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Annual Conference 2019: 
Physicians Explore Gut-Brain Connection



Orofacial Development: 
Merging Osteopathy in the Cranial Field 

and Functional Dentistry
February 21-23, 2020 

Norfolk, Virginia 
Course Director: Eric J. Dolgin, DO, FCA

COURSE OBJECTIVE

To introduce DOs and MDs to working with dental-related problems.  
NOTE: This course will be taught from a post-introductory course level. Dentists should first complete the Introductory Course,  

which may include the Introductory Course that immediately precedes this course (February 15-19, 2020) in Norfolk, Va. 

AUDIENCE

DOs and MDs who practice OCF, and dentists who have taken an Introductory Course,  
who wish to explore OCF implications for dentistry. 

LEARNING OBJECTIVES

To gain an understanding of the following areas:

•  Dental terminology   •  Development of the face  •  Dental biomechanics/orthodontics

•  Dental orthopedics: concepts and modalities  •  Dental reconstruction

Sleep apnea  •  Tight frenulae  •  TMJ basics

•  Dental history and physical  •  How to find a dentist for a referral, and when 

PREREQUISITE

One approved Introductory Course in Osteopathy in the Cranial Field (OCF).

For more information and registration: https://cranialacademy.org/events/cme/
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For those of you who weren’t at the 2019 Annual Conference in La Jolla, Calif.,  
I want to share some of the highlights with you. 

We had fascinating presentations from leading scientists on the brain-gut axis  
and the many functions of the gut microbiome. We also learned how consistent 
this brand new science is with what osteopathy has taught since its founding— 
all the things we know that are old, are new again.

There was a lot of discussion at the membership annual meeting, and in the halls 
between sessions, about changes that are happening at the American Osteopathic 
Association. The Board clearly heard that our members want to de-couple OCA 
membership from required AOA membership, and we are actively working 
through the steps to amend our bylaws to accomplish that. 

In addition, the AOA leadership has offered to meet with the OCA Board via 
conference call and provide more background and explanation for the actions  
they have taken that have created so much uproar and frustration. We will share 
with you what we learn in the next The Cranial Letter, and also provide a forum  
for members to share a wide variety of perspectives. 

Other highlights include:

3  Dr. Eric Dolgin gave a riveting Sutherland Memorial Lecture. You can read  
the text here in The Cranial Letter, although I will say that without Dr. Dolgin’s 
droll delivery it won’t be quite the same.

3  At the banquet, three new Fellows of the Cranial Academy were honored—
Edgar Miller, DO, FAAO, FCA; Mary Anne Morelli Haskell, DO, FCA; and  
John Reed, MD, FCA.

3  We honored our recently retired executive director, Sid Dunn, with much 
gratitude for all the things he did over 14 years to make the Cranial Academy  
a better organization.

3  We met our new executive director, Angela Bedell, whom I hope most of you 
will get to know over the next several months at upcoming events.

Lastly, you may be wondering, how did I get to be president of the OCA? As you 
may remember, Dr. Tom Moorcroft was the president-elect, voted on at the June 
2017 meeting. In early May, Dr. Moorcroft contacted the Board to let us know 
that, due to stressors in his personal and professional life, he was not going to  
be able to serve as president. In accordance with our bylaws that officer positions 
must be immediately filled, the board elected me as president-elect, stepping into 
the president role a few weeks later. Since I had previously been recommended 
by the Nominating Committee for the upcoming election as president-elect, and 
having been the treasurer for the past two years, it seemed the best solution.  
It was a whirlwind change, but we very much appreciate Dr. Moorcroft’s  
prudence and foresight that he couldn’t devote his full effort to this position. 

For the rest of this column, I want to share with you some of my thoughts  
and vision for the Osteopathic Cranial Academy over the next couple of years;  
I spoke briefly about these thoughts at the banquet.

I’ll start with a couple of observations.

Finding Our Health and Helping It Grow
By Annette Hulse, DO 
President, Osteopathic Cranial Academy 2019-2021

 PRESIDENT'S MESSAGE

Annette Hulse, DO, is an 
osteopathic physician in  
Santa Cruz, Calif.

They want to  
see a doctor that  
will make them  
feel better when  
they walk out  
the door, and they  
want help guiding 
them on a path to  
improved health.
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First, we practice medicine in the way that is every medical 
student’s ideal, the way that they envisioned when they 
went to medical school. We get to touch our patients, 
develop relationships and build trust. We listen to them, 
touch them with loving intent, and help our patients  
to actually heal. So … we are at least one antidote to 
physician burnout.

(We will be working) to identify ways 
to build on our strategic plan to improve 
member communications, outreach, and 
opportunities for involvement, to build  
a stronger organization and ultimately 
better support for the profession. 

Moreover, patients want the same thing. They want to  
see a doctor that will make them feel better when they  
walk out the door, and they want help guiding them on  
a path to improved health. They want dentists who will 
think holistically. They want to be part of a team, with  
a practitioner who respects the wisdom of the human  
body’s self-healing capabilities. 

So we have a lot of things going for us, from both vantage 
points—the supply (physicians) and the demand (patients) 
side of medicine.

Of course there are challenges—there are always challenges. 
Many of the challenges involve change. Change is scary, 
that’s just human nature. Change is scary, and loss of 
control is scary. Most of all, uncertainty is scary. By nature  
I am a realist, but I am also an optimist. More importantly,  
I believe what my teachers taught me. Our job is to find the 
health. Anyone can find the problems, or the threats, or the 
changes to fear. We have to find the health—the health that 
runs so very deep in osteopathy. Our profession has lots of 
health in it, including the observations I made just a few 
moments ago. 

So my goals over the next two years as president are to find 
that health and help it grow. We have a highly skilled new 
executive director, and I will be working closely with her 
to identify ways to build on our strategic plan to improve 
member communications, outreach and opportunities for 
involvement, to build a stronger organization and ultimately 
better support for the profession. You will be hearing more 
from us in the coming months.

Thank you for the honor and opportunity to serve.

The Cranial Letter  3  



I am very excited to join The Osteopathic Cranial Academy as your executive 
director. This is an amazing and unique organization. I look forward to building  
on the success that you have achieved to bring the Academy to where it is today.  
I also congratulate and thank Sidney Dunn for all he has contributed to the 
growth and development of the Academy over the past 14 years.

No one goes to college to “organize organizations” but that is how I describe my 
work, and I love it. The organizations I’ve worked with for 20+ years have all  
been health and medical associations or foundations.   

It has been a pleasure to meet so many of you. I am impressed with your 
dedication as healers. You have achieved a high degree of training and skill in  
the spirit of the teachings of Drs. Andrew Taylor Still and William G. Sutherland. 

I have been an advocate of health and wellness for my entire adult life, and in 
earlier chapters was a certified Pilates instructor and Registered Yoga Teacher.  
I recall learning to “teach teachers” of Pilates and learning the important balance 
of honoring the work of Joseph Pilates and while staying abreast of new research 
in exercise science.  This is only one of the reasons that I feel a unique collegiality 
with and respect for the OCA members—heritage and innovation are not an easy 
balance. You achieve this and so much more because of your commitment to  
your patients and your profession.

Much more than other forms of medicine, osteopathy promotes harnessing 
the body’s ability to heal itself. Health care has no lack of challenges, but this 
profession and your practice of osteopathy have the potential to heal individuals, 
communities and systems. 

Your dedication also is evident in the commitment of our many volunteer leaders 
who give so much to this organization. There is a great energy and spirit within 
the Academy. I find that very encouraging.

In the coming months, I look forward to working with all of you as we set our 
course for the next steps in the future of the Cranial Academy. Please feel free to 
contact me at abedell@cranialacademy.org.

Angela

Looking Forward to Serving You
By Angela Bedell, CAE 
Executive Director, Osteopathic Cranial Academy

 EXECUTIVE DIRECTOR

You have achieved  
a high degree of 
training and skill  
in the spirit of  
the teachings of  
Drs. Andrew Taylor 
Still and William G.  
Sutherland. 
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Introduction to Osteopathy in the Cranial Field

MID-WINTER COURSE

February 15-19, 2020  

3  Norfolk, Virginia

 Course Director: Zinaida Pelkey, DO, FCA

JUNE COURSE

June 6-10, 2020  

3  Houston, Texas

 Course Director: Richard Smith, DO 

Orofacial Development: Merging Osteopathy in the Cranial Field and Functional Dentistry

February 21-23, 2020  

3  Norfolk, Virginia

 Course Director: Eric J. Dolgin, DO, FCA 

Weekend with Paul Lee

April 2020, TBD

 Course Director: R. Paul Lee, DO, FAAO, FCA

Cranial Academy Annual Conference 
Viola M. Frymann, DO, FAAO, FCA: Inspiration, Research & Practice

June 11-14, 2020  

3  Houston, Texas

 Conference Program Chair: Hollis King, DO

oming Events
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At its recent meeting in La Jolla, Calif., the Osteopathic Cranial Academy elected the following officers for the 2019-2020 
year: Dennis Burke, DO, of Middletown, N.Y., as president-elect; and R. Mitchell Hiserote, DO, of Sebastopol, Calif., as 
secretary. Ali Carine, DO, of Upper Arlington, Ohio, and Simeon Hain, DO, of Athens, Ohio, were elected as directors. 

In separate action, the board elected Annette Hulse, DO, of Santa Cruz, Calif., to the position of president with the 
resignation of Thomas Moorcroft, DO, of Berlin, Conn.  Theresa Cyr, DO, of San Diego, Calif., was appointed to the 
position of treasurer. Shawn Higgins, DO, of Yarmouth, Me., and Julie Mai, DO, of Costa Mesa, Calif., were appointed  
by the board to fill the director positions vacated by Drs. Cyr and Burke.

2019-2020 Board Officials Elected 



Fifty-one participants, including 22 students, one DDS dentist, three MD physicians  
and 25 DO physicians attended the June Introductory Course in Osteopathy in the 
Cranial Field, held in conjunction with the Annual Conference in La Jolla, Calif.  

Course director was Richard F. Smith, DO; the associate director was Matthew A. 
Gilmartin, MD. 

Other faculty were: Dennis A. Burke, DO; Theresa A. Cyr, DO; Paul E. Dart, MD, FCA; 
Eric J. Dolgin, DO, FCA;Tamzon D. Feeney, DO; Maria T. Gentile, DO; Julie A. Mai, DO; 
Wendy S. Neal, DO; Zinaida Pelkey, DO, FCA;Mark E. Rosen, DO, FCA; Ilene M. Spector, 
DO, FCA; and Kay A. Weinshienk, DO.

Nicole J. Pena, DO, and Doe Yamashiro, DO, were faculty in training.  Jason Comfort, 
DO, was the faculty assistant.  

