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“As the twig is bent, so doth the tree incline.”
– William Garner Sutherland, DO, 1959

Learning objectives:

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

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

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

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

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

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

Prerequisite: Participants must be eligible for membership in the Osteopathic Cranial Academy as a regular (DO), associate 
(MD, DDS, DMD), affiliate (osteopaths trained in other countries) or student member (enrolled at any U.S. accredited 
osteopathic or allopathic medical school).

Introduction to Osteopathy  
in the Cranial Field

February 15-19, 2020
Course Director: Zinaida Pelkey, DO, FCA

Norfolk, Virginia

Register online at www.cranialacademy.org/cme
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In news from the Board of Directors, we have officially removed a requirement in 
our Bylaws that a prospective member must be a member of the AOA (American 
Osteopathic Association) in order to join the Osteopathic Cranial Academy. In part, 
this was in response to overwhelming member input and was discussed at some 
length in the Membership meeting in June 2019. This was precipitated by moves 
by the AOA that seemed “anti-osteopathic” to some. However, it is also consistent 
with changes being made by all the certifying osteopathic medical boards, after  
an anti-trust settlement said specialty boards cannot require AOA membership  
to maintain specialty certification, so we are in line with the overall profession  
in making this change.

Last month, you received an email from me asking for input to the AOA on 
another issue that could have negatively impacted osteopathic education, both  
in the medical schools and at the CME level. I am happy to report that proposal 
was quickly withdrawn after the first wave of input sent by you, our members, 
among others. I also wanted to share this message that we received from someone 
active in the AOA. “I want to thank you and the whole OCA for helping to 
mobilize the troops in this regard. Also, I want to comment on how well the  
OCA does when they send out information to the membership in regards to  
these types of issues. The presentation is measured, professional and accurate.  
As a member of a Bureau who receives these types of comment letters, the OCA 
stands out in how they communicate.” So, special kudos to our members for a  
job well done and done well!

Despite our frustrations with the actions of some parts of the AOA, though,  
both the Board, and I personally, want to recommend that OCA members 
continue their membership in the AOA. The osteopathic profession is in a  
period of change and flux. Looking ahead, there is likely to be a large exodus  
from the AOA membership rolls with the decoupling of Board certification and 
AOA membership. As more and more “MD-wannabes” leave the AOA, we will 
have the opportunity to exert more influence and hopefully help return the AOA 
to a more osteopathic orientation. Since old habits, and old prejudices, die hard,  
it probably will be an exercise in two steps forward, one step backward.  

Realistically, the AOA—imperfect though it may be—is the only national-level 
body with the heft to help protect osteopaths with insurers and government 
regulators. Most importantly, we can only be part of the conversation by staying  
in the organization. Even today, the AOA daily receives requests from patients 
asking for help in finding practitioners who do manipulation. I believe that  
hands-on osteopathic treatment is both a differentiator and a competitive 
advantage for DOs, and that national leadership is starting to recognize it  
as such. 

In the meantime, happy holidays to you and your families as we move into 2020, 
making the world a better place one patient at a time.

Update on the American Osteopathic  
Association
By Annette Hulse, DO 
President, Osteopathic Cranial Academy 2019-2021

 PRESIDENT'S MESSAGE

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

Despite our  
frustrations with  
the actions of some  
parts of the AOA,  
though, both the  
Board, and I personally, 
want to recommend  
that OCA members  
continue their  
membership in  
the AOA. 
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2020 CME CALENDAR 
Osteopathy’s Promise to Children is accredited by the American Osteopathic  
Association to provide osteopathic continuing medical education for physicians. 

Osteopathy’s Promise to Children designates these programs for the maximum  
number of AOA Category 1-A credits as approved and will report CME and specialty  
credits commensurate with the extent of the physicians participation in each activity. 

January 23-26, 2020 
ADVANCED COURSE 
Fluid Flow and the 
Healing Process 
Course Director: 
Philippe Druelle, DO (F–Qc) 
Translation: 
Genevieve Forget, DO (Qc) 
No CME’s Provided | $1500 

February 28 - March 2, 2020 
INTERMEDIATE COURSE 
Brain-Gut-Biome Axis: 
Disturbances of the 
Immune System 
Course Director: 
J. Yusuf Q. Erskine, DO 
32 Hrs AOA Category 1-A 
CME anticipated | $1500 

April 18-20, 2020 
INTERMEDIATE COURSE 
The Rule of the Artery 1 
Course Director: 
R. Paul Lee, DO, FAAO 
23.5 Hrs AOA Category 1-A 
CME anticipated | $1250 

April 24-26, 2020 
ADVANCED COURSE 
The Rule of the Artery 2 
Course Director: 
R. Paul Lee, DO, FAAO 
23.5 Hrs AOA Category 1-A 
CME anticipated | $1250 

 

 

April 30-May 2, 2020 
ADVANCED COURSE 
The Rule of the Artery 3 
Course Director: 
R. Paul Lee, DO, FAAO 
23.5 Hrs AOA Category 1-A 
CME anticipated | $1400 

July 15-19, 2020 
INTRODUCTORY COURSE 
40-HR CRANIAL COURSE 
Foundations of 
Osteopathic Cranial 
Manipulative Medicine 
Course Director: 
R. Mitchell Hiserote, DO 
40 Hrs AOA Category 1-A 
CME anticipated | $1795 

August 21-23, 2020 
INTERMEDIATE COURSE 
Level II Osteopathic Cranial 
Manipulative Medicine 
Course Directors: 
Ray Hruby, DO, FAAO, MS; 
R. Mitchell Hiserote, DO 
24 Hrs AOA Category 1-A 
CME anticipated | $1075 

September 5, 2020 
INTRODUCTORY COURSE 
OMT for Systemic Disorders 
and Physiological Functions: 
Cardiopulmonary & Immune 
Systems 
Course Director: 
Hollis H. King, DO, PhD, FAAO 
8 Hrs AOA Category 1-A 
CME anticipated | $330 

September 18-20, 2020 
INTRODUCTORY COURSE 
First Steps in Osteopathic 
Manipulative Medicine 
Course Director: 
Ray Hruby, DO, FAAO, MS 
24 Hrs AOA Category 1-A 
CME anticipated | $1100 

October 3, 2020 
INTRODUCTORY COURSE 
OMT for Systemic Disorders 
and Physiological Functions: 
Gastrointestinal & Nervous 
Systems 
Course Director: 
Hollis H. King, DO, PhD, FAAO 
8 Hrs AOA Category 1-A 
CME anticipated | $330 

October 23-25, 2020 
INTRODUCTORY COURSE 
General Osteopathic Pediatrics 
Course Director: 
Kimberly J. Wolf, DO, FACOP 
24 Hrs AOA Category 1-A 
CME anticipated | $1075 

 
Dr. Viola M. Frymann, 

DO, FAAO, FCA 

1921 - 2016 

 

“... It has always been my 
belief that if the curriculum... 
is strong enough, you should 
be able to take the most 
medically oriented student 
and convince him of the 
validity and power of 
osteopathic medicine by 
the end of their training.” 

- DR. VIOLA FRYMANN 

Source: 

“New Beginnings for DOs in California” , 
Viola Frymann, DO, FAAO, FCA 
Interviewed by Michael Seffinger, DO, 
at the Osteopathic Center for Children, 
San Diego, CA. UCI Libraries, University 
of California, Irvine, 16 Oct 2008. 

Web. 19 Feb 2016 

Read the full interview here: 

https://www.lib.uci.edu/sites/themerger/ 
Online registration available at registration.the-promise.org 

CME@THE-PROMISE.ORG 
THE-PROMISE.ORG 
 

@THEPROMISEOPC 
 

 
OSTEOPATHY’S PROMISE TO CHILDREN 
3706 Ruffin Road 
San Diego, CA 92123 
(619) 548-8815 

 
Founded in 1992 by Viola M. Frymann, D.O.,  
with the specific mission to perform osteopathic education,  
research and treatment, and to provide clinical experience  
to health professionals in the field of osteopathy. 



Celebrate and gain insights into the work of 
osteopathic legend Viola M. Frymann, DO, 
FAAO, FCA (1921-2016) at the Osteopathic 
Cranial Academy Annual Conference  
June 11-14, 2020 in Houston, Texas. 

Many of the conference sessions will focus on her teaching  
and research. In addition, Douglas E. Vick, DO, will present  
the Dr. William Garner Sutherland Memorial Lecture.

