munro, Benjamin 
O'Brien DO, Emily Patterson, Jacob Pearson, Michael 
Purcell DO, Nicole Rausch DO, Cassandra Rodrigues DO, 
Max Schaefer, Andrea J. Seiffertt DO, Daniel J. 
Sengenberger DO, Na Young Song DO, Harold R. Stewart 
DDS, Sarah Stuart, Patricia Tu, Daniel Weiss MD, Miriam F. 
Weiss MD, Melanie White, Amanda Wolf, Aaron Yearsley, 
Svetlana Yesin DDS. Next February’s course will be held in 
central United States February 16-20, 2019. 

 

The Mesoderm: Embryology, Anatomy, Organization and 
Function Course 

 
  “The Mesoderm: Embryology, Anatomy, Organization and 
Function Course” was offered by The Osteopathic Cranial Academy 
February 16-18, 2018 at the Doubletree San Francisco 
Airport Hotel, Burlingame, California with Eliott A. Blackman 
DO FCA as Course Director.  Daniel A. Shadoan DO served as 
Associate Director.   Lawrence M. Barnard DO, Eric J. Dolgin 
DO FCA, Matthew A. Gilmartin MD, Tudor C. Marinescu MD 
PHD, Alistair C. Moresi DO B APP SC, and Mark E. Rosen DO 
FCA rounded out the faculty. 
  The Mesoderm Course, continued to work with formative 
forces and functions.  Dr. Blackman reviewed the midline 
development and the expression of the notochord in its 

formative function of developing midline structures: the gut 
tube, neural tube and caudal eminence.  Then the transition to 

the aorta as the primary  
midline organizing force was explored as it contributes to the 

development of neural crest tissue and mesodermal 
structures (kidney, adrenal, spleen) and functions. This lead to the relationship between the sympathetic nervous system and 
the vasculature. 

  The heart and great vessels became a focus of inquiry. Embryology revealed the why and how of this system’s manifestation. 
Palpation revealed functions of the blood and vessels, which opens into insights about this system. “The rule of the artery” is 

self-evident, however this course helped participants to understand the system in a new way and how to more effectively 
work with these structures and their functions. 
  Finally, a review the extremities and how they develop. Palpation and lab was at least 14 hours of the time with the purpose 

of developing skills to apply in participant’s practices.  
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2018 Annual Conference 
“Discovering The Heart of Osteopathy” 

Norfolk, Virginia 
June 14-17, 2018 

 

Thursday, June 14 
2:00 p.m. Registration 
3:45 p.m. Welcome 
 Donald V. Hankinson DO and  
 Thomas A. Moorcroft DO 
4:00 p.m. The Heart of Osteopathy (Lecture) 
 Donald V. Hankinson DO 
4:30 p.m. The Heart and the Hand (Lecture) 
 Anthony G. Chila DO FAAO FCA 
5:15 p.m. The Central Field (Lab) 
 Anthony G. Chila DO FAAO FCA 
6:00 p.m. Treatment of All Participants 
 Donald V. Hankinson DO 
6:00 p.m. Student Lab 
7:00 p.m. Adjourn 

 
Friday, June 15 

9:00 a.m. The Heart and its Fluid Dynamics (Lecture) 
 Mark Schuenke PhD 
9:45 a.m. Birth of the Heart (Lecture) 
 Andrew M. Goldman DO FCA 
10:15 a.m. Birth of the Heart (Lab) 
 Andrew M. Goldman DO FCA 
11:00 a.m. Discussion in Small Groups 
11:15 a.m. The Heart’s Living Form and Function in 

Osteopathic Practice (Lecture) 
 Ilene M. Spector DO FCA 
11:45 a.m. The Electromagnetic Dynamo (Lab) 
 Ilene M. Spector DO FCA 
12:45 p.m. Lunch  
2:15 p.m. The Heart as a Neuro-Endocrine Immune  
 Organ (Lecture) 
 Hugh M. Ettlinger DO FAAO FCA 
3:00 p.m. The Heart as a Neuro-Endocrine Immune  
 Organ (Lab) 
 Hugh M. Ettlinger DO FAAO FCA  
4:00 p.m. Discussion in Small Groups 
4:15 p.m. The Fountain of Life (Lecture) 
 Michael P. Burruano DO FCA 
5:00 p.m. The Fountain of Life (Lab) 
 Michael P. Burruano DO FCA 
6:00 p.m. Adjourn 
6:00 p.m. Annual Membership Meeting 

 
Saturday, June 16 

9:00 a.m. The Heart’s Fascial Home (Lecture) 
 Mark Schuenke PhD 
9:45 a.m. The Pericardium: Dura of the Chest 

(Lecture) 
 Daniel A. Shadoan DO 
10:30 a.m. Discussion in Small Groups

10:45 a.m. The Pericardium: Dura of the Chest 
 (Lab) 
 Daniel A. Shadoan DO  
11:45 a.m. Course Updates 
 Continuing Studies Committee 
12:00 p.m. Lunch  
1:30 p.m. Sutherland Memorial Lecture 
 Mark E. Rosen DO FCA 
2:30 p.m. The Powers of the Diaphragm (Lecture) 
 Andrew M. Goldman DO FCA 
3:00 p.m. The Powers of the Diaphragm (Lab) 
 E. Sarah Saxton DO 
4:00 p.m. Discussion in Small Groups 
4:15 p.m. Continuity of the Visceral Fascial  
 And the Heart Brain Axis (Lecture) 
 Thomas A. Moorcroft DO 
4:45 p.m. Continuity of the Visceral Fascial  
 And the Heart Brain Axis (Lab) 
 Thomas A. Moorcroft DO 
5:45 p.m. Adjourn 
7:00 p.m. Reception 
7:30 p.m. Banquet 
 

Sunday, June 17 
9:00 a.m. Unconditional Love – Higher  

Vibrational Frequency of Love (Lecture) 
 Paula L. Eschtruth DO FCA 
9:30 a.m. Unconditional Love – Higher  

Vibrational Frequency of Love (Lab) 
 Paula L. Eschtruth DO FCA 
10:30 a.m. Love, Kindness and Presence with the 
 Suffering Patient (Lecture) 
 Ilene M. Spector DO 
FCA  
11:00 a.m. Discussion in Small Groups 
11:15 a.m. Observing the Heart’s Light (Lab) 
 Maria T. Gentile DO 
12:00 p.m. The Universal Heart (Lecture) 
 Kim Tripp DO 
12:30 p.m. The Universal Heart (Lab) 
 Kim Tripp DO 
1:15 p.m. Adjourn 

Conference Location 
Hilton Norfolk The Main 

100 E. Main St. 
Norfolk, VA 23510 

(757) 763-6200 
$149.00/plus tax per night 

Rooms will be available until May 15, 2018 or until the 
block is sold whichever occurs first. After May 15, 2018, 
reservation requests will be confirmed on a space available 
basis.  

As a courtesy to others: 
Please NO CHILDREN OR PETS in the lecture hall 
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2018 Annual Conference Registration Form 
Prerequisite: Successful completion of an approved 40-hour Introductory Course in Osteopathy in the Cranial Field 

 
The OCA has requested that the AOA Council on Continuing Medical Education approve this program for 22.25 hours of AOA 

Category 1-A CME credits. Approval is currently pending.  Specialty Board hours to be determined. 

 
Name (Print)                
 

Address                
 

City, State, Zip    Phone:      
 

AOA#   Osteopathic College   Year of Graduation     
 

Date and place of cranial course taken            
 
Registration fee includes 22.25 Category 1-A AOA (anticipated), two lunches and Recognition Banquet.  
Circle appropriate fees. 
 

OCA Member (Postmarked on or before June 1, 2018) ............................................................................................. $850.00 
OCA Member (Postmarked after June 1, 2018) ............................................................................................................ $950.00 
OCA Member One Day Registration Fee ........................................................................................................................... $400.00 
OCA Nonmember One Day Registration Fee .................................................................................................................. $450.00 
OCA International Member (Postmarked on or before June 1, 2018) ................................................................. $700.00 
Resident ......................................................................................................................................................................................... $400.00 
DO Student (Includes lectures, labs and lunches only) ............................................................................................  $250.00 
Retired Members ....................................................................................................................................................................... $400.00 
Qualified Nonmember .......................................................................................................................................................... $1,000.00 

 
EXTRA Friday luncheon ticket for guest (Before June 1, 2018) ............................................................................... $45.00 
EXTRA Saturday luncheon ticket for guest (Before June 1, 2018) .......................................................................... $45.00 
EXTRA luncheon tickets for guests (After June 1, 2018) ............................................................................................. $50.00 
EXTRA Saturday Recognition Banquet ticket for guest (Before June 1, 2018) .................................................. $75.00 
EXTRA Saturday Recognition Banquet ticket for guest (After June 1, 2018) ..................................................... $80.00 
Voluntary contribution to The Cranial Academy Foundation................................................................................ $_____.00 
Total…………………………………………………………………………………………………………………. $   
 
Banquet menu preference (Check one):   Fish   Beef   Vegetarian 
 
Conference Manual:   Paper Manual   or  PDF Manual  or  Both ($10 additional) 
 

Paid by: Check   MasterCard/VISA/American Express#   Exp. Date    
 
Security Code:     Signature:            
 

All cancellations must be received in writing and are subject to an administrative fee of 15% of the total registration fee if received 
on or before June 1, 2018. Refunds will not be made for cancellations received after June 1, 2018, or for failure to attend. Meal 
tickets included with the registration fee are not refundable. There is no discount for persons not wishing to attend food functions. 
No personal taping is permitted. The Osteopathic Cranial Academy teaches the application of cranial osteopathic concepts to MDs, 
DOs and DDSs. It is the responsibility of ALL participants to use the information provided within the scope of their professional 
license. 

The Osteopathic Cranial Academy 
3535 E. 96th St. #101    Indianapolis, IN 46240 

Phone: (317) 581-0411    FAX: (317) 580-9299 
E-mail: info@cranialacademy.org 

 
You may also register online at www.cranialacademy.org 
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June Introductory Course in Osteopathy in the Cranial Field 
June 9-13, 2018 

Course Director: Richard F. Smith DO 
Associate Director: Zina Pelkey DO FCA 

Hilton Norfolk “The Main” 
Norfolk, Virginia 

The OCA has requested that the AOA Council on Continuing Medical Education approve this program for 40 hours of AOA 
Category 1-A CME credits. Approval is currently pending.  Specialty Board hours to be determined. 

 
Faculty: 
Matthew A. Gilmartin MD    
Dennis A. Burke DO 
Jose L. Camacho DO   C-FP 
Eric J. Dolgin DO FCA  

Shawn M. Higgins DO C-NMM/OMM 
Michael J. Porvaznik DO FCA  
Duncan Soule MD 60 

 

Prerequisite for Enrollment: Please refer to our website for the prerequisites for this course at: 
www.cranialacademy.org/curriculum.html 

Registration Form 
Name (Print)            AOA #      
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Lymphatics 
R. Paul Lee, DO, FAAO, FCA 
 

The lymphatics are closely and universally connected  

with the spinal cord and all other nerves,  

and all drink from the waters of the brain.  

--AT Still, Philosophy and Mechanical Principles of 

Osteopathy, 66. 
 

I had an amazing palpatory experience the other day that I 
want to share with you.   
 
A 40 year-old woman that I had seen for a decade off and 
on for multiple sclerosis came back with an acute 
exacerbation.  Usually, she responded to treatment and 
went about her business for months before she would 
need to have another treatment for headaches or other 
complaints that seemed to be rather easily remedied with 
OMT.   
 