The course was very well received.  Some of the comments from the evaluations were:

3  “Wonderful!  Thank you so much!  I learned an incredible amount that I will put into  
direct practice.”

3  “Everyone was super!  Nice and helpful.  Really enjoyed the course!”

3  “I found that I really appreciated the hand over hand and the verbal instructions from  
the table trainers.”

Membership promotion by the faculty resulted in 28 applications for membership in 
The Osteopathic Cranial Academy.  

Next June’s course will be held at the J.W. Marriott in Houston, Texas, June 6-10, 2020.

Fifty-One Attend Introductory Course 
The following passed the  
course exam: 

Ali Abdallah, DO

Safi Ahmed, MD

William W. Andrew, DO

Grant Below, DO

Aziza T. Bomani

Kara Button

Sean Byrne

Erin M. Chandler, DO

Crystal Clendennen-Peirce

Emily Colin

Michael Conte, DO

Lindsey R. Dalka, DO

John Diefenderfer, DO

Matthew Doty, DO

Jacob A. Fischer

Stuart J. Glassner, DO

Bradley Goldstein, DO

Evangeline Green

Steven A. Gustafson, DO

Michael Hagopian

Mark Jens

Jesse Kemmerlin, DO

Alecia D. Lentz

Royal Lomblot, DO

Tahir Mahmood, DO

Nazafarine Mahroo, DDS

Craig Maples

Matthew Mashayekhi

Robin Mata

Anna Mercer

Katherine E. Merkle, DO

Gregory D. Miller, DO

Banu P. Myneni, DO

Christopher Nguyen

Khoi Tan Nguyen Tran, DO

Holly Payne, DO

Kim Pham, DO

Nicholas Phillips, DO

Salomi Rami, DO

Akhila Rose, DO

Jacqueline Russell

Diane C. Santana, MD

Matthew Senno

Christy Taoka, MD

Mable Tsui, DO

Celysse van Zyl, DO

Jenna Wozer

Lyman Wu

Matthew Young, DO

The Osteopathic Cranial Academy recognized Annette Hulse, DO, of Santa Cruz, 
Calif., for successful completion of the Proficiency Examination.

Applicants for the Proficiency Certificate complete a written, oral and practical 
examination, then present and defend their case studies. Applications for the 
next Proficiency Examination will be accepted until November 30, 2019, with 
the examination to be given in June 11, 2020, prior to the Annual Conference. 
Information on the Proficiency Examination may be found on the OCA website  
or by contacting the OCA office at 317-581-0411.

Earns Proficiency Certificate

6  October 2019
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Mary Anne Morelli Haskell, DO, FCA
For Mary Anne Morelli Haskell, DO, FCA, of Coronado, 
Calif., her primary professional passion is to treat children 
osteopathically to release the restraints on the child’s 
natural tendency for growth and health. Her practice also 
emphasizes the need for proper nutrition to maintain health 
and development. Her proficiency in osteopathy began at 
the Osteopathic Center for Children following a pediatrics 
residency at Loma Linda University in the late 1980s. She  
was named “Intern of the Year” at the Doctor’s Hospital in 
Montclair, Calif. 

She spent over a decade as an osteopathic pediatrician 
physician at the Osteopathic Center for Children in San Diego. 
She was its president for several years before leaving to open 
her own practice in 2005 near where she and her family reside 
in Coronado.

Dr. Morelli Haskell is a frequent and sought-after speaker.  
She has taught at seminars in Australia, France and Italy, as  
well as the United States, on a wide range of subjects covered  
in her osteopathic, holistic and functional medicine approach  
to pediatrics. 

She is an associate professor and clinical preceptor at Western 
University’s College of Osteopathic Medicine of the Pacific 
and co-authored the general pediatrics chapter of Foundations 
of Osteopathic Medicine second edition (2003). Dr. Morelli 
Haskell is an avid student and continues to take courses related 
to osteopathic medicine, functional medicine, nutrition and 
optimizing health. 

Besides the Osteopathic Cranial Academy, she is also a 
member of the American College of Osteopathic Pediatricians, 
American Osteopathic Association and the American Academy 
of Osteopathy. She is a graduate of the College of Osteopathic 
Medicine of the Pacific at Western University.

Edgar S. Miller, DO, FAAO, FCA
Through his 64 years of osteopathic practice, Edgar S. Miller, 
DO, FAAO, FCA, has been a teacher and mentor to many.  
Much of his service to the profession has been carried out 
through the Sutherland Cranial Teaching Foundation, of  
which he has served on the board of directors.

Now in his 90s, Dr. Miller continues his osteopathic medical 
practice in Carlisle, Mass., as well as continuing to teach  
and encourage young practitioners. He graduated from  
the Philadelphia College of Osteopathic Medicine in 1954.  
Dr. Miller gave the Sutherland Memorial Lecture to the Cranial 
Academy Annual Conference in 1984, and the Scott Memorial 
Lecture to the American Academy of Osteopathy conference  
in 1971.

Rachel E. Brooks, MD, FCA, of Portland, Ore., made the 
presentation remarks for Dr. Miller’s award. She first met him 
at an SCTF course shortly before beginning her osteopathic 
practice in the Boston area, and he became a close mentor  
for the next 10 years while she was in Boston.

In her presentation, she emphasized his role as a bridge 
between the osteopathic generations. She pointed out that  
he was connected with many of the osteopathic giants of 
the past and, in turn, has passed on whatever he can to the 
generations that follow him. 

Dr. Miller “was a constant explorer both in the world of 
functional medicine and osteopathy,” she said, noting that 
among his treatment breakthroughs are the treatment of the 
tongue and “the study of how one can profoundly connect to 
and open one’s voice, and how this human-produced sound  
can be used in healing.”

 

Three Physicians Inducted as OCA Fellows
Recognizes exemplary leadership and dedication in teaching, advocating and  
advancing cranial osteopathy

Three physicians were inducted as Fellows of the Cranial Academy (FCA) on June 15 at the Banquet of the Annual Conference in 
La Jolla, Calif. The Fellows Award was established in 1995 to recognize outstanding physicians and dentists who have distinguished 
themselves by providing exemplary leadership and dedication in teaching, advocating and advancing osteopathy, specifically cranial 
osteopathy. Honorees are chosen by the OCA Fellowship Committee.

Mary Anne Morelli 
Haskell, DO, FCA, 
right, accepts her 
Fellow Award from 
Eric J. Dolgin, DO, 
FCA.

Rachel E. Brooks, MD, 
FCA, right, accepts  
the award for Edgar 
S. Miller, DO, FAAO, 
FCA. Presenting the 
award are Daniel B. 
Moore, left, president 
of the Sutherland 
Cranial Teaching 
Foundation, and Eric 
J. Dolgin, DO, FCA.
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John C. Reed, MD, MDiv, FCA
John C. Reed, MD, MDiv, FCA, of McLean, Va., has been 
managing and developing practices in complementary and 
alternative medicine for nearly 40 years. He has served on  
the Osteopathic Cranial Academy Foundation Board of 
Directors since 2008.

For more than 10 years, Dr. Reed managed medical affairs for 
the American WholeHealth national medical care clinic business 
that became part of Healthways, a well-being and wellness 
provider for employers, health plans and health systems.  
For 12 years prior to helping start American WholeHealth,  
he was owner and medical director of a prototype integrative 
team medical practice in Phoenix, Ariz., focused on pain and 
chronic illness management.

He also has served as director of inpatient services for the 
Center for Integrative Medicine at the University of Maryland 
School of Medicine, and as integrative medicine program 
manager for the National Intrepid Center of Excellence  
serving military service members with traumatic brain injury 
and psychological health issues. He was a founder, officer 
and board member of the American Academy of Medical 
Acupuncture.  He served for six years as president of the 
Arizona Board of Homeopathic and Integrative Medicine.

Currently he is a consultant in complementary and  
alternative medicine services in the areas of quality  
assurance, credentialing, utilization management, medical 
acupuncture, manual therapies, functional medicine, medical 
spirituality, shaman healing, and mind-body skills training. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A graduate of the University of Pennsylvania School of 
Medicine, Dr. Reed is a diplomate of the American Board of 
Integrative and Holistic Medicine, the American Board of  
Family Medicine, the American Board of Integrative Medicine 
and the American Board of Medical Acupuncture. He obtained 
his master’s of divinity degree from Harvard University in 2011. 

John C. Reed, MD, MDiv, FCA, right, accepts his award from, 
left, Michael D. Lockwood, DO, FCA, and, center, Eric J. Dolgin, 
DO, FCA.
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Practitioners of cranial osteopathy from around the world gathered in La Jolla, Calif., 
June 13-16 for the Osteopathic Cranial Academy Annual Conference. 

  The theme for the conference was “The Second Brain: An Exploration of the Gut-Brain Axis.”  
Most of the conference workshops and laboratory exercises focused on this connection.  
The conference also featured the awards banquet along with board and committee meetings.

 Special thanks to conference director Michael Kurisu, DO, and associate director Ali Carine, DO.

Scenes from the OCA Annual Conference

 ANNUAL CONFERENCE

555

Retiring Executive Director Sidney Dunn, center, with his wife, Linda, and Itsuji 
Yamamoto, DO.

OCA 2018-2019 President James Binkerd, DO; 2019-2020 President Annette Hulse, DO; 
2019-2020 Secretary R. Mitchell Hiserote, DO; Sutherland Cranial Teaching Foundation 
President Dan Moore, DO; American Academy of Osteopathy President Kendi Hensel, 
DO, PhD, FAAO.

Past President Zinaida Pelkey, DO, FCA.

New Executive Director Angela Bedell, CAE.
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555

555

A table group at the June 15 banquet.