During her nearly 70-year career, Dr. Frymann was a renowned 
clinician, educator, researcher and steward of the osteopathic 
profession. Specializing in caring for children, she founded the 
Osteopathic Center for Children and Osteopathy’s Promise 
to Children of San Diego, Calif. She was a leader in achieving 
restoration of the osteopathic medical license in California in 
1974 after it had been eliminated for 13 years and merged  
with the MD license. She was instrumental in establishing  
the College of Osteopathic Medicine of the Pacific in 1975  
at Western University of Health Sciences.

Conference director is Hollis H. King, DO, PhD, FAAO, FCA, 
of the Osteopathic Center for Children. Associate conference 
director is Deborah Heath, DO, of A.T. Still University School of 
Osteopathic Medicine in Mesa, Ariz.

Conference Location
JW Marriott Houston by The Galleria 
5150 Westheimer Road 
Houston, Texas 77056

(713) 961-1500

Conference room rate: $164.00/plus tax per night

Rooms will be available until May 10, 2020 or until the block 
is sold, whichever occurs first. After May 10, 2020, reservation 
requests	will	be	confirmed	on	a	space	available	basis.

 THURSDAY, JUNE 11

3:00 p.m.    Update on the Evidence Base for Osteopathic 
Cranial Manipulative Medicine (OCMM)  LECTURE   

 Hollis H. King, DO, PhD, FAAO, FCA

3:45 p.m.   Viola M. Frymann: Contributions to  
Osteopathy  LECTURE  

 Lorane M. Dick, DO

4:30 p.m.  Frymann Favorites: Migraine Abort and  
Post Dental Trauma Releases  LAB  

 Lorane M. Dick, DO 

5:15 p.m.   Osteopathic Considerations in TMJ and  
Dental Conditions  LECTURE & LAB  

 Raymond J. Hruby, DO, FAAO 

 FRIDAY, JUNE 12

9:00 a.m.  TBI – Concussion – Research Assessment  
and Screening  LECTURE  

 Joshua Alexander, DO 

9:45 a.m. TBI – Encephalopathy  LAB    

 Joshua Alexander, DO

10:30 a.m. Discussion in Small Groups

10:45 a.m.  Treatment of Thalamus, Cerebellum  
and Cerebellar Blood Supply  LAB  

 Robert P. Lee, DO, FAAO, FCA

11:45 a.m. Frymann Favorites: Neidner Technique 

 Mary Anne Morelli Haskell, DO, FACOP, FCA

C O N F E R E N C E  S C H E D U L E

Make Plans to Attend the 2020 Osteopathic  
Cranial Academy Annual Conference
Dr. Viola M. Frymann – Inspiration, Research and Practice 
June 11-14, 2020 in Houston, Texas

Special thanks to Osteopathy’s Promise to Children for providing still image of Dr. Viola M. Frymann.
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1:45 p.m. Trigeminal Research  LECTURE & LAB

 Deborah M. Heath, DO

3:45 p.m.  Music Used Therapeutically: VMF and  
Music in the Treatment Room  LECTURE

  R. Mitchell Hiserote, DO  

Mary Anne Morelli Haskell, DO, FACOP, FCA 

Saïd Ramón Araïza

4:00 p.m.  Palpating Effects of Music on the PRM  LAB

  R. Mitchell Hiserote, DO  

Mary Anne Morelli Haskell, DO, FACOP, FCA  

Saïd Ramón Araïza

5:30 p.m. Annual Membership Meeting

 SATURDAY, JUNE 13

9:00 a.m.  Assessment of Newborns: Whole Body  LECTURE

 Kathryn E. Gill, MD 

 Kimberly Wolf, DO

9:45 a.m.  Treatment of Newborns: Plag-tongue Tie  LAB

 Kathryn E. Gill, MD 

 Kimberly Wolf, DO

11:00 a.m.  Frymann Favorites: Venous Sinus  
Technique/Release, Lifts  LAB

 Deborah M. Heath, DO

1:30 p.m.  Sutherland Memorial Lecture

 Douglas E. Vick, DO 

2:30 p.m.  Cranial Fluid Flow: Volumes and Dynamics – 
Research and Technology  LECTURE

 Terence Vardy, DO

3:30 p.m.  Conceptual Models of OCMM Next Steps –  
Panel and Audience  LECTURE

  Hollis H. King, DO, PhD, FAAO, FCA 

R. Paul Lee, DO, FAAO, FCA  

Terence Vardy, DO  

Michael L. Kuchera, DO, FAAO 

Deborah M. Heath, DO

4:45 p.m.  Frymann Favorites: Orbits-Face-Temporal  LAB

 Veronica Vuksich, DO

6:30 p.m. President’s Reception

7:00 p.m. Recognition Banquet

 SUNDAY, JUNE 14

9:00 a.m. Frymann Favorites: Total Body Unwinding  LAB

 Brett P. Thomas, DO, FAAO

9:30 a.m.  Frymann Favorites: Multiple Hands SBS  
Pterygoid M., Vomer, Sphenosquamous  LAB

 R. Mitchell Hiserote, DO

10:45 a.m.  Spirituality in Medicine ala VMF: Measuring the 
Effects of OMT on the Biofield  LAB

 Hollis H. King, DO, PhD, FAAO, FCA

C O N F E R E N C E  S C H E D U L E
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The Many Facets of  
Visceral Treatment

The Biomechanical, Biofunctional,  
and Biodynamic Approaches to  

Abdominal Viscera
April 17-20, 2020  •  Rocky Vista University

28 AOA Category 1-A Credits
Course Director: Dana C. Anglund, DO

Full course information: 
osteopathyunderground.com/courses.html

The Inaugural Course of  
Osteopathy Underground
Join the Revolution



Cranial Academy members attending the 2020 Annual 
Conference in Houston will find a variety of attractions for  
many interests whether they be shopping, green space, 
museums, golf or more. 

The conference hotel, the JW Marriott Houston by The 
Galleria, puts conference attendees in the middle of Uptown 
Houston—featuring a wide array of high-fashion retail, eateries 
and entertainment venues. It includes The Galleria, the largest 
shopping mall in Texas and the seventh-largest in the nation.

 
Several nearby attractions also could be of interest to  
Cranial Academy members:

3  Just two miles from the conference hotel is Memorial Park, 
a 1,466-acre green space. It includes 30 miles of trails with 
opportunities for walking, hiking and mountain biking. A 
three-mile crushed gravel trail is popular for running and 
walking. The park also includes the Houston Arboretum & 
Nature Center (https://houstonarboretum.org) as well as 
the Hogg Bird Sanctuary (https://houstonparksboard.org/
about/hogg-bird-sanctuary) and the Bayou Bend Collection 
and Gardens, part of the Museum of Fine Art.

 

 
3  Just five miles from the hotel is the Museum  

District comprising 19 museums in four walkable  
zones. Besides the Houston Zoo, the Museum of  
Fine Art, the Children’s Museum and the Museum  
of Natural Science, there are other unique attractions.  
The Health Museum, the most visited health museum  
in the country, offers exhibits on the workings of the  
human body (https://www.thehealthmuseum.org).  
The Jung Center provides education in the spirit of 
psychologist Carl Jung; it also features art exhibits and a 
bookstore (https://junghouston.org). The Menil Collection 
is considered one of the most important private art 
collections of the 20th century (https://www.menil.org).

3  One of the most popular attractions in Houston is the 
Johnson Space Center. It chronicles the exciting future  
and remarkable past of America’s human space-flight 
program. The center features more than 400 space  
artifacts, permanent and traveling exhibits and more  
(https://spacecenter.org).

From Upscale Shopping to Green Space,  
Houston Offers Much

Houston Children’s Museum (Visit Houston)Houston Arboretum & Nature Center (Visit Houston)

The Health Museum

Buffalo Bayou Park and Houston skyline (Visit Houston) 
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More Houston Facts
3  Houston ranks first in total park acreage among U.S. cities 

with more than one million residents.

3  Houston has become an international business center.  
More than 145 languages are spoken in Houston, the 
fourth-most in the nation. 

3  The city offers more than 75 national categories of cuisine 
along with more than 150 farm-to-table restaurants and 
over 700 food trucks, according to a 2016 Yelp report.