Over the years I had learned to palpate some of her MS 
lesions that were visible on MRI.  They appeared in my 
palpatory gaze as small islands of limitations of normal 
fluidity within the brain substance or spinal cord.  
Although my experience with palpating her lesions was 
inconsistent, there was always one lesion that I could 
identify in the cord at about the 7th thoracic vertebra.  I 
came to know how her multiple sclerosis lesions felt 
because I had a “standardized reference” from visit to visit 
at T-7.  The lesion felt like a firm, foreign object, disc-
shaped with the flat surface orthogonal to the vertical axis 
of the cord and lying to the left of center in the dorsal cord, 
but moving in harmony with the breathing cord. 
 
On this day, she was nearly unable to ambulate because 
she was so bent over from pain in her chest that also 
inhibited her breathing.  She displayed a lesion at T-7 that 
to my palpation was now immobile, separating the left side 
of the cord into two segments, one above and the other 
below the lesion, both segments out of synch with each 
other with regard to primary respiration.  The dimension 
of the lesion was larger in both thickness and 
circumference than before.  I concluded her pain was 
derived from this lesion, because of its location in the 
inferior sternum at the level of the seventh spinal nerve.   
 
My first thought was to work with the glymphatic system 
that had recently been discovered and that I had recently 
learned about.  I thought if I could make the lesion more 
fluid-like, it might be softened or reduced in size by the 
glymphatic mechanism that serves the CNS as its 
lymphatic system and clears it of solutes.  The glymphatics 
rely on “convective bulk fluid flow” according to the 
literature.1  I thought, “The authors of these articles are 
puzzled by the origin of bulk flow they are witnessing in 
the brain substance.  Since I know something about a bulk 

flow and can work with it directly, perhaps I can enhance 
the glymphatics.”   
 
Of course, cranial manipulation works with “convective 
bulk fluid flow,” to use their words.  Sutherland called this 
the fluctuation of the cerebrospinal fluid or the “tide.”  I 
hoped it would soften lesions from MS that result from 
demyelination.   
 
The next thought that came to me as I palpated her 
mechanism from her head was the radicular artery of 
Adamkiewicz since it is located at T-7 in most people.  I 
used my old trustworthy tool, querying the body’s primary 
respiratory mechanism.  The PRM stopped when I silently 
said: “The radicular artery of Adamkiewicz is functioning 
poorly.”  The reverse statement, “The radicular artery of 
Adamkiewicz is functioning normally” produced a healthy 
fluctuation, a “Yes.”  I asked about the azygous and hemi-
azygous veins that are also located in this region; also 
about any artery or vein and received a “No” – a cessation 
of the PRM. 
 
Surprised by this information, I went to the next level of 
questioning: “The lesion comes from arachnoid adhesions 
obstructing the flow of cerebrospinal fluid.”  Obtaining a 
“No” to this statement, I posed the reverse statement for 
confirmation. The response was “Positive.”   
 
Having not discovered the cause of the lesion by asking 
about two fluids, blood and CSF, I wondered what 
congestion I was feeling anterior to the lesion in the cord. I 
said to myself, “Am I feeling the lymphatics?”  I 
immediately received an affirmative response from the 
fluctuation of fluid.  What I was feeling was congested and 
engorged lymph nodes in the region of the lesion in the 
cord.  As I continued to observe, three nodes began to be 
defined by palpating a lack of localized motility. 
 
Suddenly, I remembered what Frank Willard, PhD said in 
his lecture about the lymphatics at the last AAO 
Convocation.  He proclaimed something that really 
surprised me: the lymph node directly returns 35% of the 
afferent lymph fluid into the venous drainage through the 
high endothelial venules within the deep cortex of the 
node.2  Dr. Willard stated that collectively the lymph nodes 
return more lymph back to the venous system than the 
thoracic duct and lymphatic duct, both of which empty 
their contents into the left and right subclavian veins, 
respectively.   
 
Then, my mind went to Dr. Still’s declaration about the 
lymphatics being closely connected to the spinal cord and 
all the nerves, “and all drink from the waters of the brain.”3   

 Scientific Section 
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Here’s where the palpatory experience comes in.  I felt the 
congested lymph nodes (it felt like three of them) and 
intended that they should be more fluidic.  Soon they 
began to change in size and character, indeed, becoming 
more fluid like.  As they did so, the spinal lesion 

simultaneously diminished in density and size.  Given a few 
minutes, the lesion actually disappeared leaving behind 
fluid that continued to divide the spinal cord where the 
lesion had been.   
 
My intention now changed to integrate the function of the 
two segments of the cord into one.  Soon, I felt the cord 
breathing as a unit without any separation where the 
lesion had been. 
 
In the process of all of this, holding the nodes, the CSF and 
arteries in my awareness, I noticed the breathing of the 
cord and the fluctuation of the CSF were harmonious with 
the arterial fluctuations (Traube-Hering waves)4, 5 at the 
usual rate of primary respiration (6-10 times per minute), 
but the fluctuation of the fluid in the lymphatics and veins 
was slower, at a rate consistent with the long tide (Mayer 
waves,6 1-2 times per minute).  These waves have been 
reported in the literature.7, 8 
 
I said to the patient that she should come back next week 
for follow up.  I expectantly waited for her next 
appointment to see what had transpired.  When she 
walked in she said she was back to work and felt some 
pain but at a level that was manageable with gabapentin.  
She was able to sleep better and was thinking about her 
next project at work, whereas at her last visit she was 
contemplating what she was going to do with the rest of 
her life, feeling unable to work at all. 
 
When I examined her, the lesion was evident but at half the 
density and size at her last visit and was pliable.  
Importantly, the whole cord was breathing in synchrony 
with PRM.  The lesion responded more readily than the 
last treatment and resolved again.   
 
Then, my attention went to the whole lymphatic system.  
Now I knew what the chain of nodes in front of the aorta 
felt like having experienced their position and consistency 
at her last visit.  I could follow them up the chain to the 
thoracic nodes and down to the iliac nodes.  I could even 
follow them to the cervical nodes and on into the skull to 
the dural lymph channels.9  These lymph channels are 
found adjacent to the venous sinuses and drain into the 
deep cervical lymph nodes.  I felt a decongestion of the 
lymph channels in the dura of the tent and falx.  This whole 
chain of nodes and channels drained in sequence and I was 
privy to it, observing all of this from the head. 
 
What came to my mind was that my palpatory experience 
showed me that congested lymphatics were responsible 
for poor drainage of the parenchyma of the CNS and the 
formation of the lesion within the substance of the cord.  
Once the lymphatics decongested the lesion immediately 
responded becoming more pliable and less injurious.  I 

thought, “What is the histology of this mechanism?”  A 
recent article helped answer this question.10  
 
I also found two separate reviews of the glymphatic 
system.11, 12  In their reviews, we learn that the external 
surface of the parenchyma of the central nervous system is 
lined with end feet of astrocytes.  As the arteriole 
penetrates the brain surface from the subarachnoid space, 
pia mater remains as a coating of the vessel.  It forms the 
interior of the paravascular space while the astrocyte end 
feet lining the brain surface form the exterior wall.  
Together, the pia and astrocyte end feet form the blood-
brain barrier.  As an extension of the subarachnoid space 
the paravascular space is filled with CSF.  The astrocyte 
end feet contain aquaporin channels that regulate the flow 
of water into the brain from the paravascular space.   
 
As the arteriole narrows and becomes a capillary the pia 
and muscular layers of the arteriole are abolished allowing 
the interstitial fluid (ISF) from the brain parenchyma to 
mix with the CSF from the subarachnoid space.  Capillary 
permeability permits the exchange of the CSF into the 
brain parenchyma where it serves its “glymphatic 
clearing” function. Once the fluid enters the parenchyma, it 
clears the brain of debris by convective bulk fluid flow and 
drains into the paravascular space surrounding the veins 
where it eventually ends up in the deep (retropharyngeal) 
cervical lymph nodes.  If we consider the spinal cord, the 
same function exists with the glymphatic fluid draining 
into the nodes near the spine. 
 
The major lesson for me in all of this is that lymph nodes 
are responsible for receiving the clearing fluids that drain 
the central nervous system by bulk fluid flow.13  This bulk 
fluid flow is a mystery to the physiologists who are not 
ready to accept Sutherland’s hypothesis that bulk fluid 
flow is generated by the breath of life.  If they can’t 
measure it they will not advocate for it.  The breath of life 
is not measurable; bulk fluid flow is.  What is the 
mechanism of this interface?  Spirit influences the physical 
movement of water and transmits information via the 
water that is critical for health.  
 
References 
1 Abbott NJ. Evidence for bulk flow of brain interstitial 
fluid: Significance for physiology and pathology. 
Neurochem Int. 2004;45:545–552. 
2 Pawlina, Histology, A Text and Atlas, 7th ed, Wolters 
Kluwer, 2016, p. 463.   
3 Still, Philosophy and Mechanical Principles of Osteopathy, 
p 66. 
4 Traube (1865) Uber periodische Thatigkeits-
Aeusserungen des vasomotorischen und Hemmungs-
Nervenzentrums, Cbl Med Wiss, 56:881-885. 
5 Hering (1869) Uber Athembewegungen des 
GefaBsystems, Sitz Ber Akad Wiss Wien Mathe-Naturwis Kl 

Anat, 60:829-856. 
6 Mayer (1869) Uber spontane Blutdruckugenkschwan, 
Sitz Ber Akad Wiss Wien Mathe-Nuturwiss Kl Anat, 60:829-
856. 

The Cranial Letter, May 2018, Volume 71, Number 2 11



 

 

7 Jenkins, Campbell, White (1971) Modulation resembling 
Traube-Hering waves recorded in the human brain  Europ 

Neurol 5:1-6. 
8 Vern et al (1997) Interhemispheric synchrony of slow 
oscillations of cortical blood volume and cytochrome aa3 
redox state in unanesthetized rabbits  Brain Res, 775:233-
239. 
9 Louveau et al Structural and functional features of central 
nervous system lymphatics  Nature. 2015 Jul 16; 
523(7560): 337–341. 
10 Koh, Zakharov, Johnston, Integration of the 
subarachnoid space and lymphatics: Is it time to 

embrace a new concept of cerebrospinal fluid absorption? 
Cerebrospinal Fluid Res. 2005; 2:6. 
11 Jessen N. A., et al (2015). The glymphatic system: a 
beginner’s guide. Neurochem. Res. 40, 2583–2599. 
12 Iliff et al, A pravascular pathway facilitates CSF flow 
through the brain parenchyma and the clearance of 

interstitial solutes, including amyloid β, Sci Transl Med. 
2012 Aug 15; 4(147). 
13 Miyajima and Arai Evaluation of the Production and 
Absorption of Cerebrospinal Fluid Neurol Med Chir 
(Tokyo). 2015 Aug; 55(8): 647–656. 

An Osteopathic Approach to Ophthalmic and Optometric 
Disorders: Part 8 
Anthony Capobianco, DO 
 

Upon history taking of Patient 48, a 55-year-old female RN, 
concerns of possible Multiple Sclerosis (MS) surfaced 
because of having the recent onset of vague, wandering, 
episodic neuralgic sensations, including a hard - to - 
describe, abnormal left periorbital sensation. A left 
thoracic spine/rib/rhomboid dysfunction also preceded 
onset of the eye sensation. The OD globe, with hard contact 
lens left in place, was found to be medial superior CCW, 
while the orbit and membrane were also CCW. The 
projection was medial inferior with the Periorbita (bulbar 
fascia) restricted at 4 and 8 o’clock. Intraoral OMT 
addressed the ipsilateral zygoma, palatine, maxilla, SPG, 
frontosphenoidal suture and great/lesser wing 
intraosseous strains.  Lastly an occipital CV4 followed, due 
to the regional cranial and systemic nature of the 
symptoms, and for reasons discussed in preceding articles 
in this series. Also, recall the nutritive effects of CSF on all 
tissues including the perineural channels it traverses, for 
the good of the entire body. “With that consideration we 
can go back to Dr. Sutherland’s statement: ‘Regardless of 
the problem, if you do not know what else to do, apply 
compression of the fourth ventricle.’“217 (For all 
osteopathic findings, unless otherwise specified, the 
technique approaches herein involved directly engaging 
restrictive barriers, the rationale and specifics having been 
described in earlier parts of this series of articles, as well.) 
Hypothyroid treatment with whole desiccated thyroid was 
reinstated. Seen four days later, she stated her left eye felt 
60% better. In addition to addressing left thoracic 
lesioning, her OS globe was now medial CW, orbit CCW and 
the (suspensory) membrane CW. The orbital projection 
was medial superior while the periorbita was restricted at 
2 and 12 o’clock. The visually relevant intraoral OMT, as 
per prior case studies, followed. At three days following 
this, and improving, her OS globe was now CW while the 
orbit and membrane were CCW, projection medial 
superior, and the periorbita was restricted at 3 and 12 
o’clock.  Intraorally accessed structures were addressed 
also, in addition to cervical, thoracic and pelvic regions. 
Around two weeks later her eye pain was 90% improved. 
Her OS globe was now CCW, membrane and orbit CW, and 

the periorbita was restricted at 1 and 2 o’clock. The 
intraoral OMT followed. At the next visit around a week 
later, she reported total relief of left eye pain.  She also 
reported that a neurological consultation with cervical and 
brain MRI performed in the interim proved negative for 
MS. Her ongoing left rib, cervical and thoracic symptoms, 
improving as well, were addressed with OMT. Total relief 
of the symptoms followed and she has remained 
asymptomatic for over two years now. 
 
After her smart – phone camera slipped, Patient 49 
(previously Patient 21), a 56 - year - old bookkeeper, 
inadvertently looked at an eclipsed sun with her naked 
eyes. She presented the next day, with left greater than 
right frontal area and eye burning pain and visual 
blurriness, and bilateral eye globe redness. Both eyes 
appeared erythematous. This was in spite of a dose of 
homeopathic Phosphorus 200C via phone consult the day 
of the visit before arriving. After the diagnosis of bilateral 
photokeratitis was made, local osteopathic evaluation and 
OMT were performed on the more painful eye (with the 
aim of reflexively influencing the other eye).  Regional 
techniques to encompass the other eye also followed. (Can 
include craniocervical, cranial base and vault area, the 
region adjacent to the facial globe and orbit, which is 
referred to as local treatment in these writings.) Her 
bilateral palpatory scan revealed the left globe was 
protruded with a decrease in CRI, confirming and 
prompting attention to the left eye, in light of time 
constraints. The OS globe was lateral inferior CCW, orbit 
CCW, membrane CW, projection superior lateral anterior, 
and the periorbita restricted at 3 and 4 o’clock. OMT for 
the ethmoid and intraoral visual – related accessible 
structures was next. After this, she reported her symptoms 
already improved. An abbreviated VST and occipital CV4, 
followed by a frontal lift and spread, were performed 
because of the patient’s concerns from the then reported 
continuing frontal pain. Sunglass use was advised. Patient 
concerns over losing vision, a common fear for all eye 
symptoms which prompts more immediate medical 
attention, also prompted her to return two days later. After 
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driving home approximately a half hour, she had increased 
symptoms so the homeopathic phosphorus PRN 
prescription was reinstated now every ten minutes; 
however, needed less often the next day because of 
improvement.  
 
The next visit, she stated she was now 90 percent better. 
Her OU scan was again localized to the OS with a decreased 
Potency ROM however the sensation of the globe was now 
retruded. The OS globe was now inferior lateral CW, orbit 
and membrane CCW, projection lateral superior, and the 
periorbita restricted at the 2 and 8 o’clock positions. OMT 
for the ethmoid, intraoral structures, abbreviated VST and 
occipital CV4, as above, followed. Again, following this, a 
frontal lift and spread was performed, due to the reported 
residual frontal headache present. Following this visit, the 
patient discontinued the homeopathic Phosphorus. 
Besides a fleeting occasional pain that night, two to three 
hours after the OMT she was completely improved and has 
remained so since, for over a year as of this writing. 
 
OMT to improve eye health and visual function is not new. 
The founder, A.T. Still, MD, and his pupil William G. 
Sutherland, DO, reported results with osteopathic means 
long ago. 218, 219  The results of applying the principles of 
OCF are evidence that “light entering the CNS through the 
eyes or altering the light energy by means of a lens can 
make profound changes in the physiology of the whole 
body.”220 The ocular relationship to pineal function has 
been mentioned previously.   
 
Many years ago, in the late 1980’s, Joseph Field, DO, made 
a keen observation validating Drs. Still and Sutherland. 
Over a short period of time he noted that a number of his 
patients who had had recent exacerbations of their chronic 
illnesses, were also just prescribed new eyeglasses. He 
began cranial sensing while having patients look out a 
window through their glasses, and detected associated 
strain patterns. When the glasses were removed, and eyes 
closed, he observed the optically induced lesioning to 
cease. When the patients began wearing the appropriate 
lens for their craniosacral mechanisms, their health 
improved. They also improved in their visual acuity, which 
was reflective of changes in their lens prescriptions, 
usually reductions, as measured by this technique. After 
prescribing lenses to several myopic patients, subsequent 
improvements without formal osteopathic manipulative 
treatments were observed by them.221 
 
Historically, it should also be noted that the functional, 
developmental optometrist interfacing with the traditional 
osteopathic community from the start, was James Mancini, 
OD. He was  introduced to traditional osteopathy including 
OCF first hand by Dr. James Jealous prior to these events. 
Dr. Mancini, trained exclusively in palpitory diagnosis of 
the cranial mechanism from a Sutherland Cranial Teaching 
Foundation (SCTF) basic course, had worked closely and 
clinically with Dr. Field in developing this optometric 
cranial approach.222  
 

Screening of existing ocular prescriptions, and even for the 
need for such, can be readily performed in a patient old 
enough to follow simple directions (i.e. usually beginning 
around six or seven years old). The effects of strain 
patterns, restriction(s) and/or alteration(s) from normal 
in any aspect of any of the six phenomena “(“the sixth 
being the palpable Potency or motive energy driving the, 
and emanating from, the PRM”)”223, 224 that act upon or 
originate in any of the many structures of the visual 
system, can be detected with cranial palpation. This can be 
performed by the traditional osteopath or OCF 
diagnostically competent optometrist and offers vital 
insight into the patient’s refractive status,225 and 
reciprocally, a way to help balance the whole body 
dynamic. The corollary to this could even be extended to 
the freedom of ease and range of motion for the eyes, in 
terms of REM sleep and dream states. An innate 
osteopathically therapeutic function of the REM state has 
been presented elsewhere.226 It is interesting that all the 
cases presented in this article series reveal strain, 
probably inevitably, affecting EOM ROM, and that 
according to the Center for Disease Control, insufficient 
sleep is a public health epidemic.227  
 
One can apply osteopathic - based optometric corrections 
measured in diopters (D), in increments of even a quarter, 
the application of prisms or nasal visual occluding of 
glasses for instance, titrated to palpitory cues, unheard of 
in conventional optometry. These can provide dramatic 
cranial treatment, ultimately for the entire body, beyond 
visual acuity and can also ultimately partially or 
completely balance and heal the visual system.  With this 
in mind, it is clinically relevant that if a patient case fails to 
progress, one might consider screening existing 
optometric prescriptions to determine if an impediment to 
cure might lie in an incorrect conventional optic 
prescription. Without the precision that osteopathic 
palpation can offer to fine tune or titrate the prescription, 
ordinary optometrists commonly over - correct or select 
too severe the increment as measured in D’s.  Said 
differently, “Many times the optician accepts more error 
than the patient can tolerate.”228  This writer recalls the 
disabling disequilibrium and accompanying disorientation 
from a conventional optic prescription many years prior to 
osteopathic optometry. Consulting the craniosacral 
mechanism with osteopathic diagnosis can “directly guide 
the practitioner to the appropriate lens prescription.”229 
The ideal is for one to utilize the ordinary tools (ex. 
phoropter) a refractor for an acuity differential that 
optometrists have at their disposal. Albeit potentially less 
objective, excellent results have been obtained without 
one and solely with skilled hands amongst the osteopathic 
profession.  
 
After a differential of possibilities is made, consultation of 
the craniosacral mechanism is undertaken with both 
operators’ hands receptively contacting the vault, parietals 
and upper temporals, from behind the seated patient. Next, 
the seated patient has the eyes closed, and then open, far 
distance (more than 20 feet230) and near (reading lines on 
palm of patient’s hand held before face), without and with 
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the existing lens.231 Dr. Jealous primarily emphasized the 
presence of membranous tension, in relation to the tension 
observed with the patient’s eyes closed, rather than solely 
a decrease in symmetry and/or CRI amplitude to prompt 
further evaluation with palpation of the cranial 
membranes with existing glasses or by applying lens or 
both. The goal is “to achieve the most relaxation and 
greatest freedom of movement of the membranes.” This, 
he stated, yields an objective impression of “the effect of 
vision in the whole body system…and how lens can change 
that system…”232 The properties of the lens can be used to 
reduce strain in the cranial mechanism, again, when 
comparing it to the cranial mechanism with the eyes 
closed as a baseline. “Trying to achieve the most symmetry 
or greatest amplitude, instead of the above, usually will 
induce strain.”233 This makes sense when one considers 
that the amplitude and symmetry of the potency can 
reflect a compensation mechanism for 
membranous/ligamentous/fascial strain.234  For these 
reasons, if assessing the response of the CRI for the 
influence of the lens on the cranial mechanism, consider 
placing primary emphasis on the motion, or restriction of 
motion of the cranial membranes, in the evaluation.  
 
Dr. Jealous affirmed that osteopathically prescribed the 
lens have been observed to correct the craniosacral 
mechanism, in whole or part, yielding relief of visual, 
ophthalmic and distant, and/or total, body 
dysfunction.235  According to him, clinical indications for 
osteopathic optometrics include common headaches, 
migraines, glaucoma, uveitis, retinitis, retinal detachment, 
optic neuritis, optic neuritis of MS, cataracts, macular 
degeneration, chronic fatigue syndrome, presbyopia (all 
ages), myopia, hyperopia, and learning disorders including 
dyslexia. He stated that astigmatism, treatable (as this 
author, “Patient 33,” experienced), represented an 
asymmetry in the globe, lens or cornea and was caused by 
membranous strain.236 Elsewhere it has been stated that 
astigmatism “denotes a defective curvature of the 
refractive surface of the eye, possibly resulting from 
pressures or tensions which might be relieved by the 
normalization of the orbital structure. The extrinsic 
muscles of the eyes are closely associated with the 
sphenoid, frontal and maxillary bones, either through their 
origins or fascial bands. It has been found that conditions 
such as astigmatism, myopia, hyperopia and heterophoria 
(eyes not looking in exactly the same direction at the same 
time) may be influenced by lesion correction of these or 
associated cranial bones, thus relieving the pressure or 
tension.”237  This writer recommends that the 
comprehensive visual system sequential approach 
presented in this series for ophthalmic disorders be 
essentially the same for optometric ones. The sequence of 
techniques provides an effective foundation or are 
sufficient in and of themselves. A relevant case of parietal 
trauma in an adult woman treated with OCF and followed 
optometrically, resulted in balance of the axes of 
astigmatism and its resolution and is cited in osteopathic 
literature.238   A sixteen-year-old male, Patient 50, was 
treated osteopathically for the disabling dysfunctions 
arising from left hemiplegia and Erb’s palsy from birth 

trauma and perinatal cerebrovascular accident (CVA), 
along with mental retardation and seizure disorder. This 
was both regionally (cranial: SBS, condylar parts, etc.) and 
globally (pelvis, thoracic, cervical spine, etc.), relative to a 
left eye astigmatism. It was apparently cured over the 
course of five years, at which point his conventional 
optometrist discontinued his glasses. It is a worthy side 
note that his IQ (which is supposed to be a fixed score) 
increased to the point of meaningful conversation thanks 
to weekly (approximate) osteopathy over years. 
 
Patient 51, a 15-year-old high school student, complained 
of a right retro - orbital and orbital centered headache, 
following a break from school on a daylong interstate car 
trip, on a cold winter day.  Her cervical spine was 
restricted, and along with a right condylar compression, 
the right globe was CCW and the left orbit was CW. Direct 
release of all led to immediate relief.  A few weeks later, 
she complained of a localized pain upon awakening on her 
OS lateral upper lid margin. Physical exam revealed a 
localized tenderness on the symptomatic lid with barely 
any swelling or redness noted, consistent with an early 
stye. The globe, membrane and orbit were all CCW 
lesioned and her orbital projection was laterally displaced. 
By the next day, relief was noted; by two days following 
she was 100% asymptomatic. At another treatment for 
influenza with bilateral eye muscle pain, her 
orbital/ocular/membrane/orbital projection strains were 
treated with direct technique that follows, yielding 
welcome relief of all eye pain. (Exacerbation of underlying 
musculoskeletal issues, causing disproportionate pain to 
the generalized body aches, and EOM myalgia, worst with 
motion, in particular, by flu viruses, is common.  A 
variation from the aforementioned bilateral contacting of 
the eyeballs (lids closed), with operator-seated craniad, 
looking down on the supine patient from above, is also a 
consideration. It consists of sitting or standing, beside or 
directly in front of and facing the supine patient, right – 
side up. Cluster all the fingertips from each hand, 
contacting around each globe, internal to orbits, 
simultaneously, similar to grasping radio-tuning knobs. 
Passive motion test each globe, as in turning a “Radio Dial”, 
EOM and fascia, to see which way they want to go and then 
stack all the vectors of forces, around all axes, into 
opposite directions, to engage the restrictive barriers of 
both eyes, simultaneously, for direct release. Unilateral 
treatment can be applied also. 
 
Months later she complained of left, greater than right, 
bilateral eye pain amidst day two of jet lag, following lack 
of sleep, coupled with an intercontinental trip involving 
connections, with multiple terminal, bus and mobility 
restricting vehicle seats. The anterior approach to 
contacting the globes (Radio Dials) successively, revealed 
the OD globe superior and lateral CCW, while the OS globe 
was superior and medial CW.  Direct releases ensued with 
a considerably longer interval before release of the OS 
globe, consistent with the symptomatology. Within 
minutes this relieved the vast majority of eye pain. She 
then drew awareness to head pain: the need for a more 
extensive approach became evident. An acute specific 
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homeopathic combination remedy was administered with 
no appreciable relief following, at least immediately, 
prompting global, regional and more extensive local OMT. 
A seated flexion test revealed a restricted and rotated right 
ilium. The upper middle and upper thoracic and lower 
cervical segments were restricted, more so on the left. 
These were corrected with HVLA techniques. Cranially, a 
lateral flux was suspected (by the osteopathically attuned 
patient!), checked for, detected and released via bilateral 
temporal contacts. During a complete VST the left condylar 
part was found to be more compressed than the right. An 
O-A examination revealed a minimally posterior C 1, which 
was treated directly. The SBS was found to be restricted in 
a left lateral, left torsion, right sidebending rotation, 
inferior vertical position with a degree of compression. 
After direct treatment of the base pattern, exam of the 
globe/orbit complex was now found to be OD globe 
superior and medial CW, orbit CCW, and the OS globe 
superior and lateral, while both globe and orbit were CW. 
These were also treated directly. By an hour or so 
complete relief followed.  
 
Two days following, after a day consisting of four hours of 
standardized high school testing, she complained of right 
eye pain. Seated flexion test revealed a restricted right 
posteriorly rotated ilium and was approached via HVLA as 
was a thoracic (T) 3 lesion and C spine restrictions on the 
right.  Consistent with the subjective complaint, palpitory 
scanning detected the right globe as restricted and 
protuberant. The OD globe was CW and the orbit and 
suspensory membrane were both CCW, the orbital 
projection was displaced medial and superior, while the 
periorbita restrictions were at the 11 and 2 o’clock 
positions. All were treated directly accompanied by 
postural assistance, with her left foot dorsiflexed for 
release of the right ocular/orbital strain pattern. Relief of 
eye pain followed to some extent. Although still present, 
she now complained of right temporal pain which 
prompted more OCF. A couple of hours later she 
complained of head pain. After an abbreviated VST was 
administered she complained of right temple area 
tenderness and pain, specifically pointing to the right S-S 
pivot point (spheno-squamous articulation). 
Decompression of the anterior parietal notch and 
temporosquamous articulation with contacts on the right 
temporal and parietal bones was performed. Next the S-S 
pivot was directly decompressed via fingertips on 
sphenoid and temporal at that juncture. The right globe 
was found to be lateral superior and CCW. Release was 
forthcoming after quite some seconds. Within minutes 
following, both head pain and eye pain were resolved 
allowing sleep to occur. Screening with hand held lens 
(“flippers”) over the naked eyes to determine the need for 
glasses (see below) was a consideration at this point.  
 
Five days later she complained of head pain and bilateral 
eye pain.  Her OD globe was: superior medial CW, orbit 
CCW, membrane CW and the periorbita restricted at 6 
o’clock. The OS globe was superior medial CCW, orbit CW, 
membrane CW, and the periorbita restricted at 2 o’clock. 
Abbreviated VST followed. All eye pain and head pain 

quickly ceased. A week later, after more exhaustion and 
close acuity school work, she complained of bilateral eye 
pain again, worst looking up and at the 12 o’clock area of 
both globes, right greater than left. The OD globe was 
medial inferior CW, orbit CW, and suspensory membrane 
CCW. The periorbita was restricted 10 to 3 o’clock. The OS 
globe was lateral inferior, orbit CCW, suspensory 
membrane CCW, with the periorbita restricted from 11 to 
1 o’clock. The OD sclera, peripheral to the iris, was tender 
at 12 o’clock.  
 
Homeopathic Nux Vomica 10M was administered PO a 
couple days later. The eyes were unleveled when observed 
upon upward gaze, the right being lower, or hypophoric: 
the provisional diagnosis was superior oblique EOM 
paresis from CN 4 palsy, secondary to fatigue, 
hypothyroidism and ocular/orbital osteopathic strains. 
Blood work including thyroid (Ultrasensitive TSH, Free T3 
and T4, Reverse T3 and autoantibodies) and an 
appointment with Dr. Mancini, the functional optometrist, 
was planned to prepare for studying for final exams. The 
patient had a history of micrognathia with teeth crowding 
and subsequent orthodontic palate expander use, via a 
removable, adjustable oral device to mediate 
decompression/expansion of the intermaxillary/palatine 
sutures, followed by dental braces. This suggests 
craniofacial trauma was present, probably from her post 
dates, tumultuous labor, surgical delivery and neonatal 
intensive care (NICU) stay.239 However, as evidenced by 
her ability to hold orthodontic corrections with less use of 
a retainer than most, probably due to whatever OCF 
treatment was given over the years, apparently also 
allowed her cranial mechanism motion to compensate for 
years of close range study leading up to this.  
 
Dr. Mancini’s cranial palpation without the lens revealed a 
visual system “lock up,” or membranous restriction when 
looking near, when she converged, even without printed 
material, and when looking in the distance; it took almost 
30 seconds to release. The implications for her were that 
looking far and near, back and forth, in school, apparently 
caused continual strain, with the strain worsening when 
focusing on anything near, common with classroom study. 
He found that a correction of + 0.37 OU (both eyes) 
released all the membranous strain: whether looking near, 
near to far or far to near, if through the lens, the strain was 
absent. She was assured she would get relief immediately 
with the glasses, which were suggested to be worn full 
time in the classroom, and for all near work at home. 
 
At this point the Bates technique known as “Palming” was 
also prescribed. The self – administered technique’s 
purpose is to provide the eyes total rest. In time it 
improves the ability to recognize eyestrain, which happens 
when people with impaired vision strain their eyes to see 
more clearly. This is achieved by having the patient sit up 
comfortably with elbows resting on a table. After the 
patient closes their eyes, have them rub their hands 
together to warm them. The hands, fingers pointing 
upwards, are then slightly cupped and lightly contact the 
orbits sealing out all ambient light. This exercise, done at 
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least twice a day, working up to fifteen minutes, especially 
following excessive close vision work, teaches the patient 
what relaxed eyes feel like.240  Dr. Mancini added that this 
encourages Potency to move between eyes (palliative 
lateral fluctuation), helping the eyes dialog and the whole 
body to de-tense.241 This could very well occur since a 
treatment cycle could occur even if one is not conscious of 
applying an intelligent, expanded “perceptual palpation” as 
Dr. Frymann once referred to osteopathic diagnosis, 
followed by “meaningful, intentional palpation” for 
treatment.242 The underlying initiating mechanism of 
action, at least in part, might be because Dr. Fulford once 
described the palms as being electromagnetically 
polarized: the palm of the right hand is positive and the left 
being opposite.243 Perhaps, not only how one sees, but 
what one sees can adversely affect the eye(s). The 
damaging effects of artificial reflected light from media on 
the nervous system, versus the refracted light found 
throughout the natural world has been explored.244  
 
In the days awaiting glasses from the optician, which 
would then be checked by Dr. Mancini, she was treated for 
more eye pain. The OD globe was medial inferior CW, the 
orbit and membrane CCW with periorbita restrictions at 
11 and 5 o’clock. The OS globe was medial inferior CCW, 
the orbit and membrane CW, with the periorbita restricted 
at 1 and 7 o’clock, essentially mirroring the other eye. 
Relief soon followed direct release of these strains. Around 
a week later, she complained of an increase in right eye 
pain with right OM area pain after amusement rides at a 
church fair (excessive gravitational forces are classic 
sources of cranial compression). After no response from a 
homeopathic headache remedy combination, she was 
approached osteopathically. Bilateral scanning revealed 
and confirmed her symptoms, as the OD was restricted 
with a decreased potency/CRI, and a sunken sensation of 
the OD globe. The OD globe was medial superior CCW, 
orbit CW, membrane CCW, projection medial superior, 
with the periorbita restricted at 4 and 5 o’clock. After 
releases were obtained for these strain patterns she 
reported an improvement of 75% in the right eye pain. 
After a direct approach for a right occipital squama 
intraosseous restriction, right OM compression and 
occipital CV4, she reported a 75% improvement in the 
right retro-orbital/occipital area head pain. 
 