Robert Bonakdar, MD. Rob Knight, PhD. Outgoing President James Binkerd, DO.
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REGULAR MEMBERS*

Ali Abdallah DO, El Cajon, CA

William Andrew DO, San Diego, CA

Rowin Begay DO, Tempe, AZ

Erin M. Chandler DO, Bangor, ME

Lindsey Dalka DO, Bangor, ME

John Diefenderfer DO, Augusta, ME

Dana M. Klein DO, Gilbert, AZ

Royal Lomblot DO, Oceanside, CA

Tahib Mahmood DO, Albuquerque, NM

Gregory Miller DO, Fernandina Beach, FL

Kim Pham DO, Dallas, TX

Salomi Rami DO, Farmington, MI

Celysse van Zyl DO, Lewisburg, WV

ASSOCIATE MEMBERS

Safi Ahmed MD, Santa Rosa, CA

Nazafarine Mahroo DDS, Laguna Beach, CA

Christy Taoka MD, Erie, PA

STUDENT MEMBERS

Aziza Bomani, VCOM 2020

Kara Button, UNE/COM 2022

Sean Byrne, UNE/COM 2022

Emily Colin, ARCOM 2022

Evangeline Green, UNE/COM 2022

Michael Hagopian, TUCOM 2022

Mark Jens, UNE/COM 2022

Alecia Lentz, WUHS 2020

Craig Maples, TCOM 2020

Robin Mata, NSU/COM 2021

Anna Mercer, NSU/KPCOM 2020

Matthew Mashayekhi, UNE/COM 2022

Matthew Senno, UNE/COM 2022

Jenna Wozer, UNE/COM 2021

Lyman Wu, UNE/COM 2022

REINSTATEMENT MEMBERS

Shawn K. Centers DO, San Diego, CA

George Chen DO, Glendale, AZ

Stamatia F. Gockel DO, Yuma, AZ

David Joyce DO, Miami, FL

Katharyn R. Neuer DO, Mesa, AZ

Melissa G. Pearce DO, Vallejo, CA

Robert Trafeli DO, Westlake Village, CA

Steven J. Weiss DO, New York, NY

*If no written objection is received  
within 30 days of publication, individuals 
who have made application for Regular 
Membership will be accepted as  
Regular Members.

April 16, 2019 – July 15, 2019

 Applications for Membership

12  October 2019

2019 Annual Conference Session Recordings 
Recordings of the following 2019 Annual Conference sessions in MP3 format are available for purchase.  
Visit www.cranialacademy.org/cme.

19-01 Overview of the Conference: Michael Kurisu, DO  

19-02 Quantifying Your Gut and Inflammation—A Personal Journey: Larry Smarr, PhD

19-03 Supporting A Positive Gut-Brain Axis: Ali Carine, DO 

19-04 Mindfulness for Gut-Brain Axis: What to Teach Your Patients: Jake Fleming, DO

19-05 Embryological and Anatomical Review of the GI Tract and Its Attachments: Daniel A. Shadoan, DO

19-06 Pain Along the Gut-Brain Axis: Robert Bonakdar, MD 

19-07 Neuro-Gastroenterology Research Wearable Monitor—Electro-Gut-Gram: Armen Garhibans, PhD, and Michael Kurisu, DO

19-08 Nutrition for the Brain-Gut Connections: Kelli Gray-Meisner, RD

19-09 Autonomic Pistol (Lab): R. Paul Lee, DO, FAAO, FCA

19-10 Sutherland Memorial Lecture: Eric J. Dolgin, DO, FCA  

19-11 CNS Oversight of the Autonomic Nervous System: Eliott S. Blackman, DO, FCA

19-12 Gut-Brain Axis Lab: Eliott S. Blackman, DO, FCA

19-13 Gut-Brain Patient Workup Panel (Conference Participants Only): Michael Kurisu, DO, and Joshua Alexander DO

19-14 Common Gut-Brain Axis Conditions in Children and How to Approach Them: Ali Carine, DO

$10.00 each (Conference Registrants)  3  $20.00 each (Conference Non-registrants)

Order online at www.cranialacademy.org/cme



Thank You  
Foundation Donors
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. 

The following donations of $1,000 or more  
have been received since April 15, 2019:

James W. Binkerd, DO

Jean Yves Charabouska, MD, DO

Daniel P. Conte, III, DO

Jenny Diaz

In honor of Zina Pelkey, DO, FCA

Eric J. Dolgin, DO, FCA

Maria T. Gentile, DO

In memory of Pat F. Gentile

Paul S. Miller, DO, FCA

Ramona A. Miller, DO

Mary Anne Morelli Haskell, DO, FCA 

Michael J. Porvaznik, DO, FCA

Jay Sandweiss, DO

Ian Schofield, DO

Janet E. Secor, DO

David J. Seto, MD

Melissa Ventimiglia, DO

Lois Vierk

In honor of Kim Sing Lo, DO

Quoc L. Vo, DO

Damon M. Whitfield, DO

Foundation Board Elections
The Osteopathic Cranial Academy Foundation Board of 
Directors met prior to the Foundation Membership Meeting  
on June 13. Vice President Hollis H. King, DO, PhD, FAAO, FCA, 
discussed the activity of the Osteopathic Cranial Academy 
Foundation this year and encouraged the Board to invest in  
a number of projects. 

At the membership meeting of the Foundation, Eric J. Dolgin, 
DO, FCA, was elected 2019-2020 president. Michael J. 
Porvaznik, DO, FCA, was elected to the Foundation board.

Special McVicker Donation
The family of Raleigh McVicker, DO, (1894-1955) has made 
a generous donation to the Osteopathic Cranial Academy 
Foundation of several objects of historical interest in the 
osteopathic profession. These include the disarticulated skull 
that Dr. McVicker, and his son-in-law, Richard Reilly, DO, used 
for their studies. Also included was a first edition copy of Dr. 
Magoun’s book Osteopathy in the Cranial Field, with a personal 
note to Dr. McVicker and autographed by William G. Sutherland, 
DO, plus a photo of an Osteopathic Cranial Association meeting 
circa 1954, and assorted papers.

Dr. McVicker was one of the first physicians to study with Dr. 
Sutherland, and he was an active teacher of Dr. Sutherland’s 
work. He practiced in The Dalles, Ore., and was an Honorary 
Member of the Osteopathic Cranial Association at the time 
of his death. His obituary described him as “a specialist in the 
Sutherland cranial technique.”

Mary Reilly, daughter of Dr. McVicker, has a long and rich 
history in osteopathic medicine. Besides her father and her 
husband (Richard Reilly, DO), her son Dennis Reilly is also a 
DO, although he is no longer practicing. In addition, Mrs. Reilly 
retired at age 90 in February this year as an office assistant 
for ophthalmologist John Willer, DO. We thank the family for 
their generosity and thoughtfulness in making these materials 
available to the students and members of the OCA.

 FOUNDATION CORNER

Mary Reilly and 
her son Dennis 
Reilly, DO, show 
the sphenoid and 
occiput from the 
skull they donated 
to the Osteopathic 
Cranial Academy 
Foundation. They 
are the daughter and 
grandson of the late 
Raleigh McVicker, 
DO, one of the first 
physicians to study 
with William G. 
Sutherland, DO.

Donors who gave $1,000 or more to the OCA Foundation in 2018 were 
recognized at the 2019 Annual Conference. Pictured, from left, James W. 
Binkerd, DO; Eric J. Dolgin, DO, FCA; Richard A. Feely, DO, FAAO, FCA; 
Maria T. Gentile, DO; R. Paul Lee, DO, FAAO, FCA; Mel R. Friedman, 
DO, FCA; John C. Reed, MD, MDiv, FCA; Ilene M. Spector, DO, FCA; 
Paul S. Miller, DO, FCA.
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As I look out over this audience and see faces of so many 
colleagues and friends, I’m reminded of how fortunate I 
am to have chosen this profession. And I want to share this 
message with the younger physicians here today who are 
just beginning their careers. 

Osteopathy will challenge and bring you enormous rewards 
as you guide your patients towards health. My sincere hope 
is that you will find the same rewards and challenges in 
taking over leadership roles in this vital organization. 

I’ve spent most of my career, the past 33 years, hammering 
out ideas with many of my colleagues in countless board 
and committee meetings. My colleagues can be eccentric, 
uncompromising, brilliant and, yes, sometimes even 
difficult. We all know who the difficult ones are. But that’s 
the push and pull you get in an educational society filled 
with free thinkers and independent physicians. 

I am the 62nd physician to deliver the Sutherland 
Memorial Lecture, and I want to honor Dr. Sutherland’s 
remarkable legacy by focusing on our future. Specifically, 
I want to discuss critical issues confronting our profession 
and innovative ways we can reimagine the advancement 
of medicine; equally important, how we can protect the 
education of our young osteopaths and their health in  
the grueling training process. 

“Just Keep Digging”
This is where we began in medicine—reimagining.  
Dr. Sutherland was an unparalleled genius and a medical 
pioneer. Patients’ lives have literally been transformed  
by his groundbreaking concepts. Every time I walk into  
a treatment room, I am guided by Dr. Sutherland’s pursuit  
of excellence.

“There must be no letting up—keep digging,” he insisted. 
“To the digger who will take the time to dream and 
the dreamer who will wake up and dig, the science of 
osteopathy will unfold into a magnitude equal to that  
of the heavens.”

That sentiment, “keep digging,” is what inspired me  
to center my lecture today around issues facing our 
profession. I’m confident that if we all work together,  
if we keep digging, we can reimagine ways to teach and 
practice medicine while preserving and protecting our 
145-year-old medical system.

If Dr. Sutherland, the grandfather of the Cranial Concept, 
was still with us, he would undoubtedly be indignant, if not 
downright outraged, at what’s happening in medicine today:

1.  First, medical education is both undergoing a “dumbing 
down” trend while still overloading students. Protecting 
education is essential to produce future generations of 
remarkable osteopaths, one of whom may be the next 
William Sutherland. But how can we hope to train  
high-caliber physicians when medical schools are 
degrading admissions standards and the curricula?

Our being here today serves as one answer to that question. 

2.  Second, we’ll explore how a growing number of 
physicians are staving off the practices of greedy 
insurance companies and revenue-obsessed health  
care providers. They are finding ways to do the work  
we love, while still earning a respectable living. 

Exploring these questions is my objective today. It’s my 
homage to Dr. Sutherland. Rest assured, I won’t spend  
the hour painting an osteopathic doomsday scenario.  
Many times I’ve heard the sky is falling in osteopathy.  
On the contrary, I’m optimistic about our future, and  
the outlook is promising, especially if we all pool the 
limitless potential in our ranks. 

My intention is to make this year’s Sutherland Memorial 
Lecture every bit as inspiring as those physicians who are 
now challenging the status quo. I have almost an hour 
to speak. I lobbied the committee to make it shorter, but 
lost. Though, I was informed today that it could have been 
shorter. That said, I look forward to spending the next hour 
with you. 

Eric J. Dolgin, DO, FCA, has been in private practice in Santa Monica, Calif., since 1985 and is a clinical assistant 
professor of family medicine in osteopathic principles and practice at the College of Osteopathic Medicine of the 
Pacific. He is a past president of the Osteopathic Cranial Academy and is the author of the course manual for the 
Introductory Course for Osteopathy in the Cranial Field.

The Pursuit of Excellence in Osteopathy – 
“Keep Digging”
Sutherland Memorial Lecture presented June 15, 2019, by Eric J. Dolgin, DO, FCA

 SUTHERLAND LECTURE

3
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SUTHERLAND LECTURE  continued   3  The Pursuit of Excellence…

A Growing Profession
First I’d like to give you an overview of our profession. 
Some good news. Osteopathy is growing. The number of 
osteopathic physicians in the U.S. is increasing and projected 
to keep climbing. Last year saw a spectacular rise with more 
than 6,500 new osteopathic medical school graduates—and 
even more this year—bringing the total number of DOs in 
the U.S. to over 115,000. That’s five times the number from 
when I started school in 1978, with DOs now accounting for 
around 10% of all physicians in America. 

When I recently lectured at an osteopathic college, one 
of the students pulled me aside and asked about an eye 
problem affecting her mother: “Are there studies to prove 
osteopathy works for that problem?” When I explained that 
an osteopathic approach involves palpation and treatment of 
the whole visual system, not to mention the whole person, 
she looked both amazed and bewildered. She was trying but 
couldn’t quite overcome her limited scope of osteopathy.

We need to do more to break through this wall of ignorance. 
For osteopathy in the cranial field (OCF) to flourish, this 
couldn’t be more important because over one in every four 
medical students is currently training to become a DO. And 
our profession is getting younger. Last year, more than half 
of all practicing DOs were under 45. Women comprise 41% 
of the profession, a far cry from when I was a student. This 
growth seems to parallel the beginning of a paradigm shift 
towards a wellness model in this country. 

For example, Harvard Medical School, that vaunted bastion 
of elitism on the Charles River, announced last year that 
it was reassessing its mission statement, which stressed 
the school’s focus on disease rather than health. After 
much internal discussion, and more than a little publicity, 
Harvard incorporated the word “well-being” into its mission 
statement.

It’s a start. There was a push internally to use the word 
“wellness,” but they weren’t quite ready for that. This isn’t 
the first time our profession has been more than a century 
ahead of the medical curve. Our own A.T. Still founded the  
first U.S. medical school based on an approach to health  
in 1892. So Harvard’s a little behind. But this is a good sign.  
It’s time for us to reclaim our birthright.

Moreover, even with considerable growth and 35 accredited 
colleges at 55 different teaching locations today, medical 
students entering osteopathic programs face more academic 
hurdles than ever before. At the same time, our potential for 
recruitment has never been greater.

We are in the forefront of preventing osteopathic principles 
from being on the chopping block: First and foremost we 
are DOs. I emphasize that because we are confronting a 
pivotal time in academia, with osteopathic principles being 
marginalized.

At the same time, gains are also being made. A number  
of our organizations, including the AAO, SCTF, and OCC, 
are teaching our students to move away from simple 
disease-based algorithms, while maintaining the integrity  
of individualized treatment.

When I explained that an osteopathic  
approach involves palpation and  
treatment of the whole visual system, 
not to mention the whole person, she 
looked both amazed and bewildered.  
She was trying but couldn’t quite over-
come her limited scope of osteopathy.

Ideally, students turn to this Academy to acquire the 
fundamental skills and philosophy to become really fine 
osteopaths. But in recent years, a controversial trend has 
emerged in schools to reduce the two most important 
courses an osteopathic student needs, anatomy and 
osteopathic principles.

The American Association of Colleges of Osteopathic 
Medicine website currently states that, “Approximately 
200-300 hours of the first two years of osteopathic medical 
school are devoted to the manual medicine portion of the 
curriculum.” When I began osteopathic school, the standard 
was 300-400 hours; some earlier sources even stated 400-
600 hours.

We cannot afford to get discouraged by the “dumbing 
down” of school curricula. Every time I witness a whittling 
away of osteopathic programs, I am also encouraged by 
my talented colleagues offering new advanced courses. 
This represents the best intellectual time in our profession. 
We keep building on our foundation. This effort is being 
matched by several of our overseas colleagues, including 
practitioners in France and Australia, who once turned to 
us for teaching, have now developed their own advanced 
courses. We welcome their creative contribution.

Pushing Toward Improvement
This is a good time to recall that Dr. Sutherland faced no 
fewer obstacles in academia. He remains a reminder of this 
crucial fact: Osteopathic education is similar to the human 
body. When everything is well maintained, the end product 
is often greater than the sum of its parts, brilliant physicians 
who understand osteopathic medicine and know how to 
successfully treat patients.

The osteopathic portion of the curriculum is no less important 
in medicine today than learning more pharmacology and 
disease-based approaches. It’s a matter of priorities and I  
will say it again: We are DOs, first and foremost. 
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We’ve made tremendous strides in this Academy, assisting 
our students where they are being short-changed in their 
education. This is what we must consider in designing our 
future curricula. In the mid-1990s, for example, Western 
University of Health Science in California required a six-
month course in anatomy and 40 hours of training in OCF. 
By 2018 the anatomy course at Western had been cut  
to three months. The anatomy hours at my alma mater  
have also been reduced by 50% since I graduated in 1982. 

It’s not hard to pinpoint where we’re needed most: 
Western’s course in the cranial concept no longer exists as 
of this fall, and this trend has been spreading.[Note that this 
decision may not be final as changes in the curriculum are 
being appealed, but it will not remain a block of 40 hours.]

The curriculum at any medical school is a function of 
its philosophy. It is commendable that our educational 
institutions finally realize that we need to decrease the daily 
load on our students, but it is also important not to sacrifice 
courses inherent to the understanding of osteopathy.

One answer to our identity problem is to build on what 
we’re doing. Our profession needs to impress upon medical 
students the relevance of osteopathy in their careers. We 
want to take advantage of opportunities that come our way, 
even seemingly missed opportunities.

It would be useful for first-year students to learn why 
best-selling author Dr. Andrew Weil says he wished he had 
learned OMT while attending Harvard Medical School. Dr. 
Weil understood he had discovered something “wonderful” 
(his word) and recognized the ability of osteopaths to find 
answers where other physicians were often left stumbling 
in the dark; or trying to arrive at a diagnosis, much less a 
treatment. We don’t want our students wishing they had 
learned OMT while attending osteopathic colleges.

The Academy can take pride in constantly raising its 
academic bar: While too many schools aim to optimize 
board scores, we continue to focus on what students really 
need to know in order to practice medicine. We never 
have to ask ourselves a question constantly under debate 
in medical schools and our professional societies: Do we 
want our students to learn osteopathic medicine, allopathic 
medicine or board score medicine?

Many of the senior physicians here enjoyed a medical school 
curriculum that provided the requisite skills to immediately 
start an OMT practice. I can’t imagine having received less 
training, especially in light of my own learning curve.

I still remember my first OMT lab at Ohio University. It 
was 1978. The school was nearly brand new, and I was 
in just the third class. We had to perform our first spinal 
palpatory exam and to discuss our findings. My classmates 
all excitedly shared what they felt. Remaining silent seemed 
like my best decision, because I couldn’t feel much of 
anything and was too embarrassed to say so. 

I persevered, and toward the end of my freshman year  
I took an elective class in OCF taught by Dr. Tony Chila.  
It ended up transforming my approach to medicine. Lying in 
bed one night with my hands behind my head, and drifting 
off to sleep, I suddenly felt my head moving in my hands, 
that is, my own inherent motion. I had an epiphany and 
finally experienced a glimmer of what Dr. Sutherland was 
talking about.

It is commendable that our educational 
institutions finally realize that we  
need to decrease the daily load on  
our students, but it is also important  
not to sacrifice courses inherent to  
the understanding of osteopathy.

Dr. Chila was one of my first mentors. He was the type of 
academic taskmaster who would grumble about students 
not working hard enough or being spoon-fed information. 
And that was back in the late 1970s, when academic 
standards in this country were still respected around the 
world. No one was going to advance on his watch without 
proper training. 

Students had enough sense not to complain to Dr. Chila 
about learning OMT. He wasn’t there to coddle, but to teach. 
He didn’t care about their sensitivities. He cared about them 
becoming highly-skilled physicians. 

Competency-Based Learning
We cannot rush students through a medical education, 
pushing shortcuts for treating patients, in order to meet 
projected economic targets. Dr. Chila successfully upgraded 
the OMT program which would serve as a great model today.

Ideally, our programs would take a pure osteopathic 
approach. Instruction would be individualized for each 
student, allowing them to learn at their own pace. They 
would take exams when they felt ready and confident that 
they had reached proficiency in a subject—competency-
based learning.

Though medical school might take more than four years to 
complete, graduates would know the material. Moreover, 
it would undoubtedly reduce the burnout, and pathological 
levels of depression and anxiety that are now epidemic 
among medical students. It would also stagger the influx of 
graduates into hospitals upon completion of medical school 
avoiding the “July effect” associated with new residents.

A.T. Still leaned towards this approach in his teaching. 
He wouldn’t let his students advance until they mastered 
anatomy. Dr. Still wanted a guarantee of quality before 
granting an osteopathic title. It allowed them the requisite 
time to master what was necessary to become a DO. 
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This approach is being explored again—called time-variable, 
competency-based learning where time is the variable, 
rather than the amount of learning being the variable. 
Though it can’t replace everything, it can greatly enhance  
a curriculum and is economically prudent.

Dr. Still was such a brilliant educator that we must strive 
to return to his basic model. He insisted on his most highly 
skilled physicians teaching anatomy and OMT to maintain 
the standard of excellence. He wasn’t just a brilliant 
physician, but an accomplished administrator.

We must continue to prove ourselves resourceful in 
increasing academic standards. I’m very proud that the 
Cranial Academy is at the forefront of advancing the 
educational quality in our profession. We keep raising 
the bar. The Academy now essentially offers a tiered 
curriculum in OCF beginning with our Introductory Course. 
This is something I insisted on in my presidency and the 
outstanding quality of the course material offered under  
our umbrella is spelled out in its titles.

3 The Next Step (Dolgin and Dart)

3 The Cranial Base (Dart and committee)

3 The Fluid Body (Rosen, Dolgin and Neil)

3 Pediatrics (Sorrel)

3 The Cranial Nerves (Dolgin)

3 Orofacial Development (Dolgin and Dart)

3 Midline 1 and 2 (Blackman)

3 Ophthalmology in OCF (Dart)

3 The Brain series of courses (Bensousson)

One enlightened medical student brilliantly summed up 
how to better serve our future physicians. As a 25-year-old 
graduate, she said the following:

  “I think a major issue … is the treatment of OMT as 
‘other.’ Instead of a wholly separate class disconnected 
from the rest of the curriculum, OMT should be 
integrated into everything we do. Anatomy and all other 
subjects should be taught through an osteopathic lens… 
all physical exams should incorporate OMT … [from] day 
one … and we should be taught how to treat a person 
instead of just being taught treatment [protocols]. 

  “We’re never given the bigger picture, and even though 
all of us are bright, we will continue to segment our 
learning unless we’re forced not to.

  “… Each student should have to get a real … 
[osteopathic] treatment … [as] a requirement for 
graduation.”

As her former supervising physician, I couldn’t have put it 
any better. That's why it's essential for our young colleagues 
to spend time working side by side with senior physicians, 
watching them demonstrate their clinical approaches. 

Moreover, as part of my crucial training, I remember  
my mentors placing their hands on mine to guide me.

Recollections of My Mentors
During a rotation my senior year with Dr. Robert Fulford, 
who would become the most important mentor in my 
career, I recall seeing his hands flying off a patient’s body 
several times during a treatment. I wasn’t sure what to 
think, and he explained to me that traumatic forces in the 
body were suddenly releasing. Those types of profound 
changes were matter-of-fact with Dr. Fulford.

Of all my great mentors, Dr. Fulford was the most gifted 
and humble osteopath I’ve ever known. When he travelled 
he brought only his notes, toiletries and underwear in his 
briefcase because, he said, that was all he needed. 

As a student, and then as a physician, I watched again 
and again as he achieved results with patients that I never 
dreamed were possible, especially in just one visit. He 
sometimes made unorthodox diagnoses that always turned 
out to be correct, and often left me both baffled and amazed. 
Dr. Fulford had an extraordinary gift for the application of 
creative thinking. I learned from him that human touch can 
sense so much more than we think possible. 

  “Thinking, feeling, and seeing with intelligent fingers, 
not tinkering blindly,” Dr. Sutherland instructed, “opens 
up the avenues to many possibilities in the osteopathic 
field.” 

Senior physicians in this audience, I encourage you to work 
even more with students to demonstrate what osteopathy 
really is. Go back and remember your own training, the 
epiphanies when you saw your mentors perform what 
seemed like “miracles” with their hands. We need to 
continue that tradition as mentors and teachers. 

I was very fortunate to have had some amazing mentors 
early on in my career in addition to Dr. Fulford. Dr. Viola 
Frymann qualified as my most colorful mentor. She was 
known for her indefatigable work ethic. And her student 
doctors were not exempt from this strenuous schedule. 
When I was unable to sufficiently answer a question as a 
student doctor, I was instructed—ordered by Dr. Frymann—
to read Gray’s Anatomy. Anyone who ever worked with  
Dr. Frymann understood her timeline of not wasting a 
second and going beyond your limitations. 

She was my supervising physician during a two-week 
rotation in 1981 at her little yellow cottage, her clinic in  
La Jolla. Her reputation as the matriarch of osteopathy  
was anything but warm and embracing. She had a gift  
for intimidating doctors into excellence. 

Dr. Frymann personally designed and ran the first 
osteopathic principles curriculum at Western University.  
I can remember as a faculty member there, making  
certain every entering freshman had a structural exam  
and the students in need were directed for treatment.  
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The matriarch’s reputation remains for having once  
directed a program well known for its effectiveness  
and academic excellence.

These two legendary osteopaths, and so many others, 
guided me and generously gave of their time. They inspired 
me to choose the path I’ve never diverted from for the  
past 38 years.

My message to new DOs in this audience: train with 
physicians who will show you the power and skill set  
of osteopathic medicine to transform patients’ lives. 
Sometimes that will mean persevering, even making  
a nuisance of yourself.

For instance, Dr. Elliot Blackman asked me 38 years ago, 
“Why do you keep calling me?” I had been trying to reach 
Dr. Blackman by phone, but he didn’t call back. So, when  
I ultimately moved to California, I found a way to meet  
with Dr. Blackman, as a patient in his office. This evolved 
into a series of invaluable learning sessions. 

Nearly four decades later Dr. Blackman’s medical insights 
still inspire me. I was in awe of his diagnostic acumen and 
ability to solve recalcitrant problems. At a critical time in  
my career, Dr. Blackman gave me what I needed most as  
a novice physician—his time.

Innovative Health Care Models
The themes I’m addressing here today all stem from what 
can be done to advance not just health care, but osteopathy. 
More than any previous generation of doctors, we must 
learn to think differently to retain our love of medicine. 
I don’t have any magical solutions for these systemic 
problems within the health care system, short of rebuilding 
it from the ground up (which I wouldn’t mind doing). But 
I do want to impart some much-overlooked but effective 
alternatives with you that are cropping up in this country. 

I’m talking about innovative new health care models and 
grassroots movements emerging as viable alternatives to 
the status quo. They’re a vibrant resistance of everyday 
Americans seeking an affordable way to stay healthy, 
and physicians who refuse to surrender to the oppressive 
bureaucracy of managed health care. And they’re starting 
to make inroads against the morally bankrupt industries 
threatening the practice of medicine.

One of the most important new “Walk Away” movements 
has been launched by communities offering “health shares.” 
They give patients an alternative to the skyrocketing costs 
of federally mandated insurance. The groups are designed 
to remove that labyrinth of bureaucracies eating away at 
medical costs, and allow families to maintain coverage 
without going bankrupt. 

This “Walk Away” movement was started in churches 
enrolling a modest number of congregants, 160,000  
in 2014, but is now an alternative to traditional health 
insurance. Typically members make an affordable monthly 

contribution online, which is matched to a medical need 
within the group. This monthly share is then used to pay  
for the health needs of other members.

The religious groups weren’t prepared for the staggering 
number of participants interested in opting out of standard 
coverage, now numbering a few million, according to the 
Alliance for HealthCare Sharing Ministries. The number 
of enrollees keeps surging monthly. Participants are very 
aware that the ministries market the health share as a 
“non-insurance” company. That said, they often restrict 
membership to applicants willing to take responsibility for 
their health; smokers, substance abusers and people who  
are obese are often not accepted.

I’d like to stress, I’m not endorsing health shares for 
everyone. But in the spirit of full disclosure, I’ve joined the 
group of hundreds of physicians in this country, along with 
millions of their patients signing up with health shares. 
In addition, I joined a medical malpractice co-op which 
is owned and managed by physicians, built on the same 
altruistic model. Physicians watching each others’ backs 
translated into my malpractice rate dropping overnight  
by a stunning 65%. That was a decade ago, and my rates 
remain drastically below the standard rates today.

When I was president of the Academy, I wanted to take 
advantage of our statistically insignificant lawsuit base. We 
started to negotiate for an in-house malpractice carrier, and 
suddenly we were watching outside carriers start lowering 
their rates. These were the same malpractice companies 
that originally refused to recognize the uniqueness of our 
specialty.

Sometimes we forget insurance companies need us more 
than we need them. And physicians are finding new ways 
to practice medicine outside of the system. 

Walking Away from Managed Care
Dr. Pamela Wible had six jobs in nine years when she 
decided to walk away from managed care. That was  
13 years ago. 

When she left her clinic, she decided she had to heal her 
profession before she could heal her patients. So she came 
up with an idea to hold town hall meetings and invited 
her community to design their own clinic. Dr. Wible, who’s 
sometimes called “America’s Leading Voice for Ideal Medical 
Care,” also sparked a national movement in which citizens 
design their own ideal clinics. Open since 2005, Dr. Wible’s 
model is taught in medical schools and was featured in 
Harvard School of Public Health’s textbook, Renegotiating 
Health Care, which examines major trends with the potential 
to change American health care. 

There wasn’t anything revolutionary about the effort  
behind her private practice: She operates in a modest  
office, answers many of her own calls and refuses to  
allow third-parties or MBAs to dictate medical necessity  
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for her treatment plans. The medical activist wouldn’t  
have to look far to find a similar model in our profession.

Some of her most important work is drawing attention 
to a crisis rarely mentioned in medicine. Dr. Wible is the 
first physician to openly discuss in all forms of mainstream 
media the alarming suicide rate among physicians, now 
averaging one per day.

She’s made headlines for compiling data documenting 
doctors most at risk and what can be done about it. Her 
advice on healing the healers is now being considered by 
physicians globally. Dr. Wible’s website is being accessed by 
tens of thousands of doctors, students, educators and others. 
This family physician has come up with her own “Physician 
Bill of Rights.” Using herself as an example, Dr. Wible is 
providing colleagues with practical guidelines ranging  
from stopping exploitation of physicians in managed  
care to preventing abuse of medical students in training.

The point of bringing up Dr. Wible’s noble campaign is 
to encourage you to consider options and, at the very 
least, recognize that a movement is abreast and you have 
alternatives. Those alternatives are well-known to many  
of the physicians in this room.

There are other momentous changes taking place in 
medicine. I believe we are at a pivotal point in medical 
care, with more people now scheduling appointments 
with integrative physicians. JAMA puts that number at a 
surprising 69% in a survey last year. The report debunks 
the theory that patients primarily turn to integrative 
practitioners because they’ve run out of options with 
allopathic treatment.

The new perspective is that these patients are better 
educated and want care that’s more preventive, health-
focused and less reliant on medication. And they’re picking 
treatment based on such fundamentals as values, beliefs and 
philosophy about life and health. This attests to the reason 
many of our senior colleagues have patients waiting to see 
them for six months or more for an initial visit. 

Telemedicine
Yet there’s no denying that virtual medical encounters  
have substantial patient support. A recent survey (Accenture 
2019 Digital Health Consumer Survey) found that health 
care consumers’ expectations for convenience, affordability 
and quality are redefining how they engage at each stage  
of care. 

Health care consumers are more willing to try non-
traditional services including virtual health, via phone, 
video and apps including on-demand services and  
virtual therapeutics. More than half of all patients—53% in 
2019—are more likely to use a provider that offers remote 
or tele-monitoring services (up 14% in the past three years).

I remember reading an advertisement by a health care 
conglomerate that read: “Has Telemedicine’s Time Finally 

Arrived?” There wasn’t a big leap between finding virtual 
medicine more attractive and corporations making more 
money. 

Dr. Sutherland’s brilliant approach to treatment best 
illustrates the divide between practicing tele-care and 
administering osteopathic medicine. He said:

  “As a mechanic of the human body in understanding  
the mechanical principle in this fluctuation of the tide, 
you are in contact with the potency, the power to treat and 
resolve problems.” [speaker's emphasis]

We should take this to heart in working with our own 
profession.

I’ve always been fascinated by what leads someone to 
become an osteopath. I remember being in the audience 
at other Sutherland Memorial Lectures and hearing those 
accounts first hand. And today I’d like to share my story.

Education in Osteopathy
At age five, I announced to my parents that I wanted to 
be a doctor. To their credit, my parents were always very 
supportive of that goal and immediately started buying 
me science toys. I wasn’t exactly precocious in those early 
years growing up in Toledo, Ohio. In fact, I struggled in 
kindergarten. I think it was in part due to all the meds  
I was given for allergies and later asthma, which led to  
a kind of mental haze. 

As a student, I was fortunate to have 
studied and learned from a rich variety 
of instructors, each of whom taught me 
something distinctive.

At one point, my kindergarten teacher even wanted to hold 
me back, but she decided to allow me to advance because 
my older sister had been such a good student. But what I 
may have lacked in early academic achievement, I made  
up for with determination. 

I loved the sciences and even found my doctor visits 
interesting. It gave me a chance to see medicine in action.  
I remember in grade school when I needed sutures,  
I insisted on watching the whole procedure.

As the years went by, I was determined to never let health 
issues stop me. I became involved in athletics. My academic 
and athletic training both in high school and college refined 
and intensified my focus.

I was fortunate to attend one of the best prep schools 
in Ohio, and my teachers were very demanding of their 
students. The summer after my sophomore year in college  
I cycled cross country to northern California to see relatives. 
For me, cycling was a mix of meditation, exercise and 
relaxation. 

SUTHERLAND LECTURE  continued   3  The Pursuit of Excellence…

20  October 2019



On long rides I never felt alone. When bicycling, I felt a 
connection to the universe and my creator, the same feeling 
I got in osteopathy when I learned to connect to The Health. 

But first came rejection. I applied to med school at Wright 
State University. A school administrator assured me I’d get 
in off the wait list. I was third, but that never happened. As 
I dealt with my disappointment, a friend who was starting 
med school in Cincinnati suggested I check out the new 
osteopathic college, which had just opened at our university. 

I’d like to say that I jumped at the chance. Given my lack 
of knowledge at the time, I replied, “I want to be a ‘real 
doctor.’”

But then I remembered my great uncle was a DO, and  
after a closer look at the osteopathic program, I realized 
it was a perfect fit. I spent a year at grad school studying 
exercise physiology in hope of ultimately specializing in 
sports medicine, and then entered the DO program at  
Ohio University.

To give some of the younger doctors here an idea of 
how times have changed, my first semester’s tuition 
was a whopping $350. By my senior year it had nearly 
quadrupled.

I graduated from Ohio University with the Osteopathic 
Heritage Award for excellence in osteopathic principles and 
practice. The award offset my years of feeling overwhelmed 
by the demands of a medical education, and provided a 
much-needed ego boost.

Right after graduation, I drove with my friend Michael 
Porvaznik to Alexandria, Va., to take our first cranial 
Introductory Course. I remember feeling inundated by the 
amount of material, especially Rollin Becker’s face lecture. 
This experience had a significant impact on how I would 
teach years later.

When I attended my first Cranial Academy conference, 
it literally felt like home, that I was meant to be there, 
that I belonged. One of the highlights that year was the 
Sutherland Memorial Lecturer, Dr. Paula Estruth. Her 
approach was both forward-looking and inspiring, and  
that has not changed.

Continuing with the OCA, Michael and I started running 
the Cranial Academy’s Introductory Course, which we did 
for a number of years starting in 1989.

As a student, I was fortunate to have studied and learned 
from a rich variety of instructors, each of whom taught 
me something distinctive. Sometimes it wasn’t so much 
diagnosis or hands-on technique as much as various ways 
one can live their professional life.

My final rotation before graduation was with Dr. Herb 
Miller, who also became a mentor. It took me a number 
of years to figure out what made him so effective with 
patients. I would marvel at the changes he made, all the 

while grilling me on relevant anatomy. Like Dr. Fulford, 
Dr. Miller would often start at the bottom and work up. I 
learned from him the value of never overlooking the lower 
extremities and treating the whole body, no matter where 
the symptoms seemed to be. It wasn’t until years later when 
one of my colleagues told me, “watch the fluid when Herb 
treats,” that I finally felt I understood what was happening.

Involvement in the OCA
Many of these opportunities could not have been realized 
without this Academy. As one of my earlier experiences, 
I remember I was in The Phoenix Biltmore Hotel for an 
Academy Conference in 1989. That’s when I ran into Dr. 
Steve Blood, who was there for an OCA board meeting. I 
asked him what went on in the meetings and he invited me 
to sit in. I have been working in the organization ever since.

From that time on at age 36, until now at age 65, working 
and being involved in the OCA has been an immensely 
rewarding part of my professional and personal life.

I ran and lost several elections before finally making it onto 
the board in 1990. Ultimately, I served with four executive 
directors, held almost every board position at one time or 
another and have run most committees of the Academy. 
Some positions I held don’t even exist anymore. (Thank 
goodness!)

In 2005, I felt qualified to run for president. Several of my 
colleagues advised against it. I think they wanted to spare 
me the embarrassment of losing. It was a time of frustration 
in many ways. So much seemed to be riding on a transfer of 
leadership in the Academy. 

Along with Drs. Mark Rosen, Paul Dart and Ilene Spector, 
we were eager to bring the Academy into the 21st century 
technologically. We wanted to launch the OCA’s first online 
physician finder and reach out to patients with an up-to-
date website. At the time, anyone calling the Academy for 
a physician referral was told to send in a self-addressed 
stamped envelope along with a $5 processing fee. Today  
we routinely receive patient inquiries from all over the 
world via the website and online communications.

I feel strongly that we need to expand and capitalize on 
technology for our future so we can grow as a profession 
and address the realities of life of our younger physicians.  
I welcome any and all suggestions for the best use of digital 
communications and social media to reach more physicians 
and patients.

Many of us in this room have opted out of assembly-line 
medicine. We have had the luxury of starting out in an 
affordable medical environment. Currently, we’ve built 
our practices and get by on our reputations. That path is 
becoming harder for our newer physicians who may set 
up their offices, and confront a more difficult economic 
environment.
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So in the spirit of fellowship, I would like to offer a few  
tips to beginners regarding what they can do to help build 
their skills. 

Guiding Principles
This is my Top Ten list that has helped guide me personally 
and professionally: 

1.  Understand anatomy on both a physical and energetic 
level. This includes embryology.

2.  Continue to enhance your diagnostic touch. The more 
you practice, the more you will sense.

3.  Be patient. Developing expertise takes time and practice.

4.  Strive to keep learning. It can help your osteopathic 
proficiency. I’ve trained in homeopathy, endobiogeny 
and have some background in functional and herbal 
medicine. I’ve also studied biogeometry and vibrational 
medicine. Their approaches all enhance my osteopathy.

5.  Take care of your own health. The better the mind and 
body work in tandem, the easier it is to diagnose and 
treat. 

6.  Set an example for your patients. That means following 
basic parameters, such as eating high-quality food, 
getting a full night’s sleep and proper exercise.

7.  Keep stress at a manageable level, otherwise it could 
impair your ability to function effectively.

8.  Focus on your ultimate goal, whatever it may be. Keep it 
high profile: write it down, keep it on your desk, hang it 
on the wall.

9.  Find a spiritual practice that provides comfort, guidance 
and perspective. Dr. Fulford advocated giving 10% of our 
time to spiritual practice. I prefer to calculate it in waking 
hours, so that’s 1.6 hours a day. I’m not quite there yet.

10.  Have fun. If you don’t like your work, accept that you 
need to make a change. The key is finding what fulfills 
you and creates a sense of satisfaction.

One of my students once asked me, “How can I develop a 
loving touch like yours?” It prompted me to stop and think. 
To me, a loving touch comes with practice, being present 
and in a neutral space, while getting in touch with that 
divine spark inside you and your patient. This ensures  
that you can come from a loving place.

As I look out at this audience today and see so many people 
I know, what strikes me is the unbreakable bond we share, 
the pure joy of being an osteopath and practicing our brand 
of medicine. 

While much of medicine has been taken over by technology, 
our profession remains human-centric. We understand 
how to use our hands to see and correct the body’s health 
deficiencies. It’s something that will always bind us together 
in a deep, profound connection with humanity.

Dr. Sutherland once observed: “When  
all of the fulcrums are synchronized 
there will be peace and harmony.”

That’s how it was for our great teachers, and probably how 
it will always be because that’s what osteopathic medicine 
is. It’s a 145-year-old practice whose purity we must protect 
and preserve. Admittedly, that’s not always easy these days.

The last time I saw Dr. Fulford he was using a wheelchair, 
and he made me understand the depth of his feeling for 
osteopathy when he said: “I can’t feel with my hands. I was 
hoping to have more to give.” He generously gave his whole 
life.

Dr. Sutherland didn’t live to see how his brilliant concept 
of osteopathy in the cranial field would be enshrined in 
courses taught around the world. His most groundbreaking 
teaching didn’t happen until late in his life. He died at age 
81 in 1954—the year after I was born—and it would take 
decades before technology could validate his revolutionary 
concepts.

Dr. Sutherland once observed:

  “When all of the fulcrums are synchronized there will  
be peace and harmony.”

This law of nature applies not only to the human body,  
but to the osteopathic profession as well.

Dr. Sutherland refused to let critics and skeptics come 
between him and his genius for reimagining the practice  
of medicine. 

He taught us the art of becoming invaluable to our patients. 
That wonderful legacy has endured through succeeding 
generations of osteopaths, and we can serve as a guiding 
inspiration to our future physicians. 
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“…I maintain that nowhere in the field of osteopathic medicine can 
the physician accomplish so much to relieve humanity as in lending 
his skill to expectant mothers.” – O.P. Grow, DO, 19331 

Osteopathic intervention to address or prevent trauma 
beginning at conception not only can positively affect 
the expecting mother, but also offers a novel opportunity 
to influence another, right from life’s beginnings. Many 
chronic disorders stem from pregnancy, labor2 and delivery,3 
for both mother and child(ren). Conversely, neonatal 
trauma often reveals much about the mother’s need for 
osteopathic care. A concise rationale and approach for 
osteopathic manipulative treatment (OMT) of natal and 
perinatal trauma, and its prevention, is offered from which 
the pregnant mother and her newborn(s) can benefit. By 
virtue of its far-reaching sphere of influence, osteopathic 
obstetrics encompasses key aspects of perinatology, 
pediatrics, child psychology, urology, gynecology, 
endocrinology and orthopedics. This material is suitable 
for the non-obstetrician, general practicing traditional 
osteopath, as this will probably be the most likely source  
of OMT to which both mother and child will have access. 

Inherited Trauma
Unresolved trauma that precedes and follows conception 
sets the stage for prepartum, intrapartum and postpartum 
pain and dysfunction. The need for a general and focused 
treatment is nowhere more prudent than that during and 
surrounding pregnancy because of the immediate and 
long-term implications for both lives involved. Because 
of anatomical space constraints, and a narrow margin 
of error for both bodies, adapting even under ideal 
conditions, the unborn child is subject to the possibility of 
“inheriting” trauma, by continuing a generational legacy of 
maternal pelvic trauma, most noticeably that mechanically 
transmitted to her female offspring’s pelvis. Ideally, prior to 
conception, the mother has had OMT, including corrections 
to her craniosacral mechanism, quite possibly encompassing 
her own birth trauma. A postpartum mother presenting 
with issues because her own birth trauma was never 
addressed is not uncommon.

The need for endocrine system integrity, especially of the 
hypothalamic-pituitary-ovarian axis has been recognized.4 
Primary attention to cranial base strains for the cranial 
aspect of this hormonal axis optimizes endocrine function 
for support of conception, pregnancy, fetal development, 
delivery, lactation, the puerperium and beyond. There 
is an intimate endocrine connection of the thyroid and 
adrenal glands and of the adrenals and ovaries. The steroid-
forming tissues of the gonads and adrenal cortices share a 
common embryonic origin; these two glands share many 
enzymatic steps in the production of their hormones as 
well.5 In keeping with this, there is a direct correlation of 
hypoadrenalism to infertility6 as well. 

During pregnancy the pituitary gland enlarges three 
times its normal size, constricted inside the vulnerable 
Sella Turcica, in close proximity to the virtually always-
strained sphenobasilar synchondrosis (SBS). Apparently, 
Sheehan’s Syndrome is more common than suspected. 
Further compromising of the pituitary is likely due to 
Valsalva bearing down against a closed airway or pressure 
changes during labor and delivery. Recall the minute 
pituitary vessels of the pituitary stalk; structural injury can 
lead to downstream pituitary body functional impairment. 
Decreased pituitary follicular stimulating hormone (FSH) 
might lead to decreased ovarian progesterone output, which 
in turn can cause the female to suffer from fibromyalgia 
accompanied by hot flashes/night sweats, migraines 
and premenstrual syndrome (PMS). Decreased pituitary 
luteinizing hormone (LH) can lead to decreased testosterone 
from the ovaries and adrenal glands and can in turn 
cause xerophthalmia, xerostomia, muscle atrophy and 
depression.7 Any attempt to replace hormones bioidentically 
is best begun in conjunction with, or solely with, osteopathy 
in the cranial field (OCF) for optimizing the hypothalamic-
pituitary axis, because virtually all SBS are strained. 
Attributing hormonal decline solely to normal aging  
short-changes the patient. 

In addition to postpartum neuroendocrine physiology, 
unrestricted motion at the sphenobasilar synchondrosis 
(SBS) allows for optimal pituitary functioning essential 
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during labor and delivery. The ability to release oxytocin  
in a naturally titrated, rhythmic manner is essential  
to prevent or treat dystocia, and can potentially supplant  
the almost routine practice of giving intravenous Pitocin®  
to induce labor. The uterine muscle fibers are arranged 
spirally to receive the steady, rhythmic secretions of 
endogenous oxytocin from the posterior pituitary gland,  
in more physiologic doses, to provide for a sequence of non-
violent, efficient expulsatory contractions, allowing for the 
least traumatic delivery possible. Given in pharmacologic, 
unphysiologic doses and rate, to some extent, it virtually 
always causes violent en masse contractions traumatic to the 
unborn baby. The child is also forced against a restricted exit 
portal, the canal curved upwards, in line with a typically 
supine restricted, curved maternal sacrococcygeal complex. 
A case reported elsewhere describes a mother with uterine 
dystocia for three days after she was administered a series 
of Compression of the Fourth Cerebrospinal Fluid Ventricle 
(CV4) s in one session, resulting in a rapid progression of 
effective labor within minutes.8 

Maintaining Efficient Maternal  
Biomechanical Balance
Symmetry, position, range, as well as ease of motion  
within ranges, of all anatomic aspects of the mother,  
at every stage, are vital to the domain of the traditional 
osteopath. The less traumatized the mother, and more in 
balance, the less incidence and severity of mechanically 
rooted problems such as back pain, L5 / S1 facet lesioning /  
“Facet Syndrome,” pubic symphysis syndromes, coccydynia, 
sciatica, sacroiliacitis, dyspepsia and gastroesophageal 
reflux disease (GERD). Maintaining an efficient maternal 
biomechanical balance helps her body adapt most effectively 
to the physical demands of the pregnancy and delivery, 
minimizes the trauma of the enlarging uterus, and therefore 
developing baby. In particular, osteopathy can positively 
impact on fetal mobility, positioning and comfort in later 
stages, when the ability of her baby to float freely in the 
uterus is unrestricted. It has been the experience of this 
writer that when OMT is given an opportunity to be 
adequately administered, over decades, it has never  
failed to assist the unborn child in attaining the correct 
head-down vertical orientation in time for delivery. 

As opposed to conventional obstetrics, which places 
emphasis solely on uterine contractions and cervical 
dilatation, traditional osteopaths also recognize the vital 
importance of a symmetrical, unrestricted pelvic mechanism 
to allow for bony pelvic movements. This, in turn, allows for 
the physical accommodation and force absorption during all 
stages of the mother’s delivery, if labor is to be unhindered,9 
and trauma to both, minimized or prevented. Also, multiple 
gestations from in vitro medical fertility measures frequently 
cause fetal head trauma, from intrauterine crowding, 
commonly resulting in adverse neurological sequelae. 

Maternal Bell’s palsy and carpel tunnel syndrome mediated 
by maternal stress-triggering strains, including SBS-induced 
hypothyroidism and hypoadrenalism are other examples,  
as well. 

Addressing restrictions wherever possible, particularly 
involving the spinal and pelvic muscles and ligaments,10 
even if asymptomatic,11 will allow for the mobility essential 
for adaptation to the pregnancy, as well as fetal growth 
and well-being. For example, thoracolumbar regional 
segmental flexibility (relative extension) is desired because 
the enlarging uterus in late pregnancy causes the relatively 
non-compressible abdominal contents (large and small 
intestines, stomach and liver; “the visceral column”), to 
vertically expand towards the thoracic diaphragm. Also, 
thoracocervical, or thoracic inlet mobility (increased cervical 
lordosis and thoracic kyphosis) is required to accommodate 
for the increased weight of the breasts. At mid-pregnancy  
or in the third trimester—with increased lumbar lordosis—
the uterus is forced against the linea alba, anterior 
abdominal muscles and pubic symphysis. With this growth 
of the uterus, unrestricted expansive and forward motion 
of its superior attachment, the sternum/mediastinum 
and inferior relaxation of the pubic symphysis is also 
accommodative. Now the visceral column begins to distort 
laterally, relying on motion in the arcuate ligaments of the 
diaphragm, rib articulations and other posterior soft tissues 
such as the quadratus lumborum and thoracolumbar fascia 
for adaptation. Therefore, a decrease in maternal somatic 
range of motion (ROM) directly correlates with maternal 
and fetal somatic and visceral pain and dysfunction.

During Pregnancy
As the normal pregnancy advances, thoracolumbar flexion 
and rotation decrease, and turning of the trunk requires 
vertebral sidebending. At the end of pregnancy, the uterus 
“drops” with displacement anterior due to relaxation of 
the abdominal wall. This increased volume relies on the 
thoracic cage to lift off and expand to accommodate fetal/
uterine growth. If motion in the thorax or spine is restricted, 
increased pressure is made to bear on the stomach and 
other subdiaphragmatic organs or the lower abdominal 
wall, pelvic ligaments and pubes, resulting in pain and 
dysfunction. If a swayback (increased lordosis) is present, 
the force is posterior to the pubis and more on the pelvic 
floor and ligaments than abdominal wall. Nature apparently 
provided for intrapelvic organ and uro-genital diaphragm 
protection by having the pelvic brim angled so the full 
weight, and resulting intra-abdominal compressive forces, 
could be somewhat mitigated. In addition, towards the end 
of pregnancy and postpartum, the thoracolumbar region 
flexes and the sacrum extends (counternutation: in OCF 
terminology this is equivalent to sacral flexion). Freedom 
of motion in the posteroinferior pelvic ligaments (inferior 
lateral angles) and coccygeal articulations is required to 
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accommodate this, but temporarily, apparently without  
a locking-in of this unphysiologic pattern.

It has been stated that persistent sacral extension can be 
associated with postpartum depression;12 however, this 
clinician has found this to also be true in flexion lesioned 
sacrums, which are vastly more common, and even those 
restrictively fixed in neutral, or approximating it. “Although 
post-natal depression is thought to be a (n) {idiopathic} 
hormonal problem, its mechanical causes may stem from 
unresolved birth strain. The fascial drag from the sacrum 
and coccyx carries into the cranium because of the spinal 
and cranial membranes (The Core Link) … the effect is to 
pull on the brain and the pituitary …” altering hormonal 
function as discussed above.13 Relevant is Dr. Sutherland’s 
story of a patient with postpartum psychosis, spontaneously 
resolved, apparently from an unintended equestrian sacral 
adjustment, as the woman was transported on horseback. 

During pregnancy, the pelvic floor is also being challenged 
to stretch and elongate whilst remaining toned.14 This 
adaptive mechanism is analogous to the molding process, 
whereby the baby’s cranial bones and membranes 
temporarily move to accommodate for the birthing process; 
however, given the presence of excessive or traumatic 
forces, can become fixed, restricted into chronic strain 
patterns. Excessive tension in the pelvic floor can induce 
sacral extension, straining lumbar discs. Excessive laxity in 
the sacroiliac (SI) ligaments, and poor pelvic floor muscle 
tone can induce sacral flexion, “straining lumbar soft tissues 
and irritating the facet joints, for example.”15 (See Kegel 
exercises below.) Again, the incidence of sacral flexion 
lesioning is far more prevalent than sacral extension. 

Relaxing Restrictions
Health reflects balance, and balance between tension 
and relaxation seem no more physiologically salient, and 
have a narrower margin of error for mother and child 
than the body under strain in pregnancy. The maneuvers 
presented in this article series ultimately support balance 
by releasing restrictions, which cause spasm, usually a 
protective compensation for unstable structure secondary 
to trauma. These are invariably the deeper membranous/
ligamentous strains which are within the fascial domain of 
traditional osteopathy. Recall that when the ligaments are 
damaged, the anatomical barrier is breeched and normal 
ROMs are exceeded, whereby striated muscle spasms guard 
and protect from even deeper injury of more vital neurons, 
vessels, organs and their fascial investments. Therefore, 
allopathic muscle relaxant medication, given routinely for 
neuromuscular disorders, and massage therapy to “help” 
spasms, removes protective guarding which functions 
to prevent further neurologic injury. It is not preferred; 
however, if it is being taken, it is best only in conjunction 
with comprehensive OMT, perhaps with follow-up the 
next day if at all feasible, and at bedtime to avoid injury. 
Once the connective tissue strains are addressed following 

osteopathic principles, spasms resolve because they are no 
longer required. Examples of this would be psoas spasm, 
stabilizing lumbar spine and hip joints, as evidenced by the 
need for the supine mother to flex the hips and knees and 
rectus abdominis spasm to support thoracolumbar fascia and 
the lumbar spine.16 Hence, when psoas spasm exists, women 
need to assume the above-noted position while supine on 
the OMT table.

Extension in the LS joint from the expanding uterus, 
especially if spinal restrictions are present above, can result 
in strain causing extreme tensions being placed upon 
and through the uterosacral and iliolumbar ligaments, 
straining them, as well. These resultant forces can cause 
low back pain, including iliolumbar ligament pain and 
even facet joint lesioning (i.e., “Facet Syndrome”), as 
weight bearing is “transferred to the facet articulations, 
which are not designed to accommodate this for long.” 
Disc herniations can occur as well.17 The vast majority is in 
the OMT-reducible bulging degree category; the otherwise 
healthy disc being the effect while the causes—or aberrant 
forces above, below and surrounding, acting upon it—are 
mitigated to enable its repositioning. For reasons stated 
concerning muscular spasms, the associated L-S spasm is 
best respected and appreciated as an effect or protective 
measure; here as in any patient, the goal being to aim 
osteopathic treatment at the deeper fascial (ligamentous/
membranous) causes. 

Conventional obstetrics contradicts nature in many ways, 
and available in literature are gems such as Dr. Michel 
Odent’s revealing book Birth Reborn. In a typical hospital 
setting, it is common practice for a normal spontaneous 
vaginal delivery to have the mother labor in stirrups, against 
gravity, inducing bilateral hip flexion and external rotation 
while the child descends and emerges against the convex  
arc of an elevated immobilized sacrococcygeal complex.  
A patient visit illustrated this dilemma. E. M. a 79-year-old 
female with severe osteoarthritis, especially of the right hip, 
presented with acute “excruciating” lumbosacral, bilateral 
SI and buttocks pain, especially on the right, radiating down 
the posterior right leg for two days. She reported that after 
lifting many books and magazines she began heavy vaginal 
bleeding three days prior to consultation. Apparently 
her chronic vesicocele was greatly exacerbated by the 
trauma, necessitating urologic examination in stirrups for 
30 minutes. This resulted in severe pain, worst standing 
and sitting (including toileting), and difficulty ambulating. 
Seated alongside the supine patient, osteopathic exam 
revealed a restricted sacrum in extension, with both ilia 
markedly restricted. Approximating both ilia via anterior 
ASIS contacts, with one arm and hand bridging the ilia, 
while the other hand contacting the sacrum, maintained it 
in extension. This indirect approach led to some measure of 
release, somewhat disengaging the sacroiliac joints, thereby 
establishing a toe hold to restoring internal and external 
rotation of the iliac bones and associated tissues, as well as 
decreasing sacral extension and its restriction. Additional 
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approaches included the comprehensive technique sequence 
ideal for the thoracic-pelvic diaphragm disharmony 
presented in the technique part of these articles. On a 
follow-up visit, bilateral simultaneous disengagement and 
indirect treatment of the SI joints via contacts to the supine 
PSIS with an osteopathic intern-in-training, followed by 
Dr. Viola Frymann’s respiratory-pedal dorsiflexion/plantar 
flexion technique (ideal for out of phase sacral lesioning, 
forthcoming as well), also led to the first significant 
subjective and objective improvement. 

Increased Force Loads
Throughout pregnancy, unrestricted and balanced shoulder 
and lower limb mechanics are needed to adapt to marked 
force loads. Gait cycle will change in terms of stance and 
lower extremity soft tissue balance, external rotation of 
the hip, and shifts in bearing weight on the feet. This could 
account for at least some of the internally rotated restricted 
and visibly externally rotated hips, and their eventual 
joint replacement arthroplasty, prevalent in females. For 
example, gait restrictions involving the foot, especially with 
co-existing tibial/fibular torsions (Dr. Fulford’s preferred 
structural dysfunction to begin sequential comprehensive 
OMT), can affect pelvic girdle stability and cause pain 
and instability. This can be due to an already separated 
pubic symphysis from straining tensions of this area, in 
conjunction with hip external rotation. Any of these 
changes can cause lower extremity complaints from 
decompensation on a system with increased pressure on the 
lateral foot and demand on hip extensors and abductors, 
and plantar flexors coupled with less pelvic and lower limb 
freedom of movement.18 The presence of relaxin during 
pregnancy can cause further joint instability and add strain 
upon compensating structures.19 The biomechanical upshot 
is that a global approach is preferred in evaluating and 
treating pre-existing and acquired compression, tension and 
shear trauma of the entire body, especially related to the 
above structures, of the expecting (or future) mother. This 
approach is ideal for adaptation to massive demands, forces 
and shifts she will undergo, up to and through delivery. 
In terms of everyday practical osteopathy, a foundation of 
assessing and treating high-yield areas, in the context of a 
general OMT, irrespective of contacting the immediate area 
of chief complaint, will often alone suffice to greatly benefit 
mother and child.  

The trauma encountered in pregnancy and the perinatal 
period can be both pre-existing and acquired. Of the 
acquired, the vast majority is triggered from the pregnancy; 
this predisposition is usually due to overcompensated 
mechanics with roots in pre-existing, untreated trauma. 
Falls and trauma from motor vehicle accidents during 
gestation are less common, but do occur. The OMTs 
presented should suffice in releasing most, if not all acute 
trauma. Pain can also result from somatic dysfunctions from 
poor biomechanical balance as well as tensions and straining 
of the supporting tissue of the gravid uterus, including the 

uterosacral and round ligaments.20 Traumatic forces, subtle 
or overt, acute or chronic, micro or macro, have effects on 
both the mother’s biomechanics, as well as the developing 
unborn baby’s biomechanics. If traditional osteopathy is 
available at all, it is usually delivered by general or family 
practitioners involved in pre- or postnatal care. Assuming a 
skillful fluency with OMT, intrapartum considerations and 
techniques, per se, will not be discussed in these articles. 

Possible Complications
Excellent references are available for review in the literature 
for preparing for interventions in the birthing experience.21, 22 
Worth mentioning is the Bradley method for parents.  
This course in natural childbearing can offer much in 
the way of how parents can support each other during 
pregnancy, and the birthing process. It complements the 
primary aim of detailed prenatal osteopathic interventions, 
and advice for prevention action lessen the incidence and 
intensity of pain and complications of delivery for mother 
and child. 

Coccydynia is another possibility and can trigger anxiety 
for the mother anticipating labor. The pregnant uterus can 
impact the uterosacral ligaments, which attach to and cause 
dysfunction in the sacrum, coccyx, coccygeus and piriformis 
muscles. The coccyx is also structurally and functionally 
related to the ethmoid and all axial structures invested in 
Dura comprising the reciprocal tension membrane (RTM) 
or “The Core Link.” The musculo-tendinous septum 
that forms the floor of the abdominal cavity is the pelvic 
diaphragm, also called the urogenital diaphragm (UG) or 
pelvic floor. It is composed of the levator ani, coccygeus 
muscles and their investing fascia. The reproductive organs 
are intimately related to it. The excretory passages pass 
through it together with abundant vascular and nerve 
pathways. A unique structure, the UG form(s) sphincters 
(and) is strong enough to support abdominal contents yet 
resilient enough to permit passage of a full-term infant, and 
then return to its normal form and function immediately 
afterwards.23 At about six weeks, the end of the puerperium, 
hormones diminish, enabling the ligaments to resume their 
tone, allowing the pelvic bones to return to their normal 
position.24 (Relaxin remains in the new mother’s body 
for up to 5 months.) Two layers form the fascia found in 
the urogenital diaphragm. In the female it encloses “the 
deep dorsal vein of the clitoris, a portion of the urethra, 
constrictor urethra muscle, the larger vestibular glands and 
their ducts, the internal pudendal vessels, the dorsal nerves 
of the clitoris, arteries and nerves of the bulbi vestibule and 
a plexus of veins.”25 

Function and dysfunction of the pelvic floor are a significant 
determinant of the course and outcome of labor, delivery 
and beyond, because, “The pelvic floor will descend during 
labor and so needs to be quite pliable. The arrangement 
of the pelvic floor cradles the baby’s head and allows it to 
help in rotation, whilst descending and elongating—quite 
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a demanding process. The position at which the baby’s 
head can arrive at the perineum can be influential to 
the stresses (and subsequent trauma) to the pelvic floor 
as a whole. Intraosseous compressions can occur in a 
young mother’s pelvis from the descending baby’s head 
against pelvic bones not fully ossified.”26 “That being said, 
intraosseous lesioning commonly occurs after ossification, 
as well. (Many years ago, Dr. Raymond Hruby reported 
that in his private collection of around 100 sacra, no two 
were grossly anatomically the same.) The pelvic floor 
needs to be elastic in order to withstand these pressures, 
and problems can arise if not the case. In elongating, the 
urogenital diaphragm needs to be the most elastic, and 
the distance between the pubis and the perineal body 
needs to increase significantly.”27 Dr. Still was cognizant of 
the necessary dimensions of pelvic architecture to allow 
normal spontaneous vaginal delivery.28 Consequently, 
the need is emphasized for osteopathic attention to the 
details of the soft and osseous tissues of the pelvis, and 
all structures influencing this key structure, including the 
thoracic diaphragm, with its connection to the sacrum via 
the diaphragmatic tendinous crura, anterior longitudinal 
ligament, thoracolumbar fascia, and the cranial mechanism. 
Thoracic diaphragm function is also vital in that the 
pelvic plexus of veins is “practically valveless” and hence 
dependent on its motion for drainage.29 This, of course  
holds for lymphatic drainage, as well.

Conclusion
The discussion of the pelvic floor in late pregnancy typifies 
the idea of health as being derived from a fluid state of 
unrestricted motion—a condition that can allow a rhythmic 
dynamic between necessary opposing phases of tension and 
laxity over a full range of motion, which homeostatically 
supports all development, growth and healing. This is an 
unhindered state of balance around unrestricted fulcra, 
not in a rigid static sense, as the word homeostasis might 
connote, but rather a homeostatic dynamism, almost 
constant compensations being made when a shift to one 
structural (anatomical) and/or functional (metabolic/
physiologic) pole is necessary, given the current, prevailing 
stressors acting on the fluid-like system. This dynamic 
reflects the Cranial Concept, a reciprocal, fluid-like, 
counterbalancing, anatomicophysiologic mechanism—a 
compensatory cooperative alliance of form and function.
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