3  There are 198 golf courses within a 50-mile radius of 
downtown Houston.

3  Texas Medical Center, adjacent to the Museum District, 
contains 21 hospitals, eight academic and research 
institutions, three medical schools and two pharmacy 
schools.

For More Information
3  https://www.visithoustontexas.com

3  https://365thingsinhouston.com

3  http://www.uptown-houston.com

Museum of Natural Science (Visit Houston)

Johnson Space Center (Ray Viator Photography)
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Feb. 7-9, 2020
Fascial Distortion Model:  

Treating the Shoulder, Ankle and Knee 
Todd A. Capistrant, DO, MHA, course director

Midwestern University  
Arizona College of Osteopathic Medicine

20 credits of AOA Category 1-A CME anticipated

April 17-18, 2020
Motor Nerve Reflex Testing

Steven Olmos, DDS, course director
Mark S. Cantieri, DO, FAAO, course faculty

The Pyramids in Indianapolis
15 credits of AOA Category 1-A CME anticipated

May 1-3, 2020
Viscerosomatic Release:  

A Systemic Model for Neuromusculoskeletal Medicine 
John P. Tortu, DO, course director

Idaho College of Osteopathic Medicine
Meridian, Idaho

20 credits of AOA Category 1-A CME anticipated

June 4-7, 2020
Introduction to Osteopathic Manipulative Medicine:  
Integrating OMM Into Clinical Practice and Teaching 

Lisa Ann DeStefano, DO, course director
The Pyramids in Indianapolis

28 credits of AOA Category 1-A CME anticipated

March 8-10, 2020 • Pre-Convocation course
Brain Advanced: Releasing the Cranial Meninges  

Using a Biotensegrity Model
Bruno J. Chikly, MD, DO (France), course director

The Broadmoor in Colorado Springs, Colorado
21 credits of AOA Category 1-A CME anticipated

March 8-10, 2020 • Pre-Convocation course
Cranial Nerve Course 

Kenneth J. Lossing, DO, course director
The Broadmoor in Colorado Springs, Colorado
21 credits of AOA Category 1-A CME anticipated

March 8-10, 2020 • Pre-Convocation course
Pediatric Manual Medicine 

Lisa Ann DeStefano, DO,  
and Heather P. Ferrill, DO, MS MEdL, course directors

The Broadmoor in Colorado Springs, Colorado
20 credits of AOA Category 1-A CME anticipated

March 15, 2020 • Post-Convocation course
Residency Program Directors’ Workshop 

Darren Grunwaldt, DO, course director
The Broadmoor in Colorado Springs, Colorado

5.5 credits of AOA Category 1-A CME anticipated

UPCOMING CME

Visit www.academyofosteopathy.org/CME for a complete list of upcoming CME.



The Cranial Academy Foundation 
2019 Report

 SUPPORTING THE FUTURE OF CRANIAL OSTEOPATHY THROUGH SCHOLARSHIPS AND RESEARCH
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 CRANIAL ACADEMY FOUNDATION 2019  REPORT

Dear Physicians,

Medical students cannot say it enough or more sincerely. Your response to our annual appeal for Cranial Academy 
scholarship donations has been amazing. And your continued generosity will not go unnoticed. 

Case in point is Alexander Tobar.

After he was notified of the Academy’s decision, the fourth-year medical student described his scholarship as 
“The opportunity of a lifetime.” He proved resourceful by applying for one of the more pioneering OCA courses, 
“Orofacial Development.” As many of my colleagues know, this course does not exist at any of our osteopathic 
medical schools in the country. Nor does much of our advanced training.

I cannot think of a better way to support our up-and-coming doctors. We have an unprecedented number of 
talented osteopathic students, ready to bring a new level of progress to our field, but far too often they 
lack access to educational training in cranial osteopathy. There is a term for this dumbing-down trend in 
academia. It is known as “opportunity divide.”

You can help our future osteopaths overcome this paramount divide.

Each scholarship represents an opportunity to better prepare 
a young doctor every time he or she enters a treatment room. 
Of equal importance, we can introduce our future physicians to the 
renaissance of learning taking place in our profession.

We are very close to surpassing last year’s drive and reaching more 
students in 2020. Ilene Spector, DO, is part of this unprecedented 
fundraising and deserves special acknowledgment for her $36,000 
donation in 2019. She aptly summed up her gift saying she “loves” this 
profession and wants to ensure its advancement for future generations.

As a result of this amazing flow of donations, the Foundation has been able to make several special grants in addition 
to the regular scholarships. These include support for a student to enter the A. Hollis Wolf case-study competition at 
the AAO Convocation, as well as funding to purchase teaching materials for OCA courses. Scholarships for residents 
to attend the Cranial Osteopathy Next Step course were distributed in late 2018.

Please help us to keep the momentum going and growing with your gift in support of the Cranial 
Academy Foundation. Visit http://www.cranialfoundation.org. Or, mail your donation using the form  
on page 12. We are grateful for each and every donation—no matter the amount.

We thank you and wish you continued success in your careers, as well as much love and joy in the New Year. 
 

 
 
Eric J. Dolgin, DO, FCA 
President, The Cranial Academy Foundation

Letter from the Foundation President 

’Tis the Season … To Merry Up and Award 
Scholarships to Future Osteopaths

Eric J. Dolgin, DO, FCA, President

Hollis H. King, DO, PhD, FAAO, FCA, Vice President

John C. Reed, MD, MDiv, FCA, Secretary/Treasurer

Michael J. Porvaznik, DO, FCA

Richard A. Feely, DO, FAAO, FCA

Angela Bedell, CAE, Executive Director

 FOUNDATION BOARD OF DIRECTORS
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Richard H. Armond, III, DO 

Joel A. Berenbeim, DO 

James W. Binkerd, DO

Stephen D. Blood, DO, FAAO, FCA

Thomas R. Byrnes, Jr., DO

Anthony D. Capobianco, DO, FCA 

Jean-Yves Charabouska, MD, DO 

Anthony G. Chila, DO, FAAO, FCA 

Maria Coffman, DO

Judy M. Colabella, DO 

Stacy V. Cole, DDS 

Daniel P. Conte, III, DO 

Jenny Diaz (In honor of  
 Zina Pelkey, DO, FCA)

Michael Doerrler, DO 

Eric J. Dolgin, DO, FCA 

Pierre Duby, DO

J. Yusuf Q. Erskine, DO 

Paula L. Eschtruth, DO, FCA 

Richard A. Feely, DO, FAAO, FCA 

Ryan Freibert, DO

Mel R. Friedman, DO, FCA

Maria T. Gentile, DO  
 (In memory of Pat F. Gentile)

Mikhail Gleyzer, DO 

Andrew H. Haltof, DO 

Cheryl Harter, MD 

David G. Healow, MD

Katherine L. Heineman, DO 

Michelle Hemingway, MD

Jennifer L. Highland, DO 

Richard J. Hruby, DO 

Annette  Hulse, DO  

Richard J. Joachim, DDS 

Andrea G. Johnson, DO 

T. Reid Kavieff, DO 

Stephen P. Kroth, DO

Robert P. Lee, DO, FAAO, FCA 

Kim Sing Lo, DO

Heather  Maidat   

David H. Marcus, DDS

Tudor C. Marinescu, MD, PhD 

Tamara M. McReynolds, DO 

Paul S. Miller, DO, FCA 

Ramona A. Miller, DO 

Angelique C. Mizera, DO  
 (David Marcus Scholarship Fund)

Mary Anne Morelli  
 Haskell, DO, FACOP, FCA

David D. Musgrave, DO

Lucette Nadle, DO

Doris B. Newman, DO, FAAO 

Sun F. Pei, DO

Christopher C. Peine, DO 

Michael J. Porvaznik, DO, FCA 

Laura T. Rampil, DO

John C. Reed, MD, MDiv, FCA 

Jerri D. Robertson, DO 

Barry S. Rodgers, DO 

Daniel A. Ronsmans, DO

Mark E. Rosen, DO, FCA 

Jay Sandweiss, DO

Ian Schofield, DO

Janet E. Secor, DO 

David J. Seto, MD 

Daniel A. Shadoan, DO 

Sandra B. Skates, DO

Margaret A. Sorrel, DO, FCA 

Ilene M. Spector, DO, FCA 

David V. Spencer, DO 

Devorah G. Steinecker, DO 

Warren Sturla, DDS

William B. Swann, Jr., DO 

Cherie D. Tobin, DO 

Martin E. Torrents, DO 

Melissa Ventimiglia, DO 

Lois Vierk (In honor of  
 Kim Sing Lo, DO)

Quoc L. Vo, DO

Douglas G. Vrona DMD 

Patrick J. Wedlake, DO

Kay A. Weinshienk, DO 

Baxter D. Wellmon II, DO 

Damon M. Whitfield, DO 

Adrian L. Woolley, DO 

Katherine A. Worden, DO 

Note: The above includes  
corrections to the designations  
of memorial and tribute gifts  
that were listed incorrectly in  
the October Cranial Letter.	 
We	apologize	for	the	errors.