After a ballet dancing class two days later she complained 
of a severe frontal headache and bilateral eye pain. 
Because of the local OCF just performed days before, the 
session began with a full VST. Next a frontal lift and spread 
were performed.  She was still suffering: a seated right 
flexion test prompted HVLA of the pelvis, followed by the T 
and C spine; the right C spine being the most restricted, 
along with the upper T spine as well. Since pain persisted, 
local treatment ensued, addressing the more symptomatic 
eye first. The right OD globe was medial superior CW, orbit 
and membrane CCW. The periorbita was restricted and 
tender at 2 o’clock. Following direct releases externally, 
the right zygoma, palatine, SPG, frontosphenoidal suture 
and intraosseous sphenoid were released with intraoral 
contacts, as above. With pain persisting, the SBS was 

checked for degree of compression and found to be 99%. 
Direct release of the vault, base and face with percussion 
assistance was performed. The following structures were 
contacted and/or released bilaterally: bregma, lambda, 
superior sagittal sinus, confluence of sinuses, parietal 
bossae, asterions, OMs, ethmoid, frontal and maxilla, as 
well as all five bones and contiguous fascia associated and 
articulating with the temporal. A right clavicular deformity 
(perhaps the cause of the OD being worse objectively and 
subjectively), from a fracture two years prior (from failing 
to be caught while performing an acrobatic cheerleading 
stunt), was also percussed directly. Next the remainder of 
the SBS was examined and the strain pattern found was a 
left lateral, left torsion, inferior vertical, right side bending 
rotation (very common); all were approached with one 
collectively stacked direct technique for release. Lastly the 
right condylar part and right occipital squama were 
treated, followed by an occipital CV4 (helpful for occipital 
intraosseous strains, as well). By now the SBS had a 
significant amount of motion restored. A pair of OU + .25 
glasses seemed to reduce membranous strain so they were 
offered as a temporary measure so that homework could 
be completed. Bilateral auriculotherapy points for the eye 
were tender which prompted insertion of indwelling 
acupuncture tack needles, as well. By an hour, she happily 
reported only a residual of right occipital pain remaining. 
A number of hours later that evening she again complained 
of pain. A bilateral scanning contact revealed an inter-
ocular lateral fluctuation, which came to a Stillpoint, and 
subsequent complete release, at which time she was able 
to sleep comfortably. When her glasses did arrive they 
were checked far then near and far again and kept the 
baseline membranous strain released. As promised, relief 
was immediate with use. 
 
Six weeks later she had a “headache,” apparently from 
forgetting to wear her osteopathic glasses, in conjunction 
with computer reading. A compounded homoeopathic 
combination headache remedy was administered. A 
positive seated flexion test with the ASIS displaced 
prompted HVLA for the right SI restriction. Next, a right 
condylar compression was released via direct OMT 
technique. Multiple cervical restrictions, including the 
atlas, were released via the Still Exaggeration Technique, 
followed by the same approach for the OA, via a bilateral 
condylar parts contact. Next an abbreviated VST was 
performed. At this juncture she pointed to the right temple 
as being the focus of pain. The direct bilateral palpitory 
intraosseous sphenoid release was performed. Next, a 
frontal lift and spread followed by bilateral scanning 
revealed the OD globe to be medial inferior CW, orbit CW 
and membrane CW. The periorbita was tender at 11 
o’clock and restricted at 11 and 10 o’clock. All were 
released. Next the above intraoral structures were 
released, as well. Query now revealed she was without 
head pain, although slight pain was present seconds later, 
apparently from jarring upon ascending stairs, followed by 
painlessness, upon lying down again for sleep.  A number 
of weeks later she requested OMT for a headache of a few 
hours duration, probably from extended media screen 
viewing from transferring thousands of pictures from one 
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digital source to another. A right posterior restricted iliac 
bone and contiguous tissues and thoracic spinal 
restrictions were treated via HVLA. Bilateral restrictions of 
the cervical spine were next treated with the Still 
Exaggeration Technique. Further questioning revealed it 
was “a headache in the (right) eye.” Bilateral screening 
confirmed this as the right eye was lacking CRI and had a 
sunken sensation of the globe. The OD globe was medial 
superior CW, while the orbit and membrane were both 
CCW. The projection was medial and superior, and the 
periorbita was restricted at 9 and 10 o’clock. When globe, 
orbit and periorbita were being addressed with direct 
action, and seen to completion, she reported an increase in 
pain. Next the above intraoral structures were addressed. 
This was followed by direct supine treatment of a coronal 
shear (ubiquitous) affecting the ethmoid, an abbreviated 
VST, one fingertip direct OA release of a somewhat 
posterior atlas, occipital CV4 and repeat right condylar 
part decompression. At this point, when queried, she 
reported that her headache was totally relieved.  However, 
after more media screen viewing, she reported pain in her 
right temple. Her OD globe was lateral inferior CCW, which 
was addressed via direct treatment with a unilateral 
application of the Radio Dial technique, as above. Next, the 
bilateral sphenoid intraosseous direct technique, followed 
by direct release of the OD globe and periorbita restriction 
at 11 o’clock, was performed. A couple of days later she 
reported onset of pain and tenderness of her OD periorbita 
and globe itself in the 9 o’clock (lateral canthus/zygoma) 
position. Again, the periorbita and globe proper (the fascial 
strain in the fibrous sclera) were both successfully treated, 
albeit tender during the highly localized OMT. This 
consisted of the fifth fingertip contacting slightly more of 
the eyeball, and zygomatic bone, and associated tissues, 
which yielded relief within seconds of the completion of 
the treatment cycle. 
 
A week or so later she complained of bilateral eye pain, 
equivalent to before optometric correction, presumably 
from excessive media screen viewing with the onset of 
school. Her OD globe was CCW, orbit CW, projection 
medial superior, OS globe was CCW, orbit CW, projection 
medial superior; all were treated. At this juncture total 
relief of any discomfort obviated further ocular/orbital 
OMT as she was eager to resume life. A week following 
this, after much close down gaze reading and typing at the 
end of the night, in bed, she complained of bilateral eye 
pain. The bilateral globe Radio Dial release, which 
immediately relieved the eye pains, was followed by an 
abbreviated VST because she pointed to the occipital area 
as being painful also. She then complained of pain and 
tenderness on the 1 and 2 o’clock position of the globe 
itself: the scleral foci was released with at least a portion of 
the adjacent periorbita as well. No immediate complaints 
followed, allowing sleep. A week or so following this she 
came home from school complaining of a headache “all 
over,” including her OU, the OD worst than the OS. After an 
abbreviated VST her eyes were scanned with bilateral 
simultaneous sensing. Approaching her upside down, from 
a seated position above her supine body, the globe release, 
applying direct technique, contacts and the Radio Dial 

technique were applied.  The right eye had a sunken 
sensation with the CRI lacking in it as well. The OD globe 
was medial CW globe and the OS globe was medial CW 
globe as well. Apparently free of pain, she quickly fell 
asleep for an hour and a half (a much needed nap).  A week 
later, after increased studying, consisting of Preliminary 
Scholastic Aptitude Test (PSAT) testing and homework, 
she complained of a “sick” headache in her eyes. The 
“Radio Dial” approach revealed bilateral globes CW. After 
release of the globes and an abbreviated VST, she was able 
to sleep, apparently not disturbed by pain. 
 
Around two weeks later, she complained of bilateral eye 
pain after an increase in schoolwork. With an anterior 
approach, both globes were contacted with fingertips (as 
above) and found to be CW strained. These were released 
via direct approach. Next the periorbita/globes (fascial 
strains involving the fibrous sclera) were both restricted 
and tender at 1 o’clock. Following release, lacking pain, she 
was able to sleep. A week or so later she complained of a 
headache with bilateral eye pain. A negative seated flexion 
test prompted survey of areas superior: thoracic 
restrictions were addressed with HVLA and cervical areas 
were treated with both HVLA and the Still Exaggeration 
Techniques. Lesioning prompted query of bed pillow 
stacking hyperextending the C spine, which was verified. 
An abbreviated VST was performed followed by the OA 
release for an anterior atlas. The Radio Dial bilateral globe 
approach for the CW rotational strains was repeated but 
since right eye pain remained, the usual sequence 
beginning with the globe and orbit ensued. The OD globe 
was CW and orbit CW; both were released with direct 
approach. The periorbita/globe was restricted and tender 
at the 11 and 12 o’clock positions, and was released with 
direct technique.  The orbital projection was medial 
superior and posterior and released also. The intraoral 
approach to the eye related structures, followed by an 
occipital CV4, concluded the session. The recurrences of 
eye pain, even though triggered under strenuous 
conditions, was enough to consider planning on re – 
testing the current prescription at the next 
encounter.  This was not needed, however, because upon 
questioning it was learned that she had not been wearing 
the osteopathic glasses prescribed, and once this practice 
was resumed, the headaches ceased. Ultimate compliance 
often follows this course of events until the patient finally 
comes to acceptance. Being compliant for three years 
following, in time the glasses were not needed. The lens 
apparently provided most, if not all of the cranial 
adjusting, since she was rarely manually osteopathically 
treated during this period. Except for rare and extreme 
sleep deprivation and excessive studying which could 
trigger an eye pain headache; she remains pain free for 
many months now. 
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Perspectives on Presence 
J. Yusuf Q. Erskine DO  
 
I am grateful for this opportunity  to explore this key concept 
of Presence and its role in osteopathic manipulative medical 
care.  Particularly this week, when around me there was 
great chaos with raging fires around my county of Sonoma, 
Northern California1; major disruption of the routine, and the 
loss of thousands of homes, including friends, several 
patients and colleagues.   I was working with the fear, 
restlessness, and the uncertainty faced with the powerful 
destruction of the nearby fires; and knowing that it was 
important to center myself; and at the same time, this writing 
needed to emerge, and for that to occur, it was doubly 
important to be in a grounded space to write some of my 
thoughts down.   As I began to write, I was suddenly 
reminded of how I felt the first few times that I was able to 
contact the primary respiratory mechanism (PRM), the Vital 
force, and the breath of life!  It was as if my ego was dying as I 
surrendered to the process going on, awed by that I was 
monitoring with my hands. 
 
I have reflected on this notion of Presence and my initial 
response, because my upbringing  was such, that I responded 
to this contact with the Vital Force, the breath of life, with a 
response to make myself small, to diminish my own presence 
during the interaction.  And, I observed that in stressful 
situations, like the early phase in an osteopathic seminar, I 
would observe myself defaulting to this compensation 
pattern.  And it seems to still show itself, to some extent, 

when I am approaching another quantum shift in my 
relationship with healing and osteopathy. 
 
Our osteopathic instruction with osteopathy in the cranial 
field since the early 1980’s if not earlier, was the guidance 
that we should ‘lighten our hands and get out of the way.”  It 
was a couple of years ago, at a OCA seminar, that for the first 
time, I heard, a colleague, Rachel Brooks MD, FCA share her 
perception of this attitude, pervading our teaching, its 
historical development as a compensation,  and encouraged 
me and others, to be more present rather than less present in 
our treatments!   
 
So, I would like to share some reflections gathered over the 
past thirty two years.  Since my first days in osteopathic 
medical school, I have received information, some spoken or 
written, some more experiential, witnessing the living 
examples of osteopathic and homeopathic teachers, 
colleagues, and mentors on this concept and I would like to 
share what I can.   
 
Approaching Presence, we can compare it to the examination 
of a diamond.  We can look at the individual facets, but 
ultimately we need to comprehend,appreciate, to‘grok’ the 
totality2.  In sharing this process, I want to provide some clear 
guidance.  Let’s explore this further through four stages, 
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which build upon each other, like stepping stones:- 
Intention, Attention, Witnessing, and Dialogue.  
 
INTENTION 
One way that healers have attuned themselves to be more 
present in their participation in the healing process is 
through the use of prayer and meditation.  I would like to 
share a prayer that is attributed to Dr. Andrew Taylor Still, 
the founder of Osteopathy.  I would like to acknowledge 
Bruno Ducoux DO France for sharing this with me. 

“Lord, great healer, I kneel before you.  Since 
excellent grace and perfect form  

descend from you; grant, I implore you, ability to my 
hands; lucidity to my  

intelligence; and kindness and abundant empathy in 
my heart.  

Grant me simplicity of purpose; the strength through 
my hands to carry part of the 

 burden of my suffering brethren, together with a 
true understanding of the privilege you have given me.   

Remove from my heart all malice, prejudice, and 
mundaneness,  so that I may lean on you and be in full 
sensibility and sincerity.   Amen.“  
 
Philippe Druelle DO FR CAN, who was first introduced to 
American osteopathic physicians by Viola Frymann DO, often 
begins his practicums with this recommendation to the 
attendees-  

“Let us now center ourselves; come fully into the 
here and now; let go of any of our personal stuff, and 
become fully present.”  

 
But, how do we come quickly into the here and now? I have 
drawn on my Sufi and Yogic training to make this a living 
reality for me.  Many mystical traditions suggest we start 
with developing our connection with nature; to spend time in 
nature connected to the earth via our feet and connected to 
the heavens above our heads.  Nowadays, this process is 
sometimes referred to as ‘grounding’ or ‘earthing3’, which 
incorporates conscious breathing while standing barefoot 
and upright in nature.  This is somewhat a static posture, 
standing still, but it serves well as a centering stance.  In 
addition, this involves a focusing of our consciousness into an 
awareness of the now.  The next step in this process, is to 
move from static posture to conscious, balanced kinetic  
movements; and these centering practices are taught in yoga, 
Qigong, and tai-chi.  In the practice of yoga, we move; through 
poses (asanas), along with a conscious awareness, in tandem 
with the phases of the breath.  Through this sequencing 
process, linking conscious breathing with movement, we 
bring the physical body into harmony within itself.  The body 
becomes in sync, ‘yoked’ with the mind, stilling the emotions 
and balancing our inner life with the outer environment.   
 
For further personal development in this realm, consider 
exploring the work of Robert Fulford DO.  In his book, Are We 

On The Path? written in 2003, Dr. Fulford shares what he did 
as his practices of attunement,  and his recommendations for 
osteopaths, in order to optimize our treatments.  Included are 
specific practices for preparation before seeing patients, to 
tune oneself, harmonize, and raise one’s vibration and clarify 

one’s integrity.  Furthermore, he encourages us to have 
conscious awareness of the role of intention during 
treatment.    
 
Dr.  Fulford emphasized the idea that “thoughts are things”, 
and urges us to ponder the implications of our thoughts. This 
is more than just clearing your mind of distractions, recurring 
thoughts, worries, or negative emotions; he suggests how 
more potent our work could be if we  integrated positive 
intention into our manual practice.  
With the prayer cited above, I suggest that  prayer may serve 
a role; not as vain repetition, but as a practice of attuement.  
Mantra, chanting, and singing are other forms useful as well.   
I will share a simple, short, healing prayer. 

“Through the rays of the sun, through the waves of 
the air, through the all-prevading 
  life in space; purify and revivify me and I pray, heal 
my body, heart and soul.”4  
 
So, as Dr. Fulford suggests, there are ways for us as 
osteopaths to tune ourselves to be better prepared in our 
bodies, our hearts, our minds, and our energetic bodies to do 
healing work through osteopathy.  So after working with 
intention, then we can then shift to attention.   
 
ATTENTION 
 
Bruno Ducoux DO Fr. recently spoke on this in Montreal, in 
June, 2017.  Perhaps, we can try to integrate this into our 
daily practice.  Ducoux says: 

“when we approach the patient, first thing is to take 
care of yourself.  Remove, what does not contribute 
to the treatment.  Be vigilent, know yourself, step 
aside from your ego identification and be selfless.  It 
is not the time to show off and demonstrate that you 
are a powerful healer.  No, it is time to remove 
yourself from the equation and find the middle 
ground of presence, as in, be fully present for the 
patient.” Furthermore, Ducoux states that “in doing 
so, by being in resonance; the potency of the patient 
can more fully express itself.” 

 
So, with attention, we first turn within ourselves, the 
practitioners and attend to our domain; one could say, do a 
scan, clearing and centering our attention.  It is so helpful to 
take a few moments to do so, in order to advance to the next 
step in improving our capacity, and in doing so, to exhibit 
more presence.  After making our intention, we turn our 
attention inward to harmonize ourselves. But, then, we need 
to attend to the patient who has presented.  Observe this 
being.  From your intentional and attentive  state, take in as 
much information as you can in from your first impression.  
Then, we need to take our attention a bit further.  There is a 
word to describe this next step- apperception.  It is defined as 
the mental process by which a person makes sense of an idea 
by assimilating it into the body of ideas he or she already 
possesses. This is to take the next step-which involves 
consciousness. To be open to other information from areas of 
consciousness which arise; perceiving and knowing the being 
beyond the words having been spoken.  I find it encouraging 
when attempting this next step, to remember that the 
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founder of osteopathy, A.T Still said “treat with the 
unknowable.”  
 
Druelle beckons us to tune into the being who is before you 
as a patient.  Become aware of this person, truly see this 
person, and be open to perceive where this person is in their 
life.  Furthermore, in expanding our attention, comprehend 
what the person is attempting to manifest,  in their pursuit of 
the purpose for their existence; and how their current 
symptoms can show where they are and where they want to 
go, and where they may need some assistance.  In this way, 
our attention promotes a quantum shift in our awareness.  
However, to achieve this kind of insight, requires our deep 
respect for the being presenting as a patient to us. 
 
WITNESSING 
 
Stepping back a moment, this information has been shared by 
our osteopathic elders such as Schooley, Fulford, Frymann, 
and others, with the intent to improve our effectiveness 
within our osteopathic treatments.   Acknowledging the 
potency of such an encounter, Druelle suggests how to make 
this resonance more doable.  He beckons us to go further 
“find something that you can love in this being, in the sense of 
a higher love”.  I call this the witnessing stage.   This is more 
than observing. This refers to the process of coming into 
congruence with the patient.  The practitioner aligns with 
what the patient needs at the moment!  To align requires all 
these steps mentioned above, intention, attunement, 
attention, engaging with the patient, witnessing, but, also, 
obtaining inner consent from the patient.  It appears that this 
consent is necessary for proper information to be exchanged.  
Witnessing is a further stage because it is beyond seeing what 
it is  that the patient is showing, and revealing to us.  There is 
within this conscious witnessing interaction, a potency that 
emerges through the action of your recognition; which 
supports the fuller expression of life, health, meaning and 
purpose.    
 
Within the cranial field osteopathic perspective we engage 
with the mechanism, come to a still point, and foster the full 
unleashing of the vital force, the breath of life.  But, let’s bear 
in mind, that we have colleagues who practice osteopathy 
emphasizing different osteopathic treatment modalities and 
they also achieve tremendous affects. Why is that possible?  
Beyond technique, it is my understanding that it has to do 
with the level of consciousness and presence in which they 
approach the patient.  
 
I recall my first cranial osteopathy course with Viola 
Frymann DO in 1987.  I was striving to feel, with the vault 
hold, what was being described.  I had a breakthrough when I 
was able to perceive beneath my hands, the fluctuating wave-
like expression of the ‘Primary Respiration’.  My eyes were 
closed and I was following the mechanism, in a somewhat 
raptured state!  Dr. Frymann came into my space, and  said to 
me, “while yes, you have correctly identified the PRM.  If you 
continue in this fashion, she (referring to my colleague on the 
table) will take you for a lovely ride, but you will not have 
accomplish what is being called for.  Do not surf on the 
surface of the ocean letting her take you here and there. No, 

doctor, you must establish a reference point, a fulcrum, for 
her to reorganize around. Find the proper balance, then you 
will experience the still point, and the breath of life will do 
what is required.”  In her way, Dr. Frymann was directing me 
to develop this element of active witnessing and active 
presence.     
 
DIALOGUING 
I have observed that trust is required from our patients for a 
deeper communion to occur.  In order to trust us, the patients 
need to feel that the osteopath is present and meeting them 
in this therapeutic treatment moment.  So, this is not a 
passive interaction.  But, also, it is not an overbearing 
interaction by the practitioner, whether by intent or 
insecurity.  Rather, it is a steady presence, that works as a 
fulcrum for referencing; that the patient and their vital force, 
expressing the breath of life utilizes to move towards greater 
health embodiment.  
 
This brings us again to this concept of apperception.   We 
often hear our elders saying to us osteopaths, “Dig On!”  I 
think that we should take this guidance and develop it very 
seriously.  Expand your awareness of who is this patient; 
inquire and be open to the answers that come as to who is 
this being, what is behind the story of their symptoms, what 
purpose and meaning is behind the symptom picture and 
your palpatory findings.  Be open to the fullness of your own 
consciousness to inform; and the sensations and feelings that 
arise within yourself.  And, be aware of the fulcrum in the 
dynamic interchange between you and the patient.  Develop 
discernment to ascertain that which arises within you that is 
part of the human state but is not generated by yourself but 
arising out of the resonation with the patient.  
 
From this attunement, I have seen profound somatic 
emotional releases transpire.  I have seen trauma patterns 
open up and loosen their hold and let go.  From my work with 
Philippe Druelle and his endocranial spasm work, I have 
come to understand, that it is through this kind of foundation 
of resonant interaction that sets the stage for profound 
clearing of patterns to occur: whether physically based 
trauma, emotional, psychological, familial imprints , and even 
cultural patterning . 
 
This is the realm of dialogue.  It does not negate anything that 
we have learned in our exploration of the biomechanical, 
biodynamical, or in osteopathy in the cranial field.  However, 
it is an apperception, an expansion of our consciousness in 
terms of oneself and our patient; our human condition and 
the state of the planet, the capacities of our physical vehicle 
or vessel, and the access to the soul, and the universality of 
the breath of life. Be present! 
 
References 
1 The October 2017 Sonoma County fires destroyed 5,283 
homes, decimating major portions of two major 
neighborhoods in Santa Rosa, Fountaingrove and Coffee Park.  
2 Grok: to understand (something) intuitively or by 
empathy,from -Stranger in a strange land-Robert 
Heinlein,1961.)    
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3 Earthing or grounding is putting the body in direct and 
uninterrupted contact with the earth. This means that skin 
needs to touch soil, sand, water, or a conductive surface in 
contact with the earth. 

4 Nayar, Vadan, Gayan, Nirtan, p211, Inayat Khan,Rainbow 
Bridge, 1974. 

 

Dental Corner  
Multiple Jaw Fractures Resulting from Bicycle Accidents 
Craig A Zunka DDS 
 

PATIENT:  T.F. 
 
This patient presented to the office on 5/1/17 stating that 
two and a half months prior she started with a pulling 
sensation in her neck, which then proceeded, up the side of 
her head into her jaw joints.  It was severe; Advil would 
only mildly decrease her symptoms.   
 
She states that when she was in high school in the 90’s she 
had been treated for a TMJ problem using a bite appliance 
to keep her from grinding her teeth.  She states that 
everything started when she was teaching a class at work 
(she is a high school teacher). She felt something crawling 
up the left side of her neck into the top of her head. Since 
then it has spread throughout the neck, ear and into her 
jaw.  She used Advil for 1 week which helped the throbbing 
in her jaw but not her other symptoms. She noted snapping, 
crackling and popping in the neck and up behind the ears in 
the mastoid area.  She states that when she does yoga head 
stands it helps to decrease the tightness in her neck for 
approximately 2-3 hours.   
 
She had previously seen her chiropractor that had her using 
a neck pillow. X-rays taken showed she had bone spurs on 
C4.  She states that she does yoga 5 days a week, runs 3 days 
a week and utilizes the headstands for 10-15 seconds daily 
to help with the pain.   
 
EXAMINATION: 
 
Examination of the head, neck and TMJ revealed continuous 
crepitus in the right and left jaw joint; an intermediate pop 
in the right and left jaw joint.  She has a maximum opening 
of 58mm—13mm left, 14mm right lateral excursion, which 
is not painful.   
 
Muscle and joint examination showed pain on the lateral 
capsule of the right temporomandibular joint; tightness in 
the posterior and anterior temporalis; insertion of the 
sternocleidomastoid and lateral pterygoid muscles 
bilaterally and right posterior digastric.  
 
Cranial evaluation revealed a right basiocciput; right 
rotation of C1, 2, 3; posterior AO; internal rotation of the left 
temporal; superior right vertical strain of the SBS.   
 
Postural evaluation showed loss of curvature of the cervical 
spine.  

TMJ x-rays and MRI revealed an anterior and medial disc 
displacement on the right temporomandibular joint, which 
recaptured on opening.  Anterior medial disc displacement 
on the left temporomandibular joint with NO recapture on 
opening.  Bone spur on the right and left condyles with 
flattening of the condylar head on the left 
temporomandibular joint.   
 
Blood chemistry evaluation showed an extremely low 
Vitamin D and Magnesium levels.  Cortisol and DHEA levels 
were normal.   
 
TREATMENT: 
 
Treatment on this case would normally be nutritional 
supplementation and therapy to help slow the progression 
of the arthritic condition, decrease the muscle spasms and 
help re-ossify the head of the condyle and the collagen 
layer; a mandibular repositioning appliance to re-capture 
the disc; cranial treatment to work on the osteopathic 
lesions.  
 
DISCUSSION:   
 
Initially, I found it interesting that she only got significant 
relief when she did yoga headstands.  On an osteopathic 
basis, what this was doing was putting a major compression 
into the long axis, which made her feel better.  Before doing 
an orthopedic appliance, I first did nutritional therapy to 
balance the musculature and help the bone issue, and 
osteopathic cranial treatment treating the longitudinal 
strain out of her head down into her sacrum, feet, knees, 
sacrum, upper cervical vertebrae, sphenobasilar symphysis 
and AO.  
  She returned a week later and stated that when she wakes 
in the morning the tops of her shoulders and her back are 
no longer tight and uncomfortable.  She has no pain in the 
neck or TMJ.  The previous burning sensation in the neck 
and back is reduced 50%.  The burning sensation is only 
currently in the left occiput and most of the time she does 
not really notice it.   
  Prior to her second treatment, evaluation still showed a 
rotation of C1, 2, 3; posterior AO; longitudinal strain.   
 
SECOND TREATMENT 
 
We did fascial unwinding of the neck, thoracic inlet, C1, 2, 3, 
right foot, left knee, AO and SI.   
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Overall, her symptoms had improved, and she was doing 
better.   
She still has a bilateral disc displacement and severe 
arthritic breakdown of both condyles but no pain with it.  
 
On individuals with an anterior disc displacement, I usually 
note a chronic problem with the lateral pterygoid muscles 
and chronic C1, 2, and 3.  Manipulation helps C1, 2, and 3 
but usually it does not hold or stabilize until the 
temporomandibular joint disc problem is corrected.   
 
 

James Kennedy, DDS 
1190 Bookcliff Ave #101 
Grand Junction, CO 81501 
Email: drkennedy@dentocranial.net 
(970) 242-1900 
 
  The Cranial Dental Proficiency Examinations are 

scheduled.  Please check the website for upcoming events or 

for further information contact the Dento-Cranial 

Competency Board at 540-635-3610.  Website: 

http://dentalcranial.org/home 

From the Archives . . . 
 

The Cranial Approach to the Cardiovascular Renal Syndrome 
Harold I. Magoun, AB, DO 

Presented at the AOA Convention. Chicago, 1950 
 

In lecturing to his students the late Arthur D. Becker was 

wont to admonish that there should always be another 

therapeutic arrow in the quiver for whatever emergency 

might arise. Correction of the “Still” lesion has long been 

such on added therapeutic factor. The chief reason the 

osteopathic profession has survived and prospered is that 

the suffering public has long since come to recognize the 

mechanical factor as being of great importance in disease 

production and maintenance and that its adequate 

removal is often tantamount to recovery. The osteopathic 

physician has been able to take into consideration all the 

known etiological background for any certain disease 

entity and in addition deal with one very important sector 

of the “idiopathic” causes, the spinal lesion. Osteopathy in 

the cranial field, as sensed by Dr. Still and developed by 

Dr. William Gamer Sutherland, adds an equally significant 

approach. It further reduces the range of those cases for 

which a cause “cannot be found.” It opens a broad horizon 

of treatment potentiality which is of monumental import. 

 

The broad field of the cardiovascular renal complex 

includes hypertensive states, essential hypertension, 

senile atherosclerosis, nephritis and nephrosis. 1 In the 

etiological background may be listed inherited 

predisposition, endocrine disturbance, metabolic 

disorders, physical strains, focal infections, alcoholism, 

lues, mental stress and the spinal lesion. 2 

 

In other words, all encounter the exigencies of life and 

suffer from the inroads of advancing years. 

Arteriosclerosis is considered normal after age fifty,3 with 

deposits of lime and fat in the artery walls. Partial or 

complete occlusion of the arteriole walls impedes the free 

passage of blood. The propelling force of the heart is 

progressively deadened. The veins become distended and 

the heart has to work that much harder to maintain 

circulation. The inevitable physical and chemical changes 

bring about primary tissue degenerations. The 

endocrines suffer, inducing additional degenerative 

effects on body function.    Small local lesions may 

develop in the coronary arteries or the kidneys. Renal 

arteriosclerosis is closely associated with hypertension. 

Cardiovascular failure is reflected in renal failure and 

death from uremia. 

 

One significant fact stands out, thus for in the discussion: 

that fundamental truth of the osteopathic concept, the 

rule of the artery. While the pathological physiology, 

emphasized by Dr. Still is universally recognized as a part 

of the disease process, the underlying cause for this 

circulatory disturbance still is lost under “idiopathic 

phenomena” in most medical texts. Granted that no one 

can cheat the passage of years yet in those individuals 

who develop a syndrome such as the cardiovascular renal 

some definite cause must be found. Suffice it to say that 

probably the background has been established long 

before the symptoms, become sufficiently apparent for a 

diagnosis to be made; that the osteopathic lesion has 

affected a change in the autonomic nervous system, the 

endocrines and the arterioles which has inevitably led to 

a state of disturbed chemistry, metabolic imbalance and 

cardiovascular renal degeneration. 

 

Louisa Burns 4 has shown beyond peradventure of a 

doubt that the heart with or without valvular injury may 

be seriously affected by vertebral lesions, which bring 

about such pathologies as congestion, petechial 

hemorrhages, loss of myocardial contractile force and 

tensile strength, fibrosis, cardiac insufficiency, edema and 

the like. These lesions may be in the first seven thoracic 

vertebrae or ribs (especially left), affecting the 

sympathetic fibers to the cervical ganglia and the cervical 

cardiac nerves. Parasympathetic dysfunction has been 

induced through lesions of the upper cervical vertebrae, 

especially the first three, affecting the vagi and the 

superior cervical ganglia. 
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In the case of the kidneys, 5 the direct pathogenic effects 

of lesions of the lower ribs or the tenth thoracic to third 

lumbar vertebrae are due to a change in the vasomotor 

control of the renal blood vessels. These may be indirect 

effects by changes in the cardiac efficiency and systemic 

blood pressure or by certain forms of toxemia and 

malnutrition secondary to vertebral lesions. Again, Dr. 

Burns 4 has shown that upper cervical lesions affecting 

pituitary secretions influence adversely the activity of the 

kidneys. Whatever the reason the histopathology follows 

the same pattern of hyperemia, congestion, edema, 

petechial hemorrhages, fibrosis and ischemia. 

 

It should be emphasized that in both cases the blood 

vessels have suffered along with the heart, and the 

kidneys. Vasomotor disturbances, ischemia, hypertension, 

the breakdown in heart and kidney function are all part of 

the vicious cycle. 

 

Nor should it be overlooked that the local lesion pattern is 

usually but a part of the greater lesion complex, the 

disturbed postural stress pattern, in which the cervical, 

upper thoracic and thoracolumbar areas are 

synchronously involved.  The fascial drag of poor posture 

and the other concomitant effects bring about stasis and 

metabolic change in the entire abdominal viscera, 

pericardium and associated vessels. Lesions of the upper 

lumbar inevitably produce imbalance or irritation of the 

crura of the diaphragm and involve the structures passing 

beneath it. 

 

The standard manipulative approach to such problems, 

then, has been to correct the overall postural pattern 

which would include the local lesions, with particular. 

reference to upper cervical, upper thoracic and 

thoracolumbar function, and associated ribs. Needless to 

say it is the mainstay in many serious pathologies, since 

no known drug has been found to improve renal function3 

and the best possible means of palliation rather than any 

hope of cure has been all that the patient could be offered. 

 

Even, this horizon has been greatly widened by the 

extension into the cranial area of the time-tried principles 

of osteopathic treatment. 

 

By way of introduction for those who are not familiar 

with the cranial concept as taught by Dr. W.G. Sutherland 

certain premises should be established. Reference has 

been made above to the part played in the cardiovascular 

renal syndrome by nerves, particularly the vagi; by 

endocrine glands, particularly the pituitary; by the 

vascular system, particularly the arterial; by the fascial 

attachments, particularly the central tendon of the 

diaphragm; and by the articular mechanism as it relates 

to all of these, body function, body chemistry, metabolism 

and so on. 

 

First of all the cranial bones do move, although the 

motion is only a slight yielding of one dural lined sutural 

facing upon the other. The anatomists have not yet 

described cranial motion as such, since the texts were 

written from the cadaver. It would be as logical to depict 

the physiology of the intestinal tract from the dead body. 

 

Throughout the cranium and all its contents, its 

articulations; its foramina of exit; its fascial or 

membranous attachments and the ramifications of all 

these structures leaving lit to enter other parts of the 

body, the same physio-pathology applies as has been 

accepted for the rest of the organism. In correcting 

lesions of the cranium - and let it be stressed that this is 

done without the slightest suggestion of thrust or force on 

the part of the operator - influences are brought to bear 

on articulations from which reflexes due to lesioning may 

be of equal significance with those produced in the so-

called facet syndrome of the spine.  Influences are 

brought to bear on the same nervous system as lower 

down, only a more significant portion of it; on the same 

endocrine mechanism, only this time directly to the 

master gland; on the same fascia, only this time the area 

of suspension from which hang all the compartments and 

sheaths, and so on; on the same metabolic processes, 

chemical imbalance, lymphatic drainage, osmotic 

exchange, nerve conduction. and electrical potential of 

body fluids. 

 

To be more specific consider the vagus nerves which 

carry the parasympathetic innervation to the heart. 

Adequate coronary circulation is of paramount 

importance. The coronary blood vessels receive the 

richest nerve supply of any arteries in the body, an 

effective vasomotor mechanism in which normal vagal 

impulses and normal sympathetic impulses are absolutely 

essential. Any increase in cardiac output results in 

increased coronary flow through reflex diminution in the 

tonic effect of the tenth cranial nerves, plus a certain 

amount of coronary dilation from the sympathetics. 

Conversely a lesion affecting either vagus may well 

decrease the nutrition to the heart muscle and predispose 

to insufficiency 6 or at least irregularity. To date 

osteopathic treatment for such conditions has stressed 

correction of cervical lesions and stimulation in the 

suboccipital area to activate the vagi. Various authors 

have gone to some length to explain how coronary 

occlusion could result from lesions involving the 

sympathetics, invoking synaptic resistance and decreased 

neuron conductivity as an explanation. May it not be true 

that many of these predisposing lesions have been not so 

much in the areas affecting the sympathetics but rather 

directly along the tenth cranial nerves either within or at 

the point of exit from the cranium! 

 

The dorsal motor nuclei of the vagi are in the floor of the 

fourth ventricle (general visceral efferent) and the 

ganglion nodosum on either side (general visceral 

afferent) is located in close relationship to the jugular 

foramen. Thus cardiac symptoms of a parasympathetic 

nature are often directly referable to lesions involving the 

occiput and the temporal bones which in turn would 

adversely affect the pons and medulla, the tentorium 

cerebelli and the normal fluctuation of the cerebrospinal 

fluid. A complete explanation of the cranial lesion 
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mechanics and treatment is quite involved and comprises 

at least two weeks work. Suffice it to say here that the 

functional capacity of the vagi can be seriously impaired 

and that many vagal syndromes involving not only the 

heart but also the rest of the viscera supplied are directly 

traceable to head trauma which has jammed the occiput 

and one or both temporals into locked approximation. 

 

It should be borne in mind further that the vagi via the 

nodosal ganglia supply parasympathetic fibers to the 

kidneys. It is of no small significance that stimulation 

through this channel increases excretion of total solids. 

 

Locking of the cranial mechanism in the region of the 

spheno-basilar articulation with tension on the 

diaphragma sella may have serious repercussions in 

pituitary function. Motion of the hypophysis cerebri is 

more important than is function since the latter depends 

upon the former. The posterior lobe is important in that it 

secretes a pressor principle which is of significance in 

vascular disorders such as hypertension. The anterior 

lobe is the master gland that shows its hand in all 

endocrine and metabolic phenomena. 

 

Careful analysis of the fascial sheaths of the neck and 

thorax will reveal that in reality the diaphragm is 

suspended from the base of the cranium through the 

attachments of the deep cervical fascia to the occiput 

sphenoid and petrous temporals with the continuity 

through the pericardium and central tendon. When one 

considers the delicate mechanism of the human body it is 

not unreasonable to state that lesions involving the bones 

mentioned may upset the delicate balance of nerve 

sheaths, lymphatic channels, venous return flow and so 

on with possible cardio vascular renal complications. 

 

Anatomical science has not yet satisfactorily established 

the pathway by which the cerebrospinal fluid dissipates 

from the waterbeds of the brain and spinal cord. 

However, clinical evidence as well as the research of men 

like Speransky would seem to indicate that one of the 

more important avenues is perineural. Only in this way 

can a logical explanation be given for some of the far-

reaching effects obtained through cranial treatment 

designed particularly to influence the fluctuation of that 

fluid and its dispersal over the body. 

 

Hypertensive cases are sometimes advised to use alcohol 

in moderation, for its vasodilator effects. Cranial 

treatment is far more specific and can do no possible 

harm. Nervous tension is quieted. Muscles become 

relaxed. Fascial stresses abate. Edema from cardiac 

failure or back pressure in the kidneys tends to return to 

the circulation. Blood pressure lowers. Tissues detoxify. 

Fibrosis melts away. Lysis occurs whether in the artery 

wall or the kidney tubule. There is a change in the 

electrical potential of all the fluids of the body, in their 

chemistry and in their circulation. The significance of this 

type of response in the cardiovascular renal case can 

hardly be overemphasized. 

 

Thus, it is through various channels that osteopathy in the 

cranial field when combined with the spinal field gives us 

the benefit of a complete manipulative approach to the 

patient problem. Even more is it true, as Arthur Becker 

once said: 7 “There is nothing in cardiac therapy superior 

to the scientifically prescribed, accurately dosed, carefully 

administered and repeated osteopathic manipulative 

treatment for the relief of cardiovascular disease, either 

functional or organic.” It is simply carrying out Dr. Still’s 8 

admonition to “turn the waters of life loose at the brain, 

remove all hindrances and the work will be done, and 

give us the eternal legacy, longevity.” 

 

Conclusion: In addition to the usual spinal approach to 

the lesion problem in cardiovascular renal disease, Dr. 

W.G. Sutherland’s studies in the physiopathology of the 
cranial area have opened tremendous new therapeutic 
horizons. These are chiefly along the pathways of the 
vagus nerves, which supply parasympathetic impulses to 
the heart and kidneys; the pituitary gland, which 
dominates the endocrine and metabolic scene; the fascial 
attachments running from cranial base to diaphragm, 
which have considerable significance in vascular and 
nerve channels, and the tremendous importance of the 
inter-relation between the cerebrospinal fluid, perineural 
channels, lymphatic system, body chemistry and electrical 
potential of all fluids in the body. Dr. Sutherland’s 
pioneering in the cranial field offers new hope and help 
for the cardiovascular renal syndrome. 
Denver, Colorado 
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Seattle Osteopathic Opportunity 
 

Once in a lifetime chance to build a successful Osteopathic Treatment Practice with the support 

of a practicing DO and an established part time patient base. 

 
 

The office is in a pleasant Victorian house in a scenic part of Capital Hill, which has been 

Osteopathic offices for 35 plus years, with parking for patients and an excellent established front 

desk coordinator. 
 

The retiring doctor’s patient base is accustomed to 100 percent gentle OMT:  Balanced ligamentous 

tension, Cranial Osteopathy, and a little Muscle Energy and Strain Counterstrain.  He sees 15-18 

hours of patients per week.  The patients are overall health conscious and motivated, of varying ages 

including a few children.  Practice is cash based and insurance forms are given to patients.  
 

Rent and shared expense cost would total 30 percent of the new DOs gross receipts.  Malpractice 

and liability insurance are required but not included.  US DO degree required, NMM/OMM 

certification a big plus, Cranial Academy membership highly recommended.  Available June 2018 

 

Contact:  Stephen Cavanaugh DO SeattleDO@gmail.com 

 

Dues Reminder 
 

If you have not already done 

so membership dues are due 

April 1. 
 

Pay online at 
http://cranialacademy.org/produ

ct-category/membership-dues/ 
 

Or call the office 317-581-0411 

 

If you wish to pay by mail, 

please check your e-mail for 

your dues invoice.  

 

In Memoriam 
Alice R. Shanaver DO 

March 15, 2018 
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Foundation Corner 
 

  Ten scholarships were awarded by The Osteopathic Cranial Academy Foundation for the June Introductory Course in 
Osteopathy in the Cranial Field offered by The Osteopathic Cranial Academy.  The recipients, selected by random drawing at 
the time of the American Academy Convocation include Frederick O. Barnum IV DO; Christopher Benhatzel LUCOM; Trask A. 
Printz VCOM; Nina Goncarovs Quicksell DO; Kassididy Rinehart CCOM; Jennifer Shuey CCOM; Nicholas A. Snow VCOM; 
Christina Tsui UNE/COM; Jennifer A. Voorhees WVSOM; Nathan Williams DO.  Six aggregated scholarships were awarded 
Theresa Mullarney-Regetz CUSOM and Karyn Tisdale COMP-NW received the scholarships from the Barkley Fund; Christal 
Santos Landeros WUHS received the scholarship by Eric J. Dolgin DO FCA; Blair Cushing DO received the scholarship by Maria 
Gentile DO; Ashley Lotfabadi LUCOM received the scholarship by Michael Porvaznik DO FCA; and Shelly Tat ATSU/SOMA 
received the scholarship by Quoc Vo DO. 
  Gifts to the Foundation are used to support the scholarship program, to purchase teaching materials and to underwrite 
research programs.  Donations are tax deductible as charitable contributions for federal income purposes to the extent permitted 

by law.  Donations received since January 15, 2018 include: 

 
Joel A. Berenbeim DO 
James W. Binkerd DO 
Sheila M. Brennan DO 
Dennis A. Burke DO 

Daniel P. Conte III DO 
Scott R. Corbett DO 

Courtenay Deane DO 
Maria T. Gentile DO 

(In memory of Pat F. Gentile) 

Gretta A. Gross DO  
Andrew H. Haltof DO 

Donald V. Hankinson DO  
Mark L. Hoch MD 

Richard J. Joachim DDS 
T. Reid Kavieff DO 

Patricia S. Kooyman DO 
John D. Laughlin III DDS 

R. Paul Lee DO FAAO FCA 
Kenneth J. Lossing DO 
Paul S. Miller DO FCA 

Lucette Nadle DO 
Michael J. Porvaznik DO FCA 

Laura T. Rampil DO 
Ben Robins MHSc Bsc 
Barry S. Rodgers DO 

Ian Schofield DO 
Daniel A. Shadoan DO 

Heather A. Sharkey DO 
Ilene M. Spector DO FCA 

Thomas B. Stason DO 
Quoc L. Vo DO 

Craig A. Wells DO 

 

The Cranial Academy Foundation, Inc. - Scholarship Pledge 
 

Name:        Address:         
 
City/State/Zip Code:        Telephone:       
 
Email:          Amount of Donation:     
 
Method of Payment: Credit card (circle): VISA MasterCard Check make payable to The Osteopathic Cranial 
Academy Foundation. 
 
Number:          Expiration Date:  /  
 
Security Code        Signature (Required):         
 
  I would like my donation to go to the Aggregate Student Scholarship General Fund. 
  I would like my donation to go to the Frymann Scholarship Fund. 
  I would like my donation to go to the Tettambel Scholarship Fund. 
  I would like my donation to go to the Marcus Scholarship Fund. 
In consideration of the gifts of others, I pledge to pay $    toward an aggregated scholarship fund 
for a medical student(s) from       (specify Medical College or geographical 
region) to attend The Osteopathic Cranial Academy 40-hour Introductory Course to be offered within the 
coming year.  Payment shall be made on a quarterly/semi-annual/annual basis (circle one). 
  Each aggregated scholarship will be for one-half of the cost of the 40-hour Introductory Course and the 
student will be notified of the names of the funding donors unless the donation is given anonymously.  
Should no application be received from that college or region, the scholarship may be used for any other 
student attending the course. 
  I understand that a total of $1,000.00 is needed to fund one scholarship.  A minimum donation of $100.00 is 
necessary to be earmarked for the aggregated scholarship fund. 
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Wholistic Kids and Families 
 

An integrative pediatric practice 

in Santa Monica is looking for  

a board-certified pediatrician  

with excellent osteopathic  

and clinical skills. 

 

www.wholistickids.com 

 

Please email resumes to  

 

DrK@Wholistickids.com 
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The Osteopathic Cranial Academy 

3535 E. 96th Street, Suite 101 

Indianapolis, IN 46240 

 
ADDRESS SERVICE REQUESTED 

 

 

 

 

 

 

 

 

 
 

 

Osteopathic Cranial Academy  
Coming Events 

 
April 26, 2018 Teachings of Robert Fulford II Course 
PreCourse 

Course Directors: Paula Eschtruth DO FCA and  
Sarah Saxton DO 
Crowne Plaza Portland Downtown, Portland, Oregon 

April 27-29, 2018 Teachings of Robert Fulford II Course 
Course Directors: Paula Eschtruth DO FCA and  
Sarah Saxton DO 
Crowne Plaza Portland Downtown, Portland, Oregon 

June 9-13, 2018 June Introductory Course in Osteopathy in  
the Cranial Field 
Course Director: Richard F. Smith DO 
Hilton Norfolk The Main, Norfolk, Virginia  

June 14, 2018 Board of Directors Meeting 
June 15, 2018 Annual Membership Meeting 
June 14-17, 2018 Annual Conference 

Discovering the Heart of Osteopathy 
Conference Directors: Donald V. Hankinson DO and 
Thomas Moorcroft DO 
Hilton Norfolk The Main, Norfolk, Virginia 

June 17, 2018 Board of Directors Meeting 
September 21-23, 2018 The Next Step 

Course Directors: Eric J. Dolgin DO FCA 
Associate Director: Daniel A. Shadoan DO 
Sheraton, Indianapolis, Indiana 

 
Website: cranialacademy.org/product-category/events/ 
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