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Musings from the Executive Director 
 
  About 14 years ago, I interviewed for the position of 
Executive Director of The Cranial Academy and accepted the 
position as offered. In the intervening years, I have gained and 
grown through the experience meeting dedicated 
professionals and hoping that in my small way, I could add 
value to the membership experience of the organization.  
  Although this issue of The Cranial Letter is being circulated in 
May, my final day on staff was April 30. Your new Executive 
Director is Angela Bedell CAE who resides in the Kansas City 
area and will be working remotely from there with periodic 
visits to Indianapolis and our Executive Offices. A little bit about Angela. She serves 
as the Executive Director of the Kansas City Medical Society where she has served 
since 2013. Angela has a Masters of Arts degree in Marketing from Webster 
University and has done work on her PhD at the University of Missouri-Kansas City. 
She has published numerous articles on Marketing in National Publications and has 
served on various ASAE Committees throughout her career.  
  Angela will attend the Annual Conference in La Jolla but she began working for the 
OCA in April. I would ask that you give her the same support and encouragement 
that you gave me over the past 14 years.  
  At the recent AAO Convocation, Dr. Richard Feely received the Andrew Taylor Still 
Medallion of Honor Award. Dr. Feely is a Past President of The Cranial Academy and 
a past President of the Cranial Academy Foundation, his work on behalf of our 
members. Richard was one of the first members I met back in 2005 and I value his 
osteopathic talent and friendship.  
  Also of note, one of our members Kendi Hensel DO FAAO was elected President of 
the American Academy of Osteopathy. I congratulate her and wish her well in her 
term in office. She will face many challenges this year and deserves your support.  
  The Osteopathic profession, as I said in previous columns, is at a crossroads as the 
American Osteopathic Association is drifting away from traditional osteopathy 
toward a more allopathic model. The works Dr. Still and his student Dr. Sutherland 
will become but a footnote in the long history of medicine and healing and that is 
truly sad. Perhaps the last bastion of osteopathy will reside with the members of the 
Osteopathic Cranial Academy and its parent group the American Academy of 
Osteopathy. I may be wrong and I truly hope that I am, but the signposts are too 
evident for ignoring the change. There are a group of DOs who are challenging the 
issue, but success is far from assured as the Colleges of Osteopathic Medicine are not 
teaching and training students in osteopathy as envisioned by Dr. Still and 
Sutherland. Of course, time will tell how osteopathy will be transformed and how it 
will effect patient care.  
  Knowing that this would be my last year as your Executive Director (I announced 
my retirement at the last Annual Conference in Norfolk), I have enjoyed working 
with Jim Binkerd DO as president in my last year. Jim has a calm demeanor and an 
astute knowledge of the OCA having served a number of years on the board. I value 
his wisdom taking the OCA through the process of selecting a new Executive Director 
and transitioning from my work to Angela. I will attempt to make the transition easy 
and hope to be with you in La Jolla in June to greet the membership.  
  Finally, I have had the privilege and honor of calling Jenny Southworth a colleague 
and friend. We have worked seamlessly together over the last 14 years and I will 
miss her, perhaps most of all those with whom I have interacted over the years, since 
my work with her is daily. She has the support of her family, Charlie and Molly, both 
of whom you owe thanks for sharing Jenny with us.  
  As I conclude this column and my service to the Osteopathic Cranial Academy, I am 
proud of the progress of the OCA and truly value the friendships I have made here in 
the United States and around the world. It is a highlight of my life that I could spend 
these 14 years with you. Thank you for the opportunity. 
Respectfully submitted, 
 
Sidney N. Dunn 
Executive Director (retired) 
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 President’s Message 

It has certainly been an eventful time since my last message to the membership.  Most notably 
there has been continued activity by our membership in response to the AOA Trustee’s decision to 
remove osteopathic content from specialty board certification exams and to create what many have 
called a non-osteopathic pathway to “OSTEOPATHIC” board certification.  As the result of our recent 
membership renewal process I have heard from many members and former members who feel that the 
AOA no longer represents their best interests nor the interests of the profession.  They perceive the 
current path of the AOA leadership as a death blow to the profession and they are questioning the 
wisdom of maintaining their membership in the AOA.  Even their continued membership in the AAO and 
the OCA seems to have little point any longer to some of them. 

I must also admit that there have been days in the past few months where even I have felt 
despair about the future of the osteopathic profession.  How then do we effect change and create a national organization that is 
actually supportive and reinforcing of the reason for our existence, OSTEOPATHY?  Even the word frightens the AOA leadership.  
How do we create an organization that is supportive and protective of our profession when they seem afraid even to speak the 
name of the profession?  I do not profess to have the answer to these questions but, there a few things I do know: 

We currently have one and only one national organization 
Even though to my mind, the process was not followed in this instance, that national organization has a process for 

making changes to their bylaws. 
The way to make changes to any organization is through the process that organization has codified within its own 

policies and procedures 
There are two primary bodies that form the governance structure the AOA, the Trustees and the House of Delegates 
Our membership has been woefully underrepresented in the House of Delegates and even more so on the Trustees 

How then do we move forward as “THE” osteopathic profession?  Do we withdraw from the AOA and hope for its failure?  Absent 
a viable alternative I am afraid this is a very dangerous approach.  Do we create an alternative “national” organization to be that 
safe harbor should the AOA continue to drive itself toward failure and irrelevance?  My fear about this option is that at AOA’s 
current pace, such an option would not be in place and ready rapidly enough.  This was, I should point out, a part of the strategy 
used in California in the 1960’s BUT, in that case the COA had already dissolved.  Do we then examine ourselves and ask why 
those of us who believe we actually represent the real intent of osteopathy and the proper direction for the osteopathic 
profession stay so far away from any form of professional leadership?  Should we get involved in the AOA leadership structure 
and change its direction from within?  If the AOA were to continue on its current course to irrelevance, being a force within the 
organization would place those of us who practice osteopathically in a position to remake the AOA “in our own image.”   The 
way to do this is for those practicing osteopathically to become active members of their state organizations or, of their specialty 
organization.  Membership in the House of Delegates (HOD) comes from these two sources.  I would encourage every member 
of the OCA to do this and create a flood of osteopathy into the HOD.  But to be in the HOD one must be a member of the AOA. 

As a result of the recent actions of the AOA Trustees, those members and former members I mentioned in my first 
paragraph, have reported declining or considering declining renewal of their OCA membership because of our bylaws 
“requirement” that they also be AOA members.  They report that they have already or will soon drop their AOA membership.  In 
addition, I have received from four current OCA members, a petition requesting that our Board of Directors eliminate this 
requirement for AOA membership from our bylaws.  I have forwarded this petition on to our full Board of Directors and to our 
Bylaws Committee.  We are currently researching what impact this would have on the organization.  For example (and this is 
only one example) since our ability to grant 1A CME comes from the AOA, how would such a change effect that ability, if at all?  
As your current President, it is my duty to represent the interests of the full membership as well as to ensure that the OCA remain 
a viable and relevant organization.  This petition could have a major impact on the future of the OCA.  As such, it is an issue that 
should not be decided by the Board of Directors alone.  While it is a question that certainly needs to be raised, discussed and 
debated, the Board should have the input of the membership to help inform and guide them as they make this crucial decision.   
To that end, at our next membership meeting scheduled for June 14, 2019, immediately following the day’s program of our 
annual conference we will bring this question to a vote of the membership present and eligible.  That is, should the OCA eliminate 
the requirement for AOA membership from its bylaws in order for DOs to be eligible for membership in the OCA?  This is the 
catch then, whether required for OCA membership or not, one must be a member of the AOA to have any opportunity to have 
meaningful input into the direction of the AOA. 
 
I hope that all members will be able to attend and provide their vote on this topic. If you are unable to attend the Annual 
Conference this year and wish to have input, please email info@cranialacademy.org with thoughts or opinions. 
 
With gratitude, 
 
James W. Binkerd, DO 
President of the Osteopathic Cranial Academy 
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Committee Slates Nominees 

 
  Past President Daniel A. Shadoan DO, chaired the 
Nominating Committee this year. His committee consisting 
of President-Elect Thomas A. 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 La Jolla, California. 
 
  The Annual Meeting of The Osteopathic Cranial Academy 
for the purpose of electing Officers and Directors has been 
scheduled at 5:45 p.m., Friday, June 14, 2019, at Marriott La 
Jolla Hotel, La Jolla, California. 
 
President-Elect (Elect one for a two-year term) 

Annette Hulse DO Annette 
Hulse, D.O. graduated from 
Touro University College of 
Osteopathic Medicine in 2011, 
completed an internship in 
Internal Medicine at Highland 
Hospital in Oakland CA, and 
has been in private practice in 
Santa Cruz, CA since 
2012.  Prior to medical school, 

Dr. Hulse was an executive in management consulting, with 
many years experience in non-profit management, finance, 
marketing, and organizational development. 
 Dr. Hulse currently serves on the Board of 
Directors of the Osteopathic Cranial Academy, chairs the IT 
and Marketing Committees, and is managing the project for 
modernization of the OCA membership database and 
update of the OCA website.  She has been a member of the 
Osteopathic Cranial Academy since 2008.   
 
Secretary (Elect one for a two-year term) 

R. Mitchell Hiserote, DO maintains a 
traditional OMM practice in 
Sebastopol, CA.   He is an alumnus of 
Western University College of 
Osteopathic Medicine in Pomona, CA. 
class of 1998, where concurrently 
completed an Osteopathic Principles 
and Practice Undergraduate Teaching 
Fellowship. He holds board 
certifications in Neuromusculoskeletal 

& Osteopathic Manipulative Medicine from the American 
Osteopathic Board of Neuromuscular Medicine, and a 
Certification of Proficiency from the Osteopathic Cranial 
Academy.  He continues to both lecture and table train for 
the Osteopathic Center for Children (since 2000), 
Osteopathic Cranial Academy (since 2013), and table 
trained for the Southerland Cranial Teaching Foundation 
(2002). He presently sits on the board of directors for the 
Osteopathic Cranial Academy and the Osteopathic Center 
for Children in San Diego, CA. 

Directors (Elect two for three-year terms) 
Ali Carine DO FCOP C-NMM/OMM 
provides osteopathic primary care in 
Columbus, Ohio.  She received her 
certification in pediatrics from the 
AOBP and in neuromuscular 
medicine and osteopathic 
manipulative medicine from the 
AOBNMM. She is passionate about 
the preventative potential of 
osteopathic care, and integrates 

OMM and nutrition into the routine care of all newborns in 
a hope of preventing many of the current diseases that 
plague American children. In addition to the healthy 
children in her practice, she serves children with a wide 
range of special needs such as autism, asthma, immune 
dysfunction and neurological conditions. 
 

Simeon Hain DO is a 2009 graduate of 
the West Virginia School of 
Osteopathic Medicine where he was an 
undergraduate teaching assistant in 
the osteopathic principles and practice 
department.  He completed a 
residency in family medicine and 
neuro-musculoskeletal medicine “+1” 
at O’bleness Memorial Hospital in 
Athens, Ohio in 2012 and 2013.  He 

stayed on as assistant professor in the department of OMM 
where he splits his time between clinical practice and 
hospital consults with teaching and research.  He is a firm 
believer in Dr. Still’s philosophy of traditional osteopathy 
while trying to remain current in modern medical practice.  
He became a member of the osteopathic cranial academy’s 
junior faculty last summer and looks forward to many years 
exploring the living anatomy.   
 
  In accordance with the bylaws, one person will be elected 
as President-Elect, one as Secretary and two Directors will 
be elected to serve three-year terms.  In accordance with 
the bylaws of The Osteopathic Cranial Academy, ...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. 
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Fifty-one Complete the Introductory Course in New Orleans  
 

  
Fifty-one participants, including 13 students, 5 DDS, 4 MDs,  
and 30 DOs, attended the Midwinter Introductory Course in 
Osteopathy in the Cranial Field, directed by Zina Pelkey DO 
FCA, at the Crowne Plaza New Orleans-French Quarter, New 
Orleans, Louisiana.  Matthew A. Gilmartin MD served as 
Associate Director.  Reem Abu-Sbaih DO, Dennis A. Burke DO, 
Hugh M. Ettlinger DO FAAO FCA, Andrew M. Goldman DO, 
Donald V. Hankinson DO FCA, Shawn M. Higgins DO, Jennifer 
Highland DO, William W. Lemley DO FAAO, Paul S. Miller DO 
FCA, Thomas A. Moorcroft DO, Richard F. Smith DO and 
Elena Timoshkin DO completed the faculty. James E. Gaydoes 
DO, Ruba Katrajian DO and Barbara A. Polstein DO were 
Faculty in Training.  Jason Faucheux DO was the Faculty 
Assistant.   
   Membership promotion by the faculty resulted in 24 
applications for membership in The Osteopathic Cranial 
Academy.  Attending the course were: Sophia T. Adams DO, 
Paula M. Archer, Stephen R. Barnes DO, Bethany Blum DO, 

Gregory R. Bohuslav DO, Erin Bomberg DO, Robin P. Brooks 
MD, Kelli Chaviano DO, Elizabeth Cipparrone , Devon Craft 
DO, Stephanie E. Czajkowski , Amy Dayries-Ling DDS, Jordan 
Z. Delgadillo DO, Karen D. Farris DO, Stephanie Flaksman 
DDS, Michael Florek DO, Kelly D. Fuchs DO, Jacob R. 
Gallagher DO, Shannon Garrison , Victoria Gerthe , Breanna 
M. Glynn DO, Natalie L. Gould , Christina Hamm DO, Parker D. 
Hoerz MD, Alicja Ignatowicz DO, Monika D. Jankowicz , Holly 
B. Laird DO, Tasha N. Loader DO, Mark McLaren DDS, Elisa 
Mercuro DO, Derek C. Murphy DO, Kristen M. Nash DO, 
Vanessa Newman DO, Garrett Orr DDS, James Pinkston DO, 
Sage Pollack DDS, Samantha L. Richards DO, Cynthia Schafer 
MD, Seth Sigler DO, Jillian Smith , April Smith-Gonzalez DO, 
Caitlin K. Stauder DO, Christina Sumner , Courtney 
Thompson DO, Alexander Tobar , Elizabeth R. Visceglia MD, 
Ying Wang , Andrew M. Wojtanowski, Ethan Worthington 
DO, Tiffany Worthington DO, Xiawei Zhong. Next February’s 
course will be held in eastern United States February 15-19, 
2020. 
  The Course was very well received.  Some of the comments 
from the evaluations were: 

• I loved working with every single table trainer.  
Their ability to give specific targeted, challenging 
feedback really help me grow in my skills. 

• I felt all of the table trainers cared about my learning 
experience and my overall being. 

• I really thought everyone was great.  This course has 
been truly amazing - I feel I have found my calling 
and my home. I am so excited to be DO student. 

 

 
Changing Lives: The Gift of Cranial Osteopathy to Children 
Course 
 
  “Changing Lives: The Gift of Cranial Osteopathy to Children 
Course” was offered by The Osteopathic Cranial Academy 
February 22-24, 2019 at the Crowne Plaza New Orleans-
French Quarter, New Orleans, Louisiana with Margaret A. 
Sorrel DO FCA as Course Director.  Mary Anne Morelli 
Haskell DO FACOP served as Associate Director.   Charles A. 
Beck DO FAAO, Eric J. Dolgin DO FCA, Kathryn E. Gill MD, 
Miriam V. Mills MD FAAP FCA and Wendy S. Neal DO 
rounded out the faculty.  The faculty represented 212 years 
of experience.  Twenty-three participants, including 1 
student, 3 MDs 18 DOs and 1 International member. 
  The course include a brief review of embryology; pediatric 
anatomy and normal developmental tasks of newborns and 
children.  Some of the topics covered were normal and 
troubled pregnancies, labor and deliveries; and the risks 
associated with the developing human. An in-depth review 
of the structure and function of the three body systems 
most prone to clinical issues in the child - the respiratory 
system, the gastrointestinal system and the neurological 

system, as well as discussion of normal structural 
development and clinical significance of injuries  
  Some of the comments from the evaluations were: 

• Love location for time of year!  Loved faculty 
variety of getting to work with.   

• Really appreciate their wisdom advice and 
openness to questions.  Also very grateful for 
the hand over hand opportunities. 

• Thanks! I love everyone's patience and ability 
to meet us/me where we are at and push us to 
the next level.  Everyone were so encouraging! 
I am grateful for this! I have so much to learn 
but am grateful to be on the journey! 

• All the table trainers were remarkable and 
helpful tremendously. They gave constructive 
and supportive feedback.  All very 
knowledgeable! 
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2019 Osteopathic Cranial Academy Annual Conference 
The Second Brain: An Exploration of the Gut-Brain Axis 

June 13-16, 2019 
Conference Directors: Michael Kurisu DO 

Associate Director: Ali Carine DO 
Schedule

 
Thursday, June 13 
2:00 p.m. Registration 
2:45 p.m. Welcome 
 James W. Binkerd DO 
3:00 p.m. Overview of the Conference (Lecture) 
 Michael Kurisu DO   
3:45 p.m. Quantifying Your Gut and Brain – A  
 Personal Journey (Lecture) 
 Larry Smarr PhD 
4:45 p.m. Finding the Health Within/Student Lab  
 (Lab) 
 Eric J. Dolgin DO FCA 
5:45 p.m. Discussion in Small Group 
6:00 p.m. Grow With Your Gut Instinct (Lecture) 
 Mimi Guarneri MD 
7:00 p.m. Adjourn 
7:00 p.m. Book Signing/Reception 
Friday, June 14 
9:00 a.m. Gut-Brain Axis: Functional Medicine  
 Approaches (Lecture) 
 Emeran A. Mayer MD PhD 
10:00 a.m. Mindfulness for Brain-Gut Axis: What to  
 Teach Your Patients (Lecture) 
 Jake Fleming DO 
10:30 a.m. Discussion in Small Groups 
10:45 a.m. Embryological and Anatomical Review of  
 the GI Tract and its Attachments (Lecture) 
 Daniel A. Shadoan DO 
11:00 a.m. Treatment of the GI Tract and its  
 Attachments (Lab) 
 Daniel A. Shadoan DO 
12:00 p.m. Lunch/Committee Meetings 
1:30 p.m. Vagus Nerve Physiology: Latest Research  
  (Lecture) 
 Ramesh Rao PhD 
2:00 p.m. Autonomic Pistol (Lab) 
 R. Paul Lee DO FAAO FCA 
3:00 p.m. Discussion in Small Groups 
3:15 p.m. Pain Along The Gut Brain Axis (Lecture) 
 Robert Bonakdar MD  
3:45 p.m. Neuro-Gastroenterology Research 
 Wearable Monitor: Electro-Gut-Gram  
 (Lecture) 
 Armen Garhibans PhD 
4:15 p.m. Treatment of the Enteric Nervous System 
 and Vagus (Lab) 
 Thomas A. Moorcroft DO 
5:30 p.m. Adjourn 
5:45 p.m. Annual Membership Meeting

Saturday, June 15 
9:00 a.m. Nutrition for the Brain-Gut Connections 

(Lecture) 
 Kelli Gray-Meisner RD 
9:45 a.m. Treatment of Abdominal Visceral Ganglia 

(Lab) 
 Richard Schuster DO 
10:45 a.m. Discussions in Small Groups 
11:00 a.m. Connection of the Microbiome and Ecology  
 to Brain-Gut Axis (Lecture) 
 Rob Knight PhD 
12:00 p.m. Lunch/Committee Meetings 
1:30 p.m. Sutherland Memorial Lecture (Lecture) 
 Eric J. Dolgin DO FCA   
2:30 p.m. Treatment of Thoracic Inlet (Lab) 
 Daniel Moore DO 
3:30 p.m. Discussion in Small Groups 
3:45 p.m. CNS Oversight of the Autonomic Nervous  
 System (Lab) 
 Eliott S. Blackman DO FCA 
4:45 p.m. Gut-Brain Patient Workup - Panel (Lecture) 
 Moderated by Michael Kurisu DO 
 Joshua Alexander DO (Neuro) and  
 Mary Krinsky DO (GI) 
5:30 p.m. Adjourn  
6:30 p.m. President’s Reception 
7:00 p.m. Recognition Banquet 
Sunday, June 16 
8:00 a.m. Ayurveda and Yoga for the Brain/Gut: What  
 to Teach Your Patients (Optional Lab) 
 Melanie Fiorella MD 
9:00 a.m. Common Gut/Brain Axis Conditions in  
 Children and How to Approach Them  
 (Lecture) 
 Ali Carine DO 
9:30 a.m. Treatments for Children with the  
 Gut/Brain Axis (Lab) 
  Ali Carine DO 
10:30 a.m. Discussion in Small Groups 
10:45 a.m. Gut-Brain Axis (Lab) 
 Eliott S. Blackman DO FCA 
11:45 a.m. 2020 Conference Introduction (Lecture) 
 Hollis H. King DO PhD FAAO FCA 
12:00 p.m. Adjourn 

Conference Location 
Marriott La Jolla Hotel 

4240 La Jolla Village Drive  
La Jolla, California 92037 

(858) 587-1414 
$165.00/plus tax per night 

Rooms will be available until May 15, 2019 or until the 
block is sold whichever occurs first. After May 15, 2019, 
reservation requests will be confirmed on a space available 
basis.  
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2019 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, 2019) ............................................................................................. $850.00 
OCA Member (Postmarked after June 1, 2019) ............................................................................................................ $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, 2019) ................................................................. $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, 2019) ............................................................................... $45.00 
EXTRA Saturday luncheon ticket for guest (Before June 1, 2019) .......................................................................... $45.00 
EXTRA luncheon tickets for guests (After June 1, 2019) ............................................................................................. $50.00 
EXTRA Saturday Recognition Banquet ticket for guest (Before June 1, 2019) .................................................. $75.00 
EXTRA Saturday Recognition Banquet ticket for guest (After June 1, 2019) ..................................................... $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, 2019. Refunds will not be made for cancellations received after June 1, 2019, 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 8-12, 2019 

Course Director: Richard F. Smith DO 
Associate Director: Matthew A. Gilmartin MD 

Marriott La Jolla Hotel 
La Jolla, California 

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: 
Dennis A. Burke DO 
Paul E. Dart MD FCA 
Eric J. Dolgin DO FCA 
Tamzon D. Feeney DO  
Maria T. Gentile DO 

Wendy S. Neal DO 
Zina Pelkey DO FCA 
Mark E. Rosen DO FCA  
Ilene M. Spector DO FCA 

 
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 #      
Address                
City, State, Zip                
Phone:       Medical School     Year of Graduation    
 
Registration fee includes 40 hours CME and lunches and continental breakfast. 

Qualified Participant ...................................................................................................................................................................................... $1,795.00 
 
Paid by: Check    MasterCard/VISA#/American Express     Exp. Date   
 
SSN:     Signature:             
Required text: Osteopathy in the Cranial Field by Harold I. Magoun Sr., is available from The Osteopathic Cranial Academy at 
$67.50 + $10.00 shipping and handling. 
Accommodations: A block of rooms has been reserved at the Marriott Hotel La Jolla, at a rate of $149.00 single/double per 
night. Reservations can be made by using the link on our website to be assured of the group rate. Rooms will be available until 
May 15, 2019 or until the block is sold whichever occurs first. 
Cancellation policy: All cancellations must be received in writing and are subject to an administrative charge of 15 percent of 
the deposit for cancellations received at the office of The Osteopathic Cranial Academy on or before May 15, 2019. 
Cancellations received after May 15, 2019, and on or before June 1, 2019, are subject to an administrative charge of 25% of the 
deposit provided the spot is filled. The entire registration fee will be forfeited for cancellations received after June 5, 2019, or 
for failure to attend. 
Liability Release: Participation in this program will involve physical activity, including contact by and with instructors and other 
participants. This, and particularly activity involving physical diagnostics and manual therapeutics, could possibly entail risks for 
participants of new injury or aggravation of pre-existing conditions.  
By applying to participate, the applicant acknowledges and assumes the risk associated with participating in the laboratory 
sessions and agrees to hold The Osteopathic Cranial Academy and fellow participants harmless indemnify, defend and free of 
liability from and against any damage or personal injury that might occur during or as a result of participation in this program. 
Furthermore, the applicant covenants to hold harmless, indemnify, and defend The Osteopathic Cranial Academy from and against 
any use or misuse that applicant may make at any time of any knowledge or information that applicant derives from participation 
in this program. The applicant should carry adequate liability insurance which would be activated in the instance of the use or 
misuse of this knowledge or information. Participants in the course are examined and treated by instructors following the course 
in case any problems arise from treatment by fellow students. 
I acknowledge that I have read the Liability Release and agree to the statement. 
Signature (Required)  
             
It is the responsibility of ALL participants to use the information provided within the scope of their professional 
license or practice. The faculty has requested that you wear loose fitting, comfortable, layered clothing. For the 
comfort of others, please do not wear any strong fragrances or essential oils. 

 
Register online at www.cranialacademy.org 
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Introduction to Osteopathy in the Cranial Field Two Part Course 
September 6-8, 2019 and September 20-22, 2019 

Course Director: Zina Pelkey DO FCA 
NYIT – College of Osteopathic Medicine 

Old Westbury, New York 
 

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. 
 
The Osteopathic Cranial Academy Introduction to Osteopathy in the Cranial Field is designed to:  

• Discuss the five components of the primary respiratory mechanism, including articular, cerebrospinal fluid, 
fascial/membranous and nervous system anatomy. 

• Deepen the understanding of the osteopathic principles; interrelationship of structure and function, the body as a 
dynamic unit and the body as a self-regulating homoeostatic mechanism with a capacity for self-healing.  

• Provide instruction with experienced physicians on a four-to-one student to faculty ratio in a learning environment to 
palpate inherent motion of the body.  

• Establish the basis for palpatory diagnosis and treatment using Osteopathy in the Cranial Field for clinical problems 
not only relating specifically to the cranium but elsewhere in the body.  

• The course includes approximately 18 hours of lecture and 22 hours of palpatory experience in addition to 
question/answer sessions and a basic examination. 

Prerequisite for Enrollment:  Please refer to our website for the prerequisites for this course at: 
https://cranialacademy.org/evens/cme/ 
 

 
Registration Form 

 
Name (Print)             AOA #     
 
Address                
 
City, State, Zip                
 
Phone:        Osteopathic College    Year of Graduation    
 
E-mail:                 
 
Registration fee includes CME, continental breakfasts and lunches.  
 

Registration fee is $1,795.00 
      

Paid by: Check      
 
MasterCard/VISA#/American Express        Exp. Date    
 
SSN:     Signature:             
 
Cancellation policy:  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 August 15, 2019. Refunds will not be made for cancellations received on or after 
August 16, 2019, 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. It is the responsibility of ALL 
participants to use the information provided within the scope of their professional license.
 

Register online at www.cranialacademy.org 
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An Imminent Threat to Osteopathy Is Once Again Occurring 
From Within Our Own Ranks 
Mark E. Rosen DO FCA 
 

From all outward appearances, the Osteopathic Medical Profession, in the USA, is thriving.  We now have 55 Colleges 
of Osteopathic Medicine, with 25% of all medical students now graduating from these Osteopathic Medical Schools. 
 
 Regrettably, this rapid growth in Osteopathic Medical Education has the untoward effect of undermining our 
professional identity. Having developed so many schools so quickly has unfortunately diluted the quality of the Osteopathic 
hands-on curriculum. Osteopathy is taught as superficial protocols, addressing joint manipulation only. Too many Osteopathic 
Medical Students do not get treated, and do not see the full potential of Osteopathic treatment. 
 
 This limited hands-on mentoring is not the only problem. We have lost our Osteopathic Hospitals. The ACGME merger 
has been very successful, and the ABMS board examinations have become the gold standard. AOA specialty board 
examinations are not as universally accepted, and thus less relevant. 
 
 Anticipating significant decreases in membership, revenue and relevance, the AOA hired a consulting group to find 
solutions. Approximately 1000 Osteopathic Physicians, who recently graduated from their residencies, were surveyed to 
discover their needs and priorities. They found that the “Osteopathic content” of the AOA specialty board certification 
examinations was considered too burdensome. The written and practical OMM portions of these exams were thought to be 
irrelevant to the practices of many specialists, and the stress of preparing for this exam turned these physicians away from the 
AOA, and toward the ABMS exams. 
 
 The AOA, in all its wisdom, is actively working to remove “Osteopathic content” from AOA specialty board certification 
exams. This last ditch, short sighted and misguided effort is aimed at survival. Rather than emphasize and support Osteopathy, 
the AOA has decided that Osteopathy had indeed become too much of a burden. How can the Osteopathic Profession survive 
without its foundational reason for being? 
 
 These events have inspired a passionate conversation as to what it means to be “Osteopathic.” A considerable amount 
of discussion has focused on the meaning of the Osteopathic Tenets. The following discussion flows from further explorations, 
with the generous support of Jason Haxton, curator at the AT Still National Museum.  
 
 During the early years of the Osteopathic Profession, even Andrew Still felt the need to write articles summarizing 
osteopathic principles. He stated, in a typed letter: 
 

“We claim The God or Nature is the fountain of skill and wisdom and mechanical work done in all natural 
bodies is the result of absolute knowledge; that man can not add anything to this perfect worker, nor improve 
the functioning of the normal body; that disease is an effect only and a positive proof that a belt is off, a 
journal bent or a cog broken or caught; that man’s power to cure is good as far as he has a knowledge of the 
right or normal position and for as he has the skill to adjust the bones, muscles, and ligaments and give 
freedom to nerves, blood, secretions, and excretions, and no farther. We credit God with wisdom and skill to 
perform perfect work on the house of life which man lives. It is only justice that God should receive this credit 
and we are ready to adjust the parts and trust the results.” 

 
In 1918, A “Declaration of Principles” was published in the Journal “Osteoblast:” 
 

"Osteopathy is the name of a new school of medicine, discovered by Doctor Andrew Taylor Still, 
which is based on certain fixed and definite principles, the development and application of which has been 
the study of the practitioners of Osteopathy. 

 
 "The fundamental principles of Osteopathy are based on a new conception of the physical body of 
man. This conception is the result of the practical study of the anatomy and physiology of the body itself, and 
postulates that since the body is essentially mechanical in its anatomical aspects and vital in its physiological 
processes, it should be regarded as a vital-mechanical organism in the etiologic diagnosis and treatment of its 
disorders.  
  
"Osteopathy is a school of the healing art which teaches: 
 

“First: That the human body is a self-reparative and self-recuperative vital organism.  
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“Secondly: That by virtue of these attributes the organism contains actively and potentially the 
essential means or measures for growth, development, repair and cure.   

  
“Thirdly: That normal circulation, nervous equilibrium, and chemical coordination are the essentials 

of health. 
  

"Fourthly: That ill-health is most frequently initiated by some active or predisposing maladjustment 
of structure, such as bone, muscle, ligaments, or other soft tissue of the organism, by trauma, environment, 
infection, improper diet, or other abnormal factors, so that vascular tissue, nervous structure or chemical 
force is impaired.  Osteopathy recognizes the facts and importance of surgery and toxicology. 
  

"Osteopathic physicians give prime attention and consideration to the diagnosis and mechanical 
adjustments by manipulation of vertebral abnormalities (maladjustments), on account of the direct 
anatomical and physiological relationship of the spinal nerves to the vascular, chemical and organic control of 
the vital mechanism. Adjusting and maintaining the adjustment  (mechanically) of all anatomical tissues of 
the human structure in their distinct normal relationship of part to part, and the part to the whole, is the 
characteristic field of osteopathic endeavor. 
 
 "From this point of view it is evident that the normal functioning of the body depends on the 
principle that the correct adjustment of the mechanics and the vital processes to each other and to the body 
as a whole, is necessary in order that the functions of self-repair may continue along normal lines. 
 
 "Osteopathy recognizes that form may disturb function and it also recognizes that function may 
disturb form. Form, or structure, and function are inseparable.  "Osteopathy recognizes the following causes 
which may affect either form or function: trauma, deformities, incorrect postures (which result in marked or 
slight disturbances in the relation of the anatomic parts of the body), environment, nutrition, habit, thought, 
sanitation, occupation, economic circumstances, infection, immunity, heredity, and such other factors as may 
influence or disturb our physical well-being. 
 
 "Osteopathic treatment being based on these facts and principles is directed to the adjusting of the 
anatomy and physiology of the body to their normal relations and with due regard to sanitation, hygiene and 
environment." 

 
In 1952, in Kirksville Missouri, a committee was charged with the specific task to define Osteopathy as succinctly as 

possible. To provide “a statement regarding the interpretation of the osteopathic concept which could be used as a teaching 
guide in the College at all levels and in all courses.” 

 
“The Interpretation of the Osteopathic Concept” was published in the 1953 Journal of Osteopathy, in which the now 

well-known 4 Tenets were first distilled: 
 
1. The Body is a Unit 

Though heterogeneous in its cellular, tissue and organic structure, the human body functions as a unit in both health 
and disease. It is regulated, integrated and coordinated in all its functions through its circulatory and neuroendocrine systems 
Abnormalities in structure, or disturbance in function of localized tissues or organs may exert disturbing influence on remote 
parts and therefore upon the total body economy. In the management of the patient, the osteopathic physician considers the 
patient as a whole and recognizes symptoms as the manifestation of reactions to noxious chemical, physical, environmental 
and biological factors. 
 
2. The Body Possess Self-regulatory Mechanisms 
1. For the production of natural and acquired immunity. 
2. For the homeostatic regulation of vital functions. 
3. For the repair of damaged tissues 
4. For compensation for irreparable damage. 
 
 Within limits, these mechanisms provide for resistance to, compensation for and recovery from injury by noxious 
factors, whether they be chemical, physical, environmental or biological. It is recognized that these mechanisms may be 
impaired by factors arising from heredity, nutrition, environment, human activities and many other determining conditions. 
The impediments to health which occur in the musculoskeletal system have a high incidence, are of special and decisive 
importance in man, and receive emphasis by the osteopathic physician. 
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3. Structure and Function are Reciprocally Interrelated 
Structure and function are reciprocally inter-related and inter-influential. Normal structure in all parts of the organism is 
necessary for maximum function efficiency.  This inter-relationship provides a basis for the structural etiology of disease and 
for the technics of manipulative therapy. 
 
 Osteopathy recognizes that within the scope of general structural-functional relationships there are certain neuro-
musculoskeletal pathologies occurring frequently in the axial and appendicular skeletal tissues. 
 
4. Rational Treatment is Based on an Understanding of Body Unity, Self-Regulatory Mechanisms, and the Inter-
Relationship of Structure and Function. 

 
Therapeutic measures should promote favorable modifications of the disease process, without impairing other 

important processes. 
 

In 2002 another committee was charged to update these “Tenets of Osteopathy” to fit the practice of Osteopathic 
Medicine in the 21st century: 
 
1. The body is a unit; the person is a unit of body, mind, and spirit. This statement was said to emphasize that DOs are 
empathetic, patient focused physicians. 
 
2. The body is capable of self-regulation, self-healing, and health maintenance. This statement explains that a good physician 
considers a wholistic view of their patients, trusts that the patient is the one who heals, and will take into account all the 
variables that may be interfering with their patients' ability to maintain health. 
 
3. Structure and function are reciprocally interrelated. This statement emphasizes the significance of somatic dysfunction, and 
the use of Osteopathic manipulation as a standard of practice. 
 
4. Rational treatment is based upon an understanding of the basic principles of body unity, self-regulation, and the 
interrelationship of structure and function. This statement emphasizes that physicians who do not practice medicine in a 
manner congruent with the first three tenets of Osteopathic patient care does not really practice Osteopathic Medicine. 
 

While these newer explanations may be honorable and high-minded, we see a significant deviation from the original 
intention of Osteopathy as discovered and practiced by Andrew Taylor Still. 
 
 Have DOs become all too complacent? Can we rely upon this new interpretation as the "DO Difference?” Is the 
rebranding of Osteopathic Physicians as “empathetic,” “patient focused” and “holistic” enough? These are certainly noble 
aspirations, and they should be the value set for ALL physicians in practice, however, these qualities do not define Osteopathy.  
 
 This rebranding does, however, serve to excuse those DOs who do not practice hands-on osteopathy from feeling any 
responsibility for their lack of actual practice. Just ask any DO who values OMM, but does not practice it… they jump to these 
values, as if this might forgive them. I do not mean to be harsh, but honest. 

 
Over years of study, practice, and teaching, I have come to my own understanding of the Osteopathic Tenets. I have 

placed them in a slightly different order than they were originally presented. (As you read below, you will understand why). 
  

I have asked what is meant by “Rational Treatment?” Did Dr. Still actually encourage the use of medical therapeutics? I 
think not. Throughout Dr. Still’s writings he decries the use of drug therapies. No. “Rational Treatment” means hands-on 
Osteopathy. The original Tenets were meant to be a “rational” roadmap for understanding and practicing hands-on 
Osteopathy. 
 
 I am also concerned that “Structure” has been too narrowly defined, with excessive emphasis placed on the 
musculoskeletal system. “Structure” includes all of anatomy, for the totality of human anatomy can be accessed through the 
work of our hands. 

 
Another consideration is the understanding of “Function.” We are all familiar with the ways in which Structure 

determines Function: How the configuration of bones, muscles, tendons, and ligaments in the upper extremity may determine 
the trajectory of a ball that is thrown. What is less easily appreciated is the manner is which Function determines Structure: 
How the organizing forces present in embryologic development determine the emergence of a complete human being. How a 
wise all-knowing force exists within each of us that creates, and maintains our physiologic stability, actively heals our wounds, 
and restores HEALTH. This is the Inherent Therapeutic Process. This is Function. As Osteopaths, we are capable of interfacing 
with this inherent wisdom, and support its original intent. We do not heal. We find Health. 
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So... Here is a restatement of the 4 Tenets, as I see them, with my interpretation: 
 
1. Structure and Function are Interrelated at All Levels. 
Osteopathy address’s both Structure and Function. When I place my hands on my patients I am in direct contact with anatomy, 
ie. structure. It is not cadaveric anatomy. It is living anatomy, expressing physiologic function. The activity of life. Osteopathy 
in its truest sense, engages the activity of life as it is expressed through anatomy. Osteopathy engages structure and function, 
simultaneously. 
 
2. The Body Possess Self-regulatory Mechanisms that are Self-Healing in Nature. 
Function is self organizing. The “activity of life” is always seeking the most optimal state of balanced freedom (HEALTH) that 
can be achieved at any given moment. In this light, the presenting “lesions” represent the best stable state that individual can 
realize given the totality of that individual’s life events, and health of their tissues. The lesion state is one of fragmentation and 
fluid discontinuity. The lesion state is a negotiated state. It is the best solution the body-physiology can produce. These are 
self-organizing dynamics.  Osteopathic treatment must support the total body tensional dynamics as expressed in the tissues. 
Support is actually more than “tensional.” As treatment proceeds, support is refined. The quality of support determines the 
degree of success in engaging and augmenting Inherent Therapeutic Processes. Successful engagement allows tensions to 
resolve and the negotiated state to release. The engagement of this self-regulating mechanism is the essence of Osteopathic 
treatment. 
 
3. Human Beings are a Dynamic Unity of Function. 
With successful Osteopathic treatment the functional fragmentation and fluid discontinuity of the negotiated state resolves. 
The self-organizing dynamic, that once maintained the negotiated state, is now free to express its original intent: Wholeness. 
Wholeness is the embryologic imperative. The natural state is coherent unity. Dr. Still used many terms to refer to Unity. My 
personal favorite is “Connected Oneness.” Functional Unity is the goal of Osteopathic treatment and the definition of Health. 
 
4. Rational Treatment is Based on These Principles. 
In Summary... When I place my hands on my patients, I feel Anatomy / Structure. I also feel Function / “The Activity of Life.” 
Function self-organizes. I seek to support that self-organization.  As I refine the quality of my support, the body-physiology 
becomes ever more free to seek a more refined state of Unity. It is simple. Functional Unity is the goal of treatment, and the 
definition of Health. 
 

Now do you see how treatment is based upon these principles? 
 
What it means to be “Osteopathic” will be an ongoing discussion as our profession evolves and seeks to clarify its 

identity. It is my ultimate hope that being Osteopathic will mean embracing Osteopathy. 
 
Thank you for your time. I appreciate all comments. 
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If you wish to comment directly to the AOA, you may contact them with the below link. 
 
https://osteopathic.org/about/contact-us/ 
 
 
This topic will be discussed at the OCA Annual Meeting on Friday, June 14, 2019 at 5:45 p.m.  If you are unable to attend you 
may also send comments to the OCA office at info@cranialacademy.org. 
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The Gut-Brain Axis 
An Overview and Osteopathic correlations 
Michael Kurisu DO 

 
Background and Introduction 
The gut-brain axis is a bi-directional interaction between 
the complexities of the gut (including the microbiome as 
well as the Enteric Nervous System) and the Central 
Nervous System. The gut-brain axis involves both direct 
and indirect pathways of complex communication 
involving the sympathetic, parasympathetic, and the 
Hypothalamic Pituitary Axis. The gut-brain axis also 
influences the neuro-immuno-endocrine system forming 
adaptive responses to stress within the environment. 
There is also recent evidence suggesting that the concept 
of the microbiome plays a very important influential role 
within the gut-brain axis. There are several health 
implications including functional gastrointestinal 
disorders as well as those effecting neurologic and 
psychiatric areas.1 
 
The gut-brain axis begins in infancy. The early postnatal 
period in humans is characterized by bacterial 
colonization of the infant with the initial microbiome 
possessing a signal from the mother. Emeran Mayer MD, a 
speaker at our Osteopathic Cranial Academy conference, 
further states in an interview:  
 
“There’s increasing scientific evidence that the placenta is 
not as sterile as had been assumed until a couple of years 
ago…There are also the gut microbes of the mother, which 
produce thousands of signaling molecules that can cross 
the placenta and influence the child’s brain development. 
So brain development in an infant is most likely in part 
related to what metabolites the microbes of the mother 
produce. In addition, other studies have shown that if the 
mother is stressed during pregnancy, it can change her 
vaginal microbes, which in turn can influence the infant’s 
developing gut microbiota. There is also the question of 
how the mode of delivery — C-section versus vaginal 
delivery — affects the development of the gut-brain axis 
of people…. So the gut-microbe-brain connection really 
starts developing in pregnancy and this development 
continues during the first few years of life. It is a 
fascinating story because through these microbes you 
have this almost continuous connection of the developing 
human organism with what the mother does, how she 
feels, and the food she eats … it’s this continuous trail of 
connections.”2 
 
Role of the Microbiome  
As stated before, the microbiome plays a very important 
role in the formation of the gut-brain axis. The 
microbiome refers to all microorganisms in or on their 
host as well as their genetic material. The microbiota, on 

the other hand, defines the microbe population in a 
specific ecosystem, such as those populations found in the 
gut microbiota or skin microbiota. Within the gut, there 
are approximately 1014 microorganisms, which is around 
10 fold more cells than there are cells in the human body. 
Collectively, the genetic material of the microbiome is 
approximately 150 times greater than the human genome, 
with as many as one thousand distinct bacterial species 
and more than seven thousand bacterial strains.3 
Disruptions to the microbiome are increasingly becoming 
associated with the prevalence of allergies, autoimmune 
diseases, metabolic disorders and neuropsychiatric 
disorders that affect today’s society.4 
 
Evidence of gut-brain axis 
There have been several experimental animal models that 
have bene used to study the gut-brain axis. It has been 
demonstrated that the absence of normal gut microbiota 
early in life can have significant effects on stress 
responsiveness in the adult. And, surprisingly, that these 
changes can be partially reversed by early colonization of 
the gut w conventional microbiota. These changes can 
effects on neurochemical and physiological entities 
demonstrating the microbiome influence on the physical 
aspect of the Central Nervous System.5 
 
Clinical Relevance  
Besides animal models, there is a growing amount of 
evidence that the gut-brain axis influences and plays a role 
in the pathogenesis of many clinical gastro-intestinal and 
neuropsychiatric disorders due to the fact that patients 
with several psychiatric (depression, anxiety) and 
neurologic disorders (Parkinson’s disease, autism 
spectrum disorders) have significant gastrointestinal co-
morbidities.6  Interestingly, it is also well established that 
the response of the CNS to psychological and physical 
stressors can affect gut homoeostasis and result in 
diseases such as ulcerative colitis and irritable bowel 
syndrome (IBS). Novel treatments, such as Osteopathic 
manipulation of the gut-brain axis can have lasting effects 
on these tenacious clinical diagnosis. 
 
Depression and Anxiety 
Anxiety and depression often are co-morbid conditions in 
patients with IBS. Preclinical studies have shown the 
microbiota’s capacity to modulate emotional behaviors, 
and influence parameters significant to depression 
pathogenesis and severity. This has been shown in 
repeated studies demonstrating depressed human-to-
rodent fecal microbial transplants have induced 
depressive behaviors in the animal models and prebiotic 

 Scientific Section 



The Cranial Letter, May 2019, Volume  72, Number 2 15

 

 

as well as probiotic administration to healthy controls has 
improved anxiety and mood.7 
 
Autism Spectrum Disorder  
In addition to the core symptoms of Autism Spectrum 
Disorder ASD (difficulty with social and communicative 
behavior, repetitive behaviors), gastrointestinal 
symptoms are common and contribute significantly to the 
morbidity of affected patients.8  GI symptom severity is 
correlated strongly to ASD symptom severity, as well as 
anxiety and sensory over-responsivity conditions. Gut 
dysbiosis is an increasingly documented symptom of ASD. 
Researchers believe that these ASD-like behaviors are a 
result of a complex interplay between genetic defects and 
environmental risk factors causing abnormal 
neurodevelopment during maturation in utero and in 
early childhood. Analysis of genetic material in fecal 
matter from children with ASD showed a correlation 
between certain bacteria and altered neuro-behavioral 
development as observed in ASD as well as an imbalance 
in certain microbiota species with overall less diverse gut 
microbiome.9 Anecdotally, there have been observations 
of improved symptoms in children who experience 
changes in gut microflora populations caused by ingestion 
of either antibiotics against these bacteria or probiotics 
that provide the gut with more synergistic bacteria. 
 
Irritable Bowel Syndrome 
A number of studies have reported significant microbial 
shifts in fecal microbial community composition between 
healthy controls and IBS patients.10 Besides altered 
gastrointestinal motility, visceral hypersensitivity, post-
infectious reactivity, alteration in faecal microflora, 
bacterial overgrowth, food sensitivity, carbohydrate 
malabsorption, and intestinal inflammation, the gut brain 
alteration is known to be a major factor in the 
pathogenesis of IBS.11 
 
Schizophrenia  
There are clinical studies on subjects with schizophrenia 
showed the presence of increased levels of lactic acid 
bacteria in the gut lumen. The increased presence of these 
bacteria species is associated with alterations in adaptive 
immune responses which is known to be present in 
schizophrenia. Administration of probiotics to these 
individuals altered the microbiome and appeared to 
normalize some behavioral symptoms. Researchers found 
that microbial compositions of patients with 
schizophrenia were characterized by very low diversity. 
Researchers also carried out fecal microbiota 
transplantation experiments in mice and found that mice 
transplanted with schizophrenia microbiota displayed 
locomotor hyperactivity, decreased anxiety and 
depressive-like behaviors, and increased startle 
responses, suggesting that the disturbed microbial 
composition of schizophrenia microbiota recipient mice 
was associated with mouse models of schizophrenia.12

Parkinson’s Disease 
Parkinson’s Disease is a disorder of movement, not only 
from a neurological standpoint but also from the gastro-
intestinal system. This contributes to poor quality of life. 
These include problems related to dysfunctional 
autonomic and enteric nervous systems, such as slow-
transit constipation, and sensory alterations. The risk of 
Parkinson’s disease development increases with 
infrequency of bowel movement and constipation 
severity, and there is a significant comorbidity of 
Parkinson’s disease and IBS-like symptoms.13  Recent 
evidence shows the gut microbiota as promising source of 
information for diagnosis, prognosis, and, potentially, 
pathogenesis. 
 
In summary, there is considerable and growing evidence 
implicating the gut microbiome not only in the normal 
development and function of the nervous system but also 
in a range of acute and chronic diseases affecting the gut, 
as well as the nervous system throughout life.14 
Osteopathic techniques modulating the gut-brain axis 
offers a very promising therapeutic target for future 
treatment of these clinical scenarios.  
 
Gut-Brain Axis Communication 
There are several signaling pathways between the gut-
brain axis. There are also two natural barriers to signaling 
within the brain-gut axis: the intestinal barrier and the 
blood brain barrier. Because gut microbes, stress, and 
inflammation are able to modulate the permeability of 
both structures, the amount of information reaching the 
brain from the gut is highly variable, depending on the 
state of the host.15 
 
The precise mechanism of communication between the 
gut microbiota and the brain is complex and multi-modal. 
Direct neural communication processes between the brain 
and gut microbiota are principally realized through the 
Vagus nerve. However, the immune system, endocrine 
system and metabolic system are also intimately involved. 
For example, some gut bacteria can synthesize butyric 
acid, dopamine, serotonin and short-chain fatty acids, 
which influence the brain directly. Furthermore, gut 
microbiota have the propensity to affect neural circuits 
related to the stress response.16 
 
Therefore, interactions and communication of the gut-
brain axis can occur via the following pathways.17 There 
will be discussion about each of these as well as 
treatments for each pathways at the Osteopathic Cranial 
Academy conference.  
The Vagus Nerve 
Neuroendocrine signaling 
Neuroimmune signaling 
Metabolomic signaling 
Interference with Serotonin metabolism  
Altered Intestinal Permeability 
 
Treatment of Gut-Brain Axis 
The gut microbiota can be intentionally manipulated to 
help maintain health and prevent or treat disease. It has 
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been shown it the literature that this can be done through 
probiotics, antibiotics, and especially diet and lifestyle. 
The techniques of diet and lifestyle will be explored within 
the Osteopathic Cranial Academy Annual conference on 
the gut-brain axis. Additionally, Osteopathic treatment 
techniques on the gut-brain axis offers a very innovative 
approach to treat a complex mutli-component system. The 
Osteopathic profession can offer a great deal of service to 
science within the field of the microbiome and the gut-
brain axis. Continued research and clinical outcomes with 
Osteopathy should be explored in this arena.  
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Lippincott Interviews – CD IA 
Maud Nerman DO 
 
After meeting Howard and Rebecca Lippincott in 1978 during 
my first 40-hour cranial course I often made the two-hour 
drive to Morristown, Pennsylvania to study with them.  I soon 
brought a tape recorder to record the sessions. I will be 
making a copy of the recordings available to The Cranial 
Academy and others who want them. Some of the discussions 
are quite basic.  I transcribed them as best I can and offer 
some of the highlights. Rebecca deferred to Howard in much 
of the teaching. She felt his knowledge of anatomy more 
profound than hers. With other osteopaths, Howard had 
spent 2 weeks dissecting a cadaver.  

 
TORSION 

 
Howard Lippincott (HL): “Suppose you are in a dentist chair.  
Your head is leaning back in the chair.  He (the dentist) is 
working on the upper molar.  (This procedure can create a 
torsion).   
 
“The back of the head, the occiput is held in position while the 
maxilla which is attached to the palatine bone and frontal 
bone and indirectly to the sphenoid (torque on the molar) 
sets the whole skull in motion, twisting it on an anterior-

posterior access. The occiput stays put-held posteriorly in the 
headrest (the dentist is yanking the left-sided tooth 
inferiorly) so the right side of the sphenoid goes up and the 
left side goes down. 
 
“If a line is going through the anterior-posterior direction 
that creates a twist.  On one side, the left frontal goes down 
while the left side of the occiput stays in place.  The twist of 
the SBS is named for the high wing.” 
 
He then told me I could feel it better on myself if he did it to 
me. 
 
HL said, “you should keep your mind on the SBS.” 
 
With side bending, which is named for the low side 
sidebending - the convex side is rounded (the skull is) 
concave on the shorter flatter side. 
 
“There is always an upward convexity in the SBS.  I’ve only 
seen one without an upward convexity.  Naturally it would be 
dead.”  (He’s referring to a skull.) 
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To understand side bending - hold two ends of a ruler firm - 
side bending without twisting is this. 
With side bending the SBS gets compressed so it goes up to 
get of out of the way. 
 
The SBS is just above the hard palate.  That’s where you can 
feel it (on your own body).  When the SBS goes into flexion it 
pulls the metopic suture and the crista galli forward.  The 
Occipital protuberance (is) pulling the falx lengthening the 
distance and lowering the vertex.  When you do that to the 
point of strain it pulls on the vertex enough until you feel it 
up there.  I didn’t know that when I was teaching (until) I 
tried it out on myself. 
 
“I got to thinking that Dr. Sutherland didn’t know anything 
about the skull.  He was fighting with himself for 30 years 
that the bones couldn’t move. 
 
“He had studied the bones and membranes.  He was curious.  
He finally understood.  He didn’t know how it moved.  But no 
one knew beans about it. 
 
“He worked on his own head.  He did severe experiments.  He 
had a football helmet and a shammy.  (He put the shammy 
inside the helmet) and put a lot of pressure on one side of his 
head.  (He learned) from his sensations. He could feel these 
things on himself.  He never told us how he got the answer. 
 
We saw him many times when he was working on his own 
head to find out what the effect (of what he did) to the motion 
(of his head). 
 
“Some of his accomplishments were as a result of studying 
the result on his own head in a strain. 
 
“I tried it.  I had a headache for a couple of days. 
 
“From the work he did on himself he must have almost 
passed out two to three times all alone.  He didn’t tell his wife.  
If his wife had known she’d have been scared. 
 
“He’d just release the air bag before he passed out.  He’d find 
out what he wanted to know before he let it go.  Would make 
him scared of us putting skulls into a strain.  So he devised 
techniques so we would not feel strain.  
 
Can’t touch it from the outside but can feel it pull in the 
membranes. 
 
“Extension reduces the upward convexity but does not 
straighten the SBS. 

 
LATERAL STRAIN 

 
“Advanced work - will feel a side slip in a child under 18.  In 
adult will feel it as a lateral strain. 
 
HL was creating that in the osteopathic student I brought 
with me.  He asked her where she felt the lateral strain he 
slightly created.  “You should feel it way inside up there in the 

back of the pharynx way up in the mouth in the back of the 
nose in in the throat. 
 
That (kind of) lateral strain is more or less unusual except an 
infant.  I could sense a strain way back in my mouth. 
 
(When we studied with Dr. Sutherland) “We were in practice 
20 years and our ideas were pretty fixed and we didn't pick 
up his ideas as quickly as you in college can. 
 
“Dr. Sutherland would give a lecture on the side bending at 
the beginner’s course.  Next week to the intermediate class 
and then to the advanced students.  We’d hear the same 
lecture three times and something new would sink in.  We 
wore out the cranial part of anatomy books one after the 
other.” 

 
MN: “I don't know how to treat strain.” 

 
RL: Treat it in the position it is in. 

 
HL: At birth it happens easily because of the wide thick 
membrane and cartilage between the bones of the skull.  (It’s) 
free so that the head will mold and distort to get down the 
birth canal.  Crying is normal: hope for a lusty cry. 

 
HL: “I was in the sterile room treating a newborn in distress.  
I had that little head and I was easing it around as it cried.  
The whole head opened up and then the baby slept. 

 
[Lateral Strain] 
HL: A challenge during the birth process – “as the head 
coming down - The occiput gets lateral.  If something catches 
[CAUSES] a twist going over the promontory of the sacrum.  
(That can) one side of the occiput [so it] goes sideways which 
the sphenoid can't do.  [This creates] a lateral strain on the 
SBS.  Abnormal motion can be produced with severe strain.  
Can get it in a MVA when the occiput goes to one side and the 
sphenoid to the other. 

 
VERTICAL STRAIN 

 
“A vertical strain occurs - if occiput is pressed by pelvic arch 
as it comes out while the sphenoid is help up in the canal.  
The vertical strain is named for the sphenoid whether it's 
high or low. 
 
“This can happen when the nurse [holds the baby in] because 
she didn't want it born until the doctor gets their.” 
 
HL had a case where this happened - where the baby was 
held in for 15 minutes. 
 
“Baby’s head received posterior anterior compression.  Front 
head was pushed [WHILD THE] immobile occiput 
compressed SB suture.  [Head was] stuck.  Baby could not 
grow. The [SBS] compression couldn't allow molding to take 
place.  Baby was paralytic couldn't turn over.  Couldn't do 
things baby should do.  It was supposed to be put in an 
institution. 
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“At 1½ years mother brought baby to see me.  After six 
treatments he was all right.  [He went on to have a regular 
life.]  He was in the war.  His mother worked in the Post Office 
so I'd see her every so often and found out about him.  He 
married.  He was fine.  That’s SBS compression.  

 
TEMPORAL BONE 

 
Dr. Sutherland called it the Mischief Maker.  It creates a lot of 
problems.  We get more satisfaction connecting the temporal 
bone than all the others. 

 
It's hooked up with the base of the skull, occiput, sphenoid 
attached to the greater wing of the sphenoid and parietal 
vault. 
 
If the vault goes one way while the base goes the other way 
the temporal gets caught in the middle.  The SB is stressed 
and cockeyed.” 

  

Osteopathic Techniques For the Lower Extremity  
Anthony Capobianco DO FCA 
  
"The fascia is the place to look for the cause of disease and 
the place to begin the action of remedies in all diseases..."1 – 
Dr. A.T. Still 
  
The following illustrates a variety of Osteopathic 
Manipulative Treatment (OMT) approaches for lower 
extremity conditions ideally suited for traditional osteopaths 
versed in Osteopathy in the Cranial Field (OCF). For better 
recall and to help integrate these into everyday practice, they 
are placed in the context of a patient encounter. 
  
M.S., a 48-year-old fair skinned white female, presented the 
day after being in the shade of the Caribbean sun with the 
chief complaint of both her legs having throbbing pain, 
tenderness, swelling, redness and a sensation of tightness, 
worse with standing. She reported a history of a general 
sensitivity to and easy burning in the sun. Examination 
revealed the lower extremities to be warm, erythematous, 
edematous and blanched with digital pressure. The 
conventional diagnosis of sunburn, a radiation burn was 
made, in this case appearing to involve the lower extremity 
skin's superficial dermal layer, from overexposure to 
ultraviolet (UV) solar radiation.  
 
Osteopathic evaluation and treatment began with the patient 
supine on a chaise lounge, operator kneeling in the beach 
sand (in lieu of sitting since an OMT table was not readily 
available), contacting by cupping lightly under both heels. 
The potency, fluids and soft tissues of the legs were sensed 
and followed into indirect treatment cycles in which both 
legs went through a release each.  Next, each leg was 
addressed individually: one hand cupping under the heel 
while the other hand cradled the leg's posterior 
compartment via the middle portion of the gastrocnemius 
muscle and fascia for indirect treatment. As a sidebar it 
should be noted that this unilateral leg technique is 
invaluable in gastrocnemius tears common to daily high 
mileage runners and hikers. This event is usually signaled by 
a palpable, almost audible "pop" in the calf.  After such 
treatment, usually indirect, wrapping in self – adherent wrap 
(ex. Coban™), below to above in lessening ascending tension, 
assists in rapid healing. 
  
Following this, as per Dr. "Wild Bill" Wyatt,2 both 
heel/ankles were contacted, operator standing, while 

traction/disengagement was applied by the operator leaning 
inferiorly, to determine and engage restrictive barriers in 
each leg simultaneously, for direct treatment. Releases were 
obtained in each leg. 
  
Next the popliteal fossa of each leg was released by grasping 
around to the posterior superior lower leg, just inferior to 
the knee, specifically the medial and lateral heads of the 
gastrocnemius muscle and fascia, with the second through 
fourth fingers of both hands, engaging soft tissue barriers 
upon spreading of the muscular/fascial tissue for direct 
release.  
  
Following this, Dr. Wales' Fascial – Fluid Pump Technique3 
was applied to each lower extremity, one followed by the 
other.  After flexing the supine knee, and supporting the 
ipsilateral foot by anchoring it, with the operator standing 
beside and facing the adjacent leg, an alternating internal 
and external swing of the hip equidistant to a center point 
was performed to administer an incitative lateral fluctuation 
of the leg. This operator presented a case in literature of the 
immediate resolution of superficial thrombophlebitis with 
this approach.4 After this, the patient's lower extremities 
were elevated in relation to the heart for around five 
minutes. Within minutes following, the onset of relief of all 
symptoms was noted, progressing even to the point that 
continued sun exposure for days following failed to elicit any 
skin sign or symptom whatsoever.  The objective and 
subjective response unfolded so promptly, a dose of 
homeopathic Apis Mellifica or Cantharis, a consideration, 
was not even necessary. 
  
Relevant to this discussion, one caveat must be mentioned 
concerning lower leg issues. Prior to undertaking posterior 
compartment OMT one must always consider the possibility 
of deep vein thrombosis (DVT). If this is a consideration, help 
rule this out with a history including exploring triggers such 
as recent post partum or surgical interventions. This, as well 
as the many physical examination maneuvers, including 
eliciting Lowenberg's sign, which consists of pain being 
rapidly elicited when a BP cuff around the calf is inflated to 
80 mmHg, followed by a Leg Vein Doppler ultrasonography 
study, if at all indicated. 
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This patient study presents several excellent lower extremity 
Osteopathic Manipulative Treatment (OMT) techniques for 
the osteopath sensitive to the motions and lack of motions of 
the Cranial Rhythmic Impulse (CRI) throughout the 
body.  These can be applied for a myriad of clinical disorders 
involving the leg, even dermatological, as this case 
illustrates. The fact that continued exposure failed to yield 
any skin pathology is significant; it reveals that the cause of 
the burn, fascial strains of the lower extremities, apparently 
impeding venous and lymphatic drainage, was successfully 
addressed. In this case there was inflammation, and its 
resolution, readily visualized, as evidence of the efficacy of 
OMT's ability to address pain from inflammation, of even 
deeper structures, both somatic and visceral.   
  
As this was osteopathy in field conditions without an OMT 
table, it is important to note that the usual approach of 
initially addressing pelvic strains with High Velocity Low 
Amplitude (HVLA) was not able to be performed, which 
necessitated the sole application of traditional balanced 
ligamentous and Potency inclusive Sutherland - style 
techniques. It should also be stated that in the outpatient 
clinical setting, again with the advantage of a table, the 
thoracic diaphragm is usually addressed via OMT to the 
thoracolumbar junction and inferior costal margins as well 
as the myofascial continuum to the sacrum, derived from 
standard OCF pelvic testing maneuvers and contacts.5 That 
being said, the indirect and direct techniques from the 
calcanei are also capable of releasing pelvic and even 

thoracic diaphragmatic strains, common in lower extremity 
disorders. For the newer student, this also teaches that the 
Cranial Concept, the functioning and dysfunctioning of the 
craniosacral mechanism, is palpable and applicable to strains 
even at the farthest reaches of the periphery. The 
implications are that OMT can obviate the need for 
conventional pharmacological intervention, a salient aim in 
the light of current concerns surrounding abuse of pain 
medication.  
  
Lastly, this case also brings to mind that the best results 
seem to arise when both biodynamic and biomechanical 
techniques are integrated in treatment. As this is certainly 
not all-inclusive, the techniques presented above are 
clinically high yield and might be considered collectively or 
individually in the care of patients with leg disorders of all 
kinds. 
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Examining Gait and the Cranium 
Charles Beck, DO, FAAO; Josh Dalton, DO; William Powell, DO; Paul Hume, ND, DO; Micha Sale, PT; 
Catherine Beck, LMT, CST 
 
Within the realm of cranial osteopathy, primary respiration 
has long been held to be the fundamental driver of the 
motion of the bones of the head.1    This primary respiratory 
force is followed by a secondary respiratory movement, 
which is attributed to the movement of the respiratory 
diaphragm.2  This secondary force moves the bones of the 
head and the other tissues of the body at a different rate and 
rhythm than the primary driving force.3  These phenomenon 
lead to an osteopathic cranial treatment that is repeatable 
and teachable to students when our patients are diagnosed 
and treated lying supine on the table.  But, how does gait 
influence the cranium?  Is it just by the core link?  Or, is there 
a dynamic aspect of walking that influences the cranium that 
we miss by static diagnosis? 

 
Fred Mitchell, Sr., DO, FAAO, was a contemporary of William 
Garner Sutherland, DO.  They knew of each other and Fred 
Sr., even suggested that his son, Fred Jr., go and learn about 
cranial osteopathy from Dr. Sutherland.4  Fred Sr. developed 
the muscle energy diagnosis and treatment method.  He also 
put his mechanical engineering mind to work and explained 
his model of pelvic mechanical motion.  This is the Mitchell 
model of the pelvis and will be explained during this and 
subsequent articles. 

 

Most of the patients who visit an outpatient osteopathic clinic 
walk in to the clinic for their treatment.  There, the osteopath 
examines the patient and, very frequently, they are lain 
supine on the table for treatment.  [physicians both diagnose 
and treat the patient lying down….but if in fact gait affects the 
cranium, is it something that] But what happens when they 
walk in that many osteopaths are not looking at?  What is the, 
seemingly inconvenient, truth about gait and the cranium?  Is 
it the same as the core link that we discuss in our education 
or is it something more?  Let’s take a closer look at the 
anatomy to find out. 

 
When a person takes a step forward with the right leg, a few 
things happen osteopathically: according to Mitchell’s model, 
as the right leg goes forward, the right innominate rotates 
posteriorly around the inferior transverse axis (this is the 
axis of motion of the innominate), and the sacrum begins to 
sidebend to the right and rotate to the right.  This sacral 
motion is focused around the middle transverse axis, and 
during the above described motion the left oblique axis is 
being created (right sidebending brings the left portion of the 
middle transverse axis cephalad, while the right side is 
traveling caudad with the posterior right innominate 
rotation).   
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This left axis with right rotation is at its maximum just before 
heel strike of the right foot.  At this point of the gait cycle, the 
left leg is now posterior, (and the only leg that is weight 
bearing), and the left innominate is rotating anterior.  This 
evolution moves the pelvis further into a left sacral torsion 
axis.  The posterior rotation of the right innominate coupled 
with the anterior left innominate, rotates the sacrum to the 
right during the swing phase of gait.  During right heel strike 
and the beginning of weight transfer to the right foot, the 
sacrum rotates to the left.  This gives a left on left sacral 
torsion pattern in the pelvis during right heel strike.  Thus, 
walking should move the sacrum from a left on left into a 
right on right sacral torsion pattern and back again.5  

 
Let’s move this gait motion up the body.  The dura mater is 
the toughest material in the body.6  It is stronger than bone 
and yet flexible.  Jean-Pierre Barral, DO, MRO(F), RPT stated 
that, until the dura was released, it would pull the bone back 
out of alignment.6  The dura is firmly attached at the sacrum 
at the second sacral segment.  It is further attached at the 
second/third cervical vertebra and the foramen magnum7.  
There is more about this anatomy and its possible 
dysfunctions that will be discussed in later articles.  For the 
moment, we are going to assume that the anatomy is working 
as it should, with no restrictions. 

 
This firm attachment of the dura means that, during the 
sacral motion of gait, the occiput is also moving.  Eric Dolgin, 
DO, FCA, and Mark Rosen, DO, FCA, explain this movement in 
a video presented during an introductory cranial course as 
analogous to the old “T” shaped clothes line - if you moved 
one post, the other would move in the same direction 
because of the clothes lines going between them.  The 
“clothes lines” in the body represent the dura attaching the 
sacrum to the cranium – what we learn as the core link. 

 
Just to spell that out very clearly - that means that when you 
walk, the sacrum is moving / driving the occiput with each 
step and not the other way around.  This does not mean that 
the primary and secondary respiratory motions are not still 
present, just that the coupled moment of the sacrum with the 
occiput during gait puts a different, overlaid, motion into the 
cranium - and one that does not follow the described cranial 
rhythm. 

 
When the sacrum side bends, it does so around a central, A/P 
axis, described by Stiles as a horizontal axis perpendicular to 
where the middle transverse axis and oblique axes meet.  
This movement would be equivalent to an axis at the 
anatomical center of dural attachments to the sacrum.  This 
side bending motion is always coupled with a rotational 
component in non-dysfunctional cases.  For clarity of 
explanation only, these motions will be described separately. 

 
The sacral side bending component of gait translates to the 
occiput with the occiput side bending the same as the sacrum.  
The sphenoid, connected by the SBS to the occiput, which 
works like a gear, moves in the opposite direction.  Thus, the 
side bending component of the described right heel strike, 
means that the sacrum is side bent to the right, the occiput is 
side bent to the right, and the sphenoid is side bent to the left 

(about an A/P axis).  This describes a right cranial torsion 
during a left on left sacral torsion.   

 
Connecting the sacral oblique axis (the side bending 
component) to the opposite named cranial torsion would 
mean that a left on left and a left on right sacral torsion both 
would link to a right cranial torsion (as we are describing the 
side bending component only here).  A right on right and 
right on left sacral torsion would would link to a left cranial 
torsion. 

 
The rotational component of the sacrum comprises what may 
be referred to as a dynamo effect.  During swing phase, where 
the right leg is moving forward, the sacrum initially moves 
right, as do the shoulders.  As the sacrum moves into its left 
rotation, the shoulders stay right rotated, neutralizing the 
pelvic rotation and producing kinetic energy. 

 
During right torsion, the right eye is larger and the left 
smaller.  This means that, in a eutropic patient, the right eye 
is relatively in flexion, or nearsighted (globe shorter and 
retina closer to the lens) and the left eye is relatively in 
extension, or farsighted (globe longer and retina relatively 
further from the lens).  Although these changes are small, this 
left and right movement from near to far sightedness during 
walking may be a mechanism to help us locate prey (or 
predators) and also may explain why saccadic movements of 
the eye do not occur during gait.  Is this because the 
movements of the orbit and globe keep the visualized image 
moving and, thus, it would not stay on our blind spot? 

 
All of these observations are curious speculation if we don’t 
examine them.  If we still lie our patients on the table and 
examine them statically, the observations described in this 
article, and the findings and treatments described in future 
articles, mean nothing.  The cranium, ocular, dental, and 
traumatic patterns are all present whether we are supine, 
prone, standing, etc.  But, if we begin to perform dynamic 
examinations, we could possibly find that the chronic right 
torsion pattern in the patient was actually a gait restriction 
that is easily treated once we have a correct diagnosis.  We 
might learn that the diagnosis of the body that we describe as 
the mechanism has a blind spot for gait…since we do not 
examine the patient while they are walking or in any kind of 
motion.  Stay tuned for a further explanation of this and more 
sacral / cranial connections in the next article. 
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dr.djmasiello@gmail.com 

Wanted:  
 

Memories of Viola M. Frymann, DO, FAAO, FCA for a publication describing and honoring her 
contribution to Osteopathy over her near 60-year career. This includes her international travels and 
all the courses she did. We would like to receive 1 to 2 page stories and memories and a picture or 
two of Viola with you or your group. This will be published by Osteopathy's Promise to Children. 
Please send inquiries and contributions to Co-Editors Hollis King (hhking@ucsd.edu) or Lorane Dick 
(drldick@gmail.com) or to OPC (director@the-promise.org) 

 

In Memoriam 
 

John J. Vietas DDS 
January 11, 2019 

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.  
 



22 The Cranial Letter, May 2019, Volume  72, Number 2

 

 

Foundation Corner 
 
  Seven 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 Reese S. Beisser RVU/COM; Aziza T. Bomani VCOM; Kara Button 
UNE/COM; Sean Byrne UNE/COM; John Diefenderfer WVSOM; Mark Jens UNE/COM, Salomi Rami DO.  Six aggregated 
scholarships were awarded Crystal Clendennen-Peirce UNECOM; Lindsey R. Dalka DO; Jacob A. Fischer COMP-NW; Matthew 
Mashayekhi UNE/COM; Tabitha Syed TUCOM-Middletown and Jenna Wozer UNE/COM.  Erin M. Chandler RVU/COM; Alecia D. 
Lentz COMP-NW; Robin Mata NSU/COM; Jacqueline Russell UNE/COM; Matthew Senno UNE/COM And Lyman Wu UNE.COM 
received the scholarships from the Barkley Fund.  Ashley Watson OSU/COM and Tyler Watson OSU/COM received the Kaswan 
scholarship.  Grant Below MSU/COM received the scholarship by Mark E. Rosen DO FCA. 
  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 22, 2019 include: 
 

Richard H. Armond III DO 
Joel A. Berenbeim DO 
James W. Binkerd DO 

Thomas R. Byrnes Jr. DO 
Judy M. Colabella DO 

Mel R. Friedman DO FCA 
Maria T. Gentile DO 

(In memory of Pat F. Gentile) 
Andrew H. Haltof DO 

Cheryl Harter MD 
David G. Healow MD 

Jennifer L. Highland DO 
Richard J. Joachim DDS 

Andrea G. Johnson DO 
T. Reid Kavieff DO 

Stephen P. Kroth DO 
Tudor C. Marinescu MD PhD 

Paul S. Miller DO FCA 
Angelique C. Mizera DO 

(David Marcus Scholarship Fund) 
Lucette Nadle DO 

Doris B. Newman DO FAAO 
Sun F. Pei DO 

Michael J. Porvaznik DO FCA 
Laura T. Rampil DO 

Jerri D. Robertson DO 

Barry S. Rodgers DO 
Mark E. Rosen DO FCA 

Sandra B. Skates DO 
Ilene M. Spector DO FCA 

Devorah G. Steinecker DO 
Warren Sturla DDS 
Cherie D. Tobin DO  

Martin E. Torrents DO 
Quoc L. Vo DO 

Kay A. Weinshienk DO 
Adrian L. Woolley 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. 



 

 

  

TRADITIONAL OSTEOPATH IN 
MONTROSE CALIFORNIA SEEKS LIKE 

MINDED OSTEOPATH TO SHARE 
PRACTICE 

   I am a traditional family practice osteopath with a 
busy 16-year-old private practice in the Montrose 
area of Glendale, California.  In addition to living 
and practicing in California, I also live part time at a 
farm in Utah.   
   My practice in California continues to grow yet I 
am out of town a lot.  As such, I am looking for a 
like-minded osteopath interested in practicing 
traditional osteopathy and holistic primary care 
with me in Montrose or nearby. I have plenty of 
patients to share, and receive frequent inquiries 
from new patients.   
   Please contact me if you are interested or know 
someone who is. You can find out more about me 
and my practice at my website drvolmert.com. My 
location and contact info are below.  

Rosann Volmert DO 
3527 Ocean View Blvd    Glendale, California 91208 

(626) 796-3413 
dr.volmert@gmail.com    www.drvolmert.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 

 
June 8-12, 2019 June Introductory Course in Osteopathy in  

the Cranial Field 
Course Director: Richard F. Smith DO 
Associate Director: Matthew Gilmartin MD 
Marriott La Jolla Hotel, La Jolla, California 

 
June 13-16, 2019 Annual Conference 

“The Second Brain: An Exploration of The Gut-Brain Axis” 
Conference Director: Michael Kurisu DO 
Assistant Director: Ali Carine DO 
Marriott La Jolla Hotel, La Jolla, California 

 
June 14, 2019 Annual Membership Meeting 

Marriott La Jolla Hotel, La Jolla, California 
 

September 6-8 and September 20-22, 2019  Introduction to 
Osteopathy in the Cranial Field Two Part Course 
Course Director: Zina Pelkey DO FCA 
NYCOM, Old Westbury, New York 
 

November 8-10, 2019  Visual Somatic Dysfunction – 
Diagnosis and Management 

Course Director: Paul Dart MD FCA 
Eugene, Oregon 

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

State Society Coming Event 
 

Preconference OMT Workshop 
“An Indirect Approach to Osteopathic 

Manipulative Medicine” 
April 11, 2019 

The IOA designates this program for a maximum of 8 
AOA Category 1-A credits and will report CME and 
specialty credits commensurate with the extent of the 
physician's participation in this activity.   Application for 
CME credit has been filed with the American Academy of 
Family Physicians.  Determination of credit is pending. 
 

Renaissance Indianapolis North, Carmel, Indiana 
 

122nd Annual Spring Update 
April 12-13, 2019 

The IOA designates this program for a maximum of 20 
AOA Category 1-A credits and will report CME and 
specialty credits commensurate with the extent of the 
physician's participation in this activity.  Application for 
CME credit has been filed with the American Academy of 
Family Physicians.   Determination of credit is pending. 
 

Renaissance Indianapolis North, Carmel, Indiana 
 

Contact:  Indiana Osteopathic Association 
(317) 926-3009 or www.inosteo.org 

The IOA is accredited by the American Osteopathic Association 
to provide osteopathic continuing medical education for 

physicians. 
 