Your support of the Cranial Academy Foundation has enabled the 
following physicians and students to receive scholarship assistance 
to attend the Cranial Academy’s Introductory Course during 2019. 
You made possible 41 scholarships at $895 each for a total of 
$36,695.

Midwinter Course, February 2019

Sophia T. Adams, DO (Barkley Scholarship)

Paula Archer (Melicien A. Tettambel, DO, FAAO Scholarship)

Bethany Blum, DO (David Coffey, DO, FAAO, FCA Scholarship)

Kelli N. Chaviano, DO (Eric J. Dolgin, DO, FCA Scholarship)

Elizabeth Cipparrone (Melvin R. Friedman, DO Scholarship)

Stephanie Czajkowski

Jordan Delgadillo (Quoc L. Vo, DO Scholarship)

Karen D. Farris, DO (Barkley Scholarship)

Kelly Fuchs, DO

Jacob R. Gallagher (Paul S. Miller, DO, FCA Scholarship)

Shannon Garrison (Viola M. Frymann, DO, FAAO FCA Scholarship)

Victoria Gerthe

Breanna M. Glynn

Natalie L. Gould (Maria T. Gentile, DO Scholarship)

Monika D. Jankowicz (Michael J. Porvaznik, DO, FCA Scholarship 

Holly Laird, DO

Tasha N. Loader, DO (Barkley Scholarship)

Jillian Smith

Caitlin K. Stauder, DO (Barkley Scholarship)

Tabinda Syed

Alex Tobar

Andrew M. Wojtanowski (R. Paul Lee, DO, FAAO, FCA Scholarship)

Xiawei Zhong (Mark E. Rosen, DO, FCA Scholarship)

June 2019 Course

Aziza T. Bomani

Kara Button

Sean Byrne

Grant Below (Mark E. Rosen, DO, FCA Scholarship)

Erin M. Chandler (Barkley Scholarship)

Crystal Clendennen-Peirce

Lindsey R. Dalka 

John Diefenderfer

Jacob A. Fischer

Michael Hagopian (Ilene M. Spector, DO, FCA Scholarship)

Mark Jens

Alecia D. Lentz (Barkley Scholarship)

Matthew Mashayekhi

Robin Mata (Barkley Scholarship)

Salomi Rami

Jacqueline Russell (Barkley Scholarship)

Matthew Senno (Barkley Scholarship)

Jenna Wozer

Lyman Wu (Barkley Scholarship)

The following have contributed to the Cranial Academy Foundation 
between November 16, 2018 and December 1, 2019.

Thank You to Our 2019 Donors2019 Scholarship Recipients
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Platinum
Lifetime Giving of $50,000 or more

The Barkley Fund 

Estate of Mary Adams 

Estate of Clara F. Daum 

Earl F. Frisbie Trust

Gold
Lifetime Giving of $25,000 or more 

Anonymous – In Honor of  
 Mark E. Rosen, DO, FCA 

David Coffey, DO, FAAO, FCA

Richard A. Feely, DO, FAAO, FCA

Melvin R. Friedman, DO, FCA 

Ilene M. Spector, DO FCA

Silver
Lifetime Giving of $10,000 or more

James W. Binkerd, DO 

Anthony G. Chila, DO, FAAO, FCA 

Eric J. Dolgin, DO, FCA

Judith Kaswan, DO & Edward Kaswan

R. Paul Lee, DO, FAAO, FCA 

Paul S. Miller, DO, FCA 

Gary L. Ostrow, DO

Michael J. Porvaznik, DO, FCA

John C. Reed, MD, MDiv, FCA 

Sandra B. Skates, DO 

Denise Speed, DO, FCA

Bronze
Lifetime Giving of $5,000 or more

John L. Baumeier, DO 

Lawrence J. Bellew, DO

Anthony D. Capobianco, DO, FCA

Maria T. Gentile, DO 

Catherine M. Kimball, DO

Hollis H. King, DO, PhD, FAAO, FCA 

Kim S. Lo, DO

Janet MacGregor

Harold I. Magoun, Jr., DO, FAAO, FCA 

David S. Musgrave, DO

Mark E. Rosen, DO, FCA

Therese M. Scott, DO 

Alice R. Shanaver, DO 

Margaret A. Sorrel, DO, FCA 

Quoc L. Vo, DO

Donors to the Cranial Academy Foundation qualify for the Sutherland Society based on their cumulative lifetime gifts. 
Sutherland Society members as of November 1, 2019, are recognized below.

Sutherland Society

Donate Now

Donate online at https://cranialfoundation.org 
Or mail your donation using the form below

Enclosed is my tax deductible donation to support the work of The Cranial Academy 

Foundation for educational scholarships and research

Name:

Address:  

City/State/Zip Code: 

Telephone:  

Email:  

Amount of Donation:

P $ 2,500 P $  500 P $    100

P $ 1,000 P $  250 P $    50

P Other $   

Method of Payment:

Credit card:      P VISA      P MasterCard      P American Express

Number:

Expiration Date:     Security Code:

Signature (Required)

P Check enclosed payable to The Osteopathic Cranial Academy Foundation

P My pledge amount is: $  payable over                 months

Direct the following portions of my gift to these scholarship funds:

P Viola Frymann Scholarship Fund Amount:

P David Marcus Scholarship Fund Amount:

P Melicien Tettambel Scholarship Fund Amount: 

Tribute or memorial gift:    P In Honor of    P In Memory of

P Please send acknowledgement of my tribute or memorial gift to:

Name:

Address:  

P L E A S E  S U P P O R T  T H E  C R A N I A L  A C A D E M Y  F O U N D A T I O N

 CRANIAL ACADEMY FOUNDATION 2019  REPORT

The Cranial Academy Foundation gratefully accepts your generous donation and 
we say thank you for your support of the fine care provided by practitioners of 
Osteopathy in the Cranial Field.

Mail your donation to: 
The Cranial Academy Foundation, 3535 E. 96th Street, #101, Indianapolis, IN 46240
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REGULAR MEMBERS*

Elisa Mercuro, DO, Windham, NH

April S. Vukelic ,DO, Pittsburgh, PA

Ekohol Wooden, DO, Glendale, AZ

REINSTATEMENT MEMBERS*

Jeffrey R. Greenfield, DO

Randolph Miller, DDS, Campbell, CA

STUDENT MEMBERS*

Samuel Abplanalp, AZCOM 2022

Shannon Achille, AZCOM 2022

Taylor Anderson, AZCOM 2022

Daron Atkin, AZCOM 2022

Timothy Bailes, AZCOM 2022

Timothy Bailes, AZCOM 2022

Samuel Cheong, AZCOM 2022

Alexander Christensen, AZCOM 2022

Jayme Cox, KCOM 2022

Nathaniel Fitch, AZCOM 2020

Emily Fourt, AZCOM 2022

Mitch Garey, AZCOM 2022

Irena Grauzinis, AZCOM 2022

Evan Greenhall, AZCOM 2021

Talan Gunnell, AZCOM 2022

Alexander Hall, KCOM 2022

Alisha Harrington, COMP-NW 2022   

Bradey Klienstuber, AZCOM 2022

Sarah Lawson, AZCOM 2022

Lucas Lloyd, AZCOM 2020

Rylee McGuire, AZCOM 2022

Christina Merenda, AZCOM 2020

Hidham Mohamed, AZCOM 2022

Thomas Morello, WUHS 2021

Kaori Morimoto, COMP-NW 2020

Evan Nelson, KCOM 2022

Elenie Philippas, WUHS 2020

Eduard Rasputkov, COMP-NW 2020

Kendel Ridgeway, AZCOM 2023

Robert Ring, KCOM 2022

Bryan Roberts, KCOM 2022

Louise B. Rousseau, COMP-NW 2020

Michael Salloum, AZCOM 2022

Kyle Sherwin, AZCOM 2022

Matthew Shumaker, AZCOM 2022

Morgan Smith, AZCOM 2022

David Smith, AZCOM 2022

Connor Swartz, AZCOM 2022

Duncan Williams, AZCOM 2022

Vesta Yazdani, WUHS 2020

*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.

July 16, 2019 – October 30, 2019

William Andersen, Jr., DO 
September	5,	2019

Susan F. Goldstein, DO 
January	2,	2019

 Applications for Membership

 In Memoriam
Nominations Requested
The Cranial Academy is seeking nominations for the following:

Board of Directors:   
Nominees are requested for two open director positions, for  
terms of three years.

Exceptional Service Award:  
This award recognizes outstanding contributions in research 
teaching, practice or special service to the Osteopathic Cranial 
Academy.

Please send nominee’s name and contact information along  
with a summary of qualifications by January 15, 2020, to  
Jenny Southworth at jsouthworth@cranialacademy.org.



Patrick Lobert performs the part of Dr. A.T. Still. (Image courtesy of A.T. Still 
University of Health Sciences)
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Audiences can now hear the story of osteopathic medicine told 
through the eyes of Dr. A.T. Still in the play “A.T. Still: America’s 
Healthcare Disruptor.” The play premiered in November in 
Kirskville, Missouri, home of A.T. Still University.

Patrick Lobert, PhD, a retired theater and French professor  
at nearby Truman State University in Kirksville, wrote the play 
and performs the part of Dr. Still. He presents a monologue in 
the style of Hal Holbrook’s “Mark Twain,” a fellow Missourian.

The idea for the show on Dr. Still originated with A.T. Still 
University leadership looking for ways to share the story  
of Dr. Still and osteopathic medicine. 

After learning of the university’s interest in the project, Lobert 
read Dr. Still’s autobiography and a memoir by his grandson.

“I began to discover a side to Dr. A.T. Still that piqued my interest 
as a theater historian,” Lobert told the Kirksville	Daily	Express. 
“I came to see him as a theatrical storyteller. A character then 
began to emerge in my mind.” The A.T. Still Museum in Kirksville 
assisted Lobert with research material in creating the script. 

The play consists of five short 
stories, each prefaced with a 
video segment. Lobert said, 
“The audience will hear about  
some of Dr. Still’s early days 
developing osteopathy, his 
life as a Civil War abolitionist, 
and his early success in 
Kirksville that took him all 
"the way to the celebration  
of Osteopathy Day at the  
1904 St. Louis World’s Fair.”

New One-Man Play Tells Story of Dr. A.T. Still



CC: Vertigo and dizziness x 10 months, in otherwise good 
health. 

HPI: “Susan” is a 69-year-old woman who experienced 
onset of “vertigo and dizziness” 10 months prior to 
presentation to private OMM clinic. Symptoms started after 
falling and hitting her head (“right back of head and left 
forehead”) after feeling dizzy when getting up in the middle 
of the night. She experienced a brief loss of consciousness 
as a result of the injury but doesn’t know exactly how long. 
She was diagnosed by her primary care physician with BPPV 
(benign paroxysmal positional vertigo) on the assumption 
that the fall was a result of an initial episode of vertigo; the 
“spinning” feeling improved about 50% after three weeks of 
vestibular exercise therapy and Epley maneuvers. Residual 
symptoms were then diagnosed as unilateral vestibular 
imbalance (side not noted by neurologist). 

However, vertigo significantly worsened again after a 
sinus infection two months later with eustachian tube 
blockage, now more of a “feeling of seasickness” rather 
than “spinning.” Vertigo was worse with vertical movement 
of gaze and also with vertical movement of head to 
look up and down. In addition to nausea, she had some 
lightheadedness and dizziness. Symptoms were significantly 
better on rising each morning, increased with cumulative 
effect of daily activities, and were worsened by eye strain 
such as working at the computer. She also was “gripping” 
neck and shoulder muscles to prevent symptoms from head 
movement, resulting in headaches that started in the right 
temporal area. Amitriptyline did not help with nausea and 
significantly increased lightheadedness; nausea worsened on 

meclizine. Multiple PT repositioning maneuvers for otoliths 
had no effect. In eight months after the sinus infection, she 
had no improvement in vertigo symptoms, and additionally 
she was experiencing increasing disturbance in sleep. 

Testing: Brain MRI two months after mTBI was reported 
as “normal.” Hearing test showed with minor loss of low 
frequency on right and was interpreted by neurologist as 
normal. Videonystagmography (VNG) showed a subclinical 
left unilateral deficit (“largely normal” per neurologist).  
MRI of cervical spine showed only mild degenerative 
changes consistent with age. 

Past Medical History: Hyperlipidemia, coronary artery 
disease, hypertension, hypothyroidism, osteopenia, 
occasional migraines (improved after PT for scoliosis),  
gastric ulcer (2012) with anemia; scoliosis, right hip pain.

Allergies: No known drug or environmental allergies.

Social History: Married, no children. Retired to Pacific 
Coast after an executive career in the Washington, D.C. 
area. Follows all recommended guidelines for preventative 
and screening care. Denies any tobacco, caffeine. Avg 1 glass 
wine per day. 2-3 diet sodas (decaffeinated) per week PRN 
nausea. Walks 3-4 miles/day since onset of vertigo, down 
from 5 miles/day. Stretching and exercises prescribed by 
physical therapy.

Prescription Medications: Rosuvastatin 40mg/day, Zetia 
10 mg/day, Amlodipine 5 mg/day, Benazepril 20 mg/day, 
HCTZ 12.5 mg/day, Armour thyroid 60 mg/day, Fosamax 70 
mg/week. Tizanadine 4mg PRN muscle spasms, Diazepam 
5 mg PRN muscle spasms, diclofenac 50mg PRN pain, 

Case Study:  
Vertigo and Post-Concussion Syndrome
Osteopathic treatments help patient achieve over  
90% improvement in symptoms
By Annette E. Hulse, DO

Editor’s Note: Dr. Hulse submitted this case report as part of her application for Proficiency in Osteopathy in the Cranial Field  
which was granted to her in 2019.

 SCIENTIFIC SECTION

Annette Hulse, DO, is an osteopathic physician in Santa Cruz, Calif. She is 2019-2021 president of the  
Osteopathic Cranial Academy.3
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Misoprostol to take with NSAIDS for stomach protection, 
Valacyclovir 1g BID PRN cold sores, Belsomra 10mg PRN 
insomnia (rare), Triazolam 0.125 mg PRN insomnia (rare).

OTC Medications: Aspirin 81 mg/day, Advil PRN pain 
(limited secondary to history of gastric ulcer), Flonase, 
Benadryl, Claritin, Unisom PRN insomnia, Zzzquil PRN 
insomnia.

Vitamins & Supplements: MVI, Vitamin C, Vit D3, 
Ubiquinol, Omega 3, Glucosamine chondroitin.

Trauma History: No memorable traumas other than the 
precipitating event. No history of orthodontia or significant 
dental work.

Birth History: First of three children, born 36 weeks 
gestation with no known pregnancy or delivery 
complications and no colic or fussiness as an infant.

Family History: Father died age 65, MI; mother died age  
89 after multiple strokes. 

Review of Systems
HEENT: Positive for tinnitus, nasal congestion, headaches, 
neck tension/stiffness; no migraines, blurry vision, or double 
vision. 

CV/Respiratory: No shortness of breath, cough or 
wheezing; no palpitations, no chest pain. 

GI/GU: Positive for belching and flatulence; no heartburn, 
nausea, vomiting; no constipation, diarrhea, hemorrhoids 
or bloody stool; no change in appetite, no bloating or 
abdominal pain. No urinary hesitancy or urgency, no 
frequent urination, no burning with urination. No hot 
flashes. 

Neuro: Positive for muscle spasms in cervical/thoracic 
spine, headaches. No numbness, tingling, weakness, tremor. 
No memory or cognitive loss.

Psychological: Stressors from personal health are 
interfering with enjoyment of life and changing dynamics in 
relationship as husband needs to do more household tasks. 
Also increased sleep disturbances and anxiety, frustration 
with lack of improvements despite pursuing all available 
treatments.

Physical Exam
General: Slender female, well nourished, appears younger 
than stated age, cooperative and in no acute distress.

HEENT: Normocephalic, atraumatic; neck supple, no 
thyromegaly or lymphadenopathy. Patient avoids upward/
downward gaze in ordinary movements (e.g., maintains 
straight gaze ahead with no head movement when reaching 
for things on floor). No nystagmus noted. 

Chest: Heart regular rate and rhythm, lungs clear. 

Abdomen: Soft, non-tender, non-distended, positive  
bowel sounds.

Extremities: No clubbing, cyanosis or edema.

Neurological: Alert and oriented x 3, cranial nerves II-XII 
grossly intact, motor 5/5 in all four extremities, sensation 
intact.

Musculoskeletal: Gait balanced and easy, full range of 
motion in all extremities.

Osteopathic Structural Exam
Sacrum: Mild intraosseous compression, sacral torsion  
right on right axis, PRM present but diminished. Dural 
tension superiorly. 

Pelvis: R innominate rotated posteriorly, R ASIS superior,  
R + ASIS compression, R femur compressed into and 
superior in acetabulum, rotated internally.

C/T/L Spine: L5 rotated SrRl. Scoliotic S-curve with L apex 
at L2 and R apex at T7. Mildly increased kyphotic curve 
in mid-thorax. Paraspinal tension bilaterally. C/T junction 
restricted in all motions. C2 RlSr.

Cranium: SBS with mild right lateral strain and mild 
superior vertical strain. Shear through sphenoid body 
with right side posterior/left side anterior force vector. 
Right pterion compressed with medial directionality. Right 
temporal internally rotated and restricted, dural tension 
along the petrous portion, greatest at the anterior portion  
of the petrous ridge. Bilateral occipital mastoid compression. 
Reduced fluctuation in fourth ventricle. Congestion at 
confluence of sinuses and bilaterally in transverse sinuses. 
Occipital condyles compressed medially.

Assessment
1.   Vertigo. H81.10. Previous medical workup had assumed 

that initial onset was the episode that resulted in the 
fall with mild traumatic brain injury (mTBI); however, 
this occurred on awakening in the middle of the night, 
so the patient cannot give precise outline of symptoms. 
Regardless, at this point in time, vertigo appears to  
be a component of post-concussion sequelae and  
will be addressed as such.

2.  Post-concussion syndrome (PCS). F07.81. It was 
apparent from the osteopathic findings that a large part 
of her symptoms are either a direct result of, or worsened 
by, her mTBI. Dizziness (lightheadedness and/or true 
vertigo), headaches and sleep disturbances all occur 
in over 50% of PCS patients, and she has all of these 
complaints with history of a head trauma.

continued
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3.   Right hip pain. M25.551. Patient will continue to go to 
physical therapy for right hip pain.

4.   Somatic dysfunction of cranium, cervical, thoracic, 
lumbar, pelvis, sacrum, lower extremities, ribs. M99.00, 
M99.01, M99.02, M99.03, M99.04, M99.05, M99.06, 
M99.08. 

Course of Treatment
Initial treatment was focused on balancing the right 
temporal and reducing the compression around pterion, as 
that seemed to be at the heart of her vertiginous symptoms, 
both by physiologic reasoning and because of significant 
osteopathic findings in the right temporal/pterion area. 
Intraosseous sacral compression, sacral torsion and her 
scoliotic curves added some dural tensions along the 
core link, but were not a limiting factor in her primary 
respiratory function or her symptoms; these areas were 
treated with BLT to a level that provided enough room  
for full PRM expression. SBS and sphenoid restrictions  
were judged to be at a deeper level that would need to  
be addressed over time so as not to decompensate the 
patient. The temporal bone and attached dura were 
addressed with BMT, using directed fluid wave to facilitate 
the opening of internal sutural restrictions. CV-4 was used  
to re-integrate and ensure unity of function of the CNS.

Follow-Up Visits 2-12: After initial treatment, patient 
could not return for almost two months. At that point,  
she reported that she had felt better for several days then 
slowly regressed. She continued to slowly improve over 
the next six visits, each approximately two weeks apart, 
reporting fewer “bad days,” reduction in reaction to  
triggers, and quicker recovery. During this time, treatment 
of bilateral temporals, SBS and intraosseous sphenoid strain, 
and occipital compression into the fourth ventricle was 
continued using BMT at the bony, dural and fluid levels,  
but with emphasis on sutural restrictions. Decompression  
of the sacrum was addressed as needed to provide for  
PRM expression. Significant attention was spent to achieve 
unified balance with smooth PRM fluctuation at the end  
of each visit, given her vestibular fragility. 

At visit 7, she reported two weeks of no “bad days,” but  
at visit 8 had suffered a significant setback after her physical 
therapist did myofascial release on her head and neck.  
I observed at that time that her PRM, particularly in 
the right temporal area, was severely disorganized. This 
appeared to be from the sphenoid starting to unwind its 
intraosseous strains, which was then decompensated by 
the untrained MFR. By visit 10, headaches were “moving 
around” instead of being concentrated at the right temporal 
area, now more often occipital; and dural strains were 
becoming more evident as the sutural restrictions were 
lessened. At visit 11, the SBS strains and the sphenoid 
intraosseous strains completed their release after employing 
a four-fingered sphenoid lift to mechanically decompress 
the SBS. She subsequently reported improved ability to 

move her eyes (e.g., work at a computer) and the nauseous 
component of her vertigo resolved. In addition, she was able 
to resume some cooking activities at home.

Follow-Up Visits 13-24: Whereas visits 2-12 were 
focused on sutural restrictions, the next several treatments 
focused on dysfunctions at the dural and parenchymal 
levels. Headaches were still “moving around” but primarily 
centered in the left occipital area. Venous drainage 
techniques were applied to free up congestion in transverse 
sinuses, sigmoid sinus, and (less frequently) straight sinus. 
Dural tensions were not uniform; for example, on some 
visits the lower dural layer of the tent was significantly 
tighter than the upper layer. On another visit, the 
attachment of the right tentorium onto the petrous portion 
felt as if it was puckered. More attention was paid to dural 
strains coming from below in the spine and sacrum, and 
treatment of those areas. At visit 22, a torsion became 
apparent in the parenchymal tissue of the right cerebellar 
tonsil (rotated anterior-medially around the stalk), which 
was treated in the fluid field to release, resulting in another 
improvement of balance-related symptoms.

After one year of treatment, the patient states that she is 90-
95% improved over her initial presentation. On questioning 
by her neurologist if this might be due to healing over time, 
her husband observed she had a step-function increase in 
functionality/decrease in disability within 1-3 days after 
each osteopathic treatment, and no such improvements 
when not receiving treatment.

Discussion
Post-concussion syndrome (PCS) refers to a common 
constellation of symptoms reported by patients after 
mild traumatic brain injury (mTBI). The most common 
complaints include headache, dizziness, cognitive 
impairment, sleep disturbances and psychological symptoms. 
Standard-of-care management is generally directed 
at symptoms and may include, migraine prophylactic 
medications, analgesics, psychological counseling and/or 
psychiatric medications.1 

Recent developments in professional sports and military 
veterans’ care have focused attention on the long-term 
sequelae of mild traumatic brain injuries, and patients’ 
complaints are being taken more seriously by the medical 
establishment. Nonetheless, standard references still allude 
to strong psychological components2 in patients with post-
concussion symptoms, in part because symptoms are vague 
and non-specific, and no “objective test”—either blood 
biomarker or imaging test—has been found to create a 
benchmark for diagnosis. 

Ellis, et al. have proposed a classification system of post-
concussion disorders (PCD) that distinguish between 
physiological, vestibulo-ocular and cervicogenic as 
underlying causes of symptoms. 

SCIENTIFIC SECTION  continued   3  Vertigo…
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This taxonomy is outlined below. 

3  Physiologic PCD is characterized by symptoms caused 
by continued alterations in global cerebral metabolism, 
including ion transport regulation, cell membrane 
permeability, neurotransmitter release and cerebral  
blood flow. These patients will have improved symptoms 
at rest, and exacerbation of symptoms during cognitive 
activity and/or physical exercise. 

3  Vestibulo-ocular PCD results from injury to one or 
more components of the highly complex integration of 
the vestibular, oculomotor and somatosensory systems, 
which combine to regulate gait, maintain balance and 
postural control, as well as coordinate eye movements. 
This system consists of sensory organs (e.g., semicircular 
canals, otoliths, retina, joint mechanoreceptors), which 
project to and integrate within the CNS.

3  Cervicogenic PCD comes about from injury to  
the proprioceptive mechanoreceptors in the cervical 
spine and disruption of cervical afferent signals to the 
cerebellum, thalamus, vestibular nuclei and superior 
colliculi. This disruption can cause dizziness, gait 
instability, lightheadedness and visual disturbances, 
somewhat similar to symptoms from vestibulo-ocular 
PCD, but from dysfunctions of distal structures.3

This categorization creates a powerful system to understand 
the wide heterogeneity in post-concussive symptoms and tie 
the symptoms to specific subsets of physiologic injury. It also 
provides us with a useful classification system that we can 
easily augment with osteopathic considerations. 

The obvious osteopathic point missing from the definition  
of physiologic PCD is fluctuation of cerebrospinal fluid (CSF) 
as well as cerebral blood flow as a metric of physiologic 
dysfunction. Perhaps even more importantly, changes in 
cell membrane permeability and ion transport regulation 
from axonal damage are—at the most fundamental level—
disruptions to the primary respiratory function of the cells, 
which we can perceive and help promote self-healing. 

In an osteopathic framework, we would add consideration 
of sutural and dural derangements in the definition of 
vestibulo-ocular PCD. Vertigo is a symptom, not a diagnosis. 
It arises because of asymmetry in the vestibular system due 
to damage to or dysfunction of the labyrinth, vestibular 
nerve, or central vestibular structures in the brainstem.4  
This leads us directly to an osteopathic consideration of  
how those structures are dysfunctioning. The temporal  
bone and tent attachments on the petrous ridge are  
likely to be involved in any dysfunction of otoliths and 
the semicircular canals, from obvious sutural restrictions 
in temporal bone movement to tiny tension changes in 
the tent covering over the endolymphatic duct (thereby 
influencing pressures in the perilymph around the 
semicircular canals). In addition, the sphenoidal influences 
on the optic nerve and extraocular muscles could clearly be 
implicated on the ocular side of vestibulo-ocular symptoms. 

Finally, cervicogenic PCD reminds us to consider the body’s 
unified wholeness. “Balance,” seemingly a simple concept, 
involves propioception from the entire body combined with 
neurological input from the vestibular and ocular systems, 
and coordinated all through the cerebellum. And certainly, 
the core link with its dural influences from the sacrum and 
up through the entire spine—in particular the strong dural 
attachment at C2—is a significant piece of this. 

Diagnosis and management of post-concussion symptoms 
are an ongoing challenge in medicine, and few—if any—
effective treatments exist. As shown in the case study 
above, osteopathy in the cranial field can fill this treatment 
void, as well as inform and enhance our knowledge of the 
underlying pathophysiologic processes.
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Musculoskeletal strains on the newborn during delivery can 
cause problems throughout life. Recognizing and treating these 
dysfunctions in the immediate postpartum period is one of the  
most important phases of preventive medicine.

The newborn skull is designed to provide maximum 
accommodation to the forces of labor and minimum trauma 
to the developing brain. However, injury to the head during 
birth is more common than many people realize.

In a study of 1,250 newborns I conducted a few years ago, 
it could be demonstrated that severe visible trauma was 
inflicted on the head—either before or during labor—in 
10 percent of the infants. Membranous articular strains, 
which could be detected by the physician proficient in the 
diagnostic techniques of osteopathy in the cranial field,  
were present in another 78 percent. Thus, nearly nine of 
every 10 infants in the study had been affected.1

How important are these membranous articular strains to 
the physician? I have found that common problems of the 
neonatal period—such as difficulty in sucking, vomiting, 
nervous tension and irregular respiration—are frequently 
overcome just as soon as these strains are corrected. Similar 
strains are encountered in school children who have 
learning and behavior problems.

In a study of 100 children between the ages of five and 
14 who were having learning or behavioral difficulties, it 
was found that 79 had been born after a long or difficult 
labor and had one or more of the common symptoms of 
the neonatal period. Also, it is my impression that many 
cases of childhood allergy can be traced to musculoskeletal 
strains originating at the time of birth.2 And vertebral 
scoliosis occurring in childhood and adolescence is, in 
many instances, the consequence of cranial scoliosis 

originating during birth.3 Thus, recognition and treatment of 
dysfunction of the craniosacral mechanism in the immediate 
postnatal period represent one of the most, if not the most, 
important phases of preventive medicine in the practice of 
osteopathic medicine.

To gain a clearer understanding of the origin and nature 
of these membranous articular strains, it will be helpful to 
review the anatomic features of the newborn skull and to 
note how they are affected by the forces of labor.

The Forces of Labor
As was mentioned above, the newborn skull is designed  
to provide maximum accommodation to the forces of 
labor, minimum trauma to the infant's brain, and complete 
restoration to free mobility of all its parts once the stress  
of labor is over.

Just before birth, the infant in utero is positioned for 
delivery by presenting the smallest diameter of his head 
to the largest diameter of the mother's pelvis; this is the 
position of full fetal flexion. As contractions continue, 
the infant is conducted by the inclination of the maternal 
pelvic floor into the midline for delivery around the pubic 
symphysis by a process of extension of the head.

This descent in full flexion, progressing to birth by extension 
of the head, is of profound significance to the initiation of 
pulmonary respiration. The respiratory activity associated 
with the vigorous vocal activity of the newborn serves to 
expand the cranial mechanism and restore the bones and 
membranes to their anatomic relationships (permitting their 
free physiologic motion). Healthy sequential development  
of the central nervous system within can then continue.

The Trauma of Birth
By: Viola M. Frymann, DO, FAAO, FCA

 SCIENTIFIC SECTION

Viola M. Frymann, DO, FAAO, FCA, (1921-2016) a renowned clinician, educator, researcher and steward of  
the osteopathic profession. Specializing in caring for children, she founded the Osteopathic Center for Children 
and Osteopathy’s Promise to Children of San Diego, Calif. She was instrumental in establishing the College of 
Osteopathic Medicine of the Pacific in 1975 at Western University of Health Sciences.

Special thanks to Osteopathy’s Promise to Children for providing still image of Dr. Viola M. Frymann.

3

As part of our preview of the 2020 OCA Annual Conference, this Cranial Letter features the following 
article authored by Viola Frymann, DO, FAAO, FCA, who taught that birth trauma was a major cause 
of cranial and general musculoskeletal misalignment. Originally published in Osteopathic Annals in 
1976, this article describes the biomechanics of birth trauma.
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These ideal circumstances, however, seldom occur in our 
modern, civilized world. Owing to such factor's as poor 
nutrition of the mother, structural inadequacies before and 
during pregnancy, drug abuse, inadequate preparations 
for labor and, sometimes, the mechanical or artificial 
acceleration of labor by an impatient obstetrician, only  
a relatively few infants are born without undue strain or 
cranial trauma. 

Instead, structural inadequacies of the maternal pelvis may 
cause the fetus to assume a degree of extension (and lateral 
cervical flexion) greater than the ideal; the result will be 
a presentation of a portion of the head greater than the 
minimum occipitobregmatic diameter. This can range from a 
moderate extension to posterior occiput, to transverse arrest, 
to brow presentation, or even to a complete extension in 
which the face itself presents—a position in which vaginal 
delivery is impossible. In such a circumstance, Cesarean 
section will be necessary if the baby is to survive. But the 
compressive forces will have already traumatized the head 
as the uterine contractions force it progressively towards the 
birth canal. Prominence of the base of an anterior maternal 
sacrum may obstruct descent of the head on one side, and 
such asynclitism can distort the cranial mechanism. The 
presence of large twins, both striving to present the head 
at the same time, may cause cranial stress to one or both 
even before active labor begins. These are only a few of the 
mechanical insults that may occur before birth. 

So much for the passage of the infant into the birth canal. 
Now let us consider the structure of the infant skull itself  
at the time of birth. 

Anatomy of the Newborn Skull
The vault of the newborn skull is a membranous structure. 
Plates of bone are enveloped in two layers of membrane, 
which are in apposition at the anterior and posterior 
fontanelles and sometimes at the pterion and asterion. 
These plates of membranous bone are designed to telescope 
into each other as the skull passes through the birth canal—
the parietals overriding the frontal at the coronal suture, 
and the occiput at the lambdoid suture. The degree of this 
overriding is controlled and limited by the investing dural 
membranes.

The bones of the base develop from the cartilaginous 
chondrocranium. At birth, development is still incomplete.4 
The occipital bone is in four parts, united by intraosseous 
articular cartilage. The sphenoid is in three parts, the 
temporal in two, the maxilla in two, and the frontal 
frequently in two.

The cranial suture is designed for a very small but vital 
degree of motion.5 How much greater is the potential 
motion of the bones of the developing newborn skull! At 
this time each part of each of these bones functions virtually 
as a separate bone, moving in relation to its other parts.

Let us consider the occiput. It is most commonly the 
presenting part, and therefore the part that may take the 
brunt of the trauma of labor. The four developmental 
parts surround the foramen magnum. The base articulates 
anteriorly with the base of the sphenoid. Posterolaterally,  
it articulates with the lateral masses. The hypoglossal nerve, 
which innervates the muscles of the tongue, passes out of 
the skull between the base and the lateral mass, through 
the intraosseous cartilage in the space that will become the 
condylar canal. The occipital condyle, which articulates with 
the atlas, spans the intraosseous cartilage; its anteromedial 
third is found on the base, the posterolateral two-thirds on 
the lateral mass.

Immediately anterolateral to this condylar area is the 
jugular foramen, a space between the condylar part of 
the occiput and the petrous portion of the temporal. This 
foramen gives passage not only to the jugular vein but also 
to cranial nerves IX, X and XI (glossopharyngeus, vagus 
and accessorius, respectively). The vagus nerve provides 
innervation to the gastrointestinal and cardiorespiratory 
systems. 

The supraocciput formed in cartilage fuses with the 
membranous interparietal bone to form the occipital 
squama. Compression transmitted through the squama to 
the condylarpart on one side may disturb the function of the 
vagus and/or hypoglossal nerve, causing vomiting, irregular 
respiration and difficulty in sucking. If this compression is 
transmitted further to the base, the relationship of the base 
of the occiput to the base of the sphenoid may be distorted, 
causing a lateral strain of the sphenobasilar articulation and 
a parallelogram deformity of the cranium6 (Figure 1).

 LATERAL STRAIN OF THE  
SPHENOBASILAR ARTICULATION  (FIGURE 1)

Viewed from above, the sphenobasilar symphysis has been strained 
(displaced), with the basisphenoid moving to one side and the 
basiocciput to the other. Both bones side-bend about parallel vertical 
axes in the same direction. The lesion is named from the position of 
the basisphenoid: lateral strain with the sphenoid to the right, etc. 
(From Magoun, H. I. Osteopathy in the Cranial Field, Second Edition. 
Kirksville, Mo.: Journal Printing Company, 1966.)

continued
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Bilateral condylar compression may cause a buckling type 
of strain of the cranial base, producing a vertical strain 
between the occiput and the sphenoid at the sphenobasilar 
articulation. This may be associated not only with vagal 
dysfunction but also with symptoms of tension, spasticity, 
opisthotonic spasms, sleeplessness and excessive crying due 
to the irritation of the pyramidal tracts on the anterior and 
lateral aspects of the brain stem in the foramen magnum. 
This should be considered as a precursor of the spastic type 
of cerebral palsy.

The sphenoid bone is in three parts at birth; the central 
body bears the lesser wings, with the greater wings (from 
which the pterygoid process subtends) on either side. The 
greater wing-pterygoid unit articulates with the body by an 
intraosseous cartilage. This is situated immediately beneath 
the cavernous sinus, through which pass cranial nerves 
111, IV and VI, innervating the extraocular muscles and 
the ophthalmic division of V, which is sensory to the orbit, 
upper face and scalp. The body of the sphenoid articulates 
with the base of the occiput posteriorly and is therefore 
distorted by the lateral or vertical strains resulting from 
condylar compression. Anteriorly the body carries the lesser 
wings, which enter into the formation of the orbit. The 
orbit is approximately pyramidal in shape; the apex is at 
the optic foramen—that is, the root of the lesser wing at the 
body. Its anatomic integrity is dependent on the relationship 
of the greater wing to the lesser wing, which is in fact the 
relationship of the greater wing pterygoid unit to the body. 

In the event of a lateral strain at the base due to unilateral 
condylar compression of the occiput, the orbit will be 
distorted by rotation of the base of the sphenoid carrying the 
lesser wing anterior on one side and posterior on the other. 
In the parallelogram head due to lateral compression, the 
greater wing is compressed medially and carried forward on 
one side and posterior on the other. In either event, lateral 
muscle imbalance of the eyes is commonly found in varying 
degrees ranging from mild esophoria or exophoria to severe 
strabismus.

The temporal bone is in two parts at the time of birth—the 
petromastoid portion, developed in cartilage that projects 
obliquely between the occiput and the greater wing of 
the sphenoid to articulate at its apex with the body of 
the sphenoid, and the squamous portion, developed 
in membrane the forms the greater part of the lower 
lateral wall of the skull. The tympanic portion is not yet 
a bony canal but resembles a horseshoe adherent to the 
inferior posterior aspect of the squama. These two parts, 
the squamous and tympanic, unite just before birth. 
The petromastoid portion contains the auditory and the 
vestibular apparatus. The auditory apparatus consists of 
the bony eustachian tube emerging between the petrous 
and squamous portions, from which the cartilaginous tube 
extends to the fossa of Rosenmiiller. The eustachian tube 
is susceptible to distortion, which may impair hearing if 
lateral stress compresses the squamous portion. Laterally 

the eustachian tube opens into the middle ear, which, by 
the ossicular mechanism, transmits the auditory vibrations 
received from the tympanic membrane to the internal ear. 
The vestibular apparatus includes the semicircular canals, 
precisely related to each other and geometrically balanced 
with those of the opposite side. Distortion of the axis of  
the petrous portion may disturb this delicate mechanism  
of equilibrium.

The maxilla develops in two parts: the premaxilla, which 
will give origin to the incisor teeth and the body, which 
carries the canine and all the other upper teeth. Angulation 
between these two developmental parts of the maxilla gives 
rise to malalignment and malocclusion in later years.

Thus far our consideration has been directed to certain 
structural changes that may sometimes be visible and  
are always palpable following various difficulties of labor. 
Radiologic techniques have been developed to substantiate 
many of these palpatory observations and confirm their 
persistence in childhood problems.7

Examining The Newborn
The craniosacral mechanism of the newborn infant should 
be examined within the first few days of life. There is 
probably no field of osteopathic diagnosis where the 
injuction “if at first you don’t succeed, try, try again” applies 
more than in the examination of the newborn cranium. 
The mobility of the cranial mechanism is much greater at 
this age than it is in the adult skull, although the range of 
motion is of course much smaller. Dr. R. McFarlane Tilley 
used to speak of the amplification mechanism within the 
human hand and brain, which permits the perception of 
motion in the range of 0.0001 inch. It is this perceptive 
mechanism that must be developed in order to make a 
meaningful examination and to complete an adequate 
treatment program for these infants.

Furthermore, one must learn to palpate motion within 
motion, for these infants rarely lie absolutely still for an 
examination. One should first consider the contours and 
articulations by passing the hands gently over the surface. 
Look for asymmetry, bossing of the frontals or parietals, 
grooves above the eyebrows, overlapping of one bone on 
the other at the coronal or lambdoid suture, prominence 
and compression of the sagittal or metopic suture, and 
depression of the pterion. Let the occiput rest in the palm of 
the hand, and note unusual prominence of the interparietal 
occiput or hard flattening of the supraocciput. Study the 
relative size and position of the eyes and nostrils and the 
inclination of the mouth. Examination for inherent motility 
will be facilitated if the baby is nursing or sleeping. Here is  
a check list that may be helpful: 

SCIENTIFIC SECTION  continued   3  The Trauma of Birth…
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First Part of the Examination
1.  Place the hands gently on the vault, with the index 

fingers on the greater wing of the sphenoid and the 
little fingers on the lateral angles of the occiput. The 
other fingers lie comfortably between them. Is your 
first palpatory impression that your two hands are 
symmetrical?

2.  Are the index finger and the little finger of one hand 
cephalad or superior to those of the other, as in a 
torsion strain? If so, the sphenoid and occiput will 
have rotated around an anteroposterior axis in opposite 
directions, elevating the greater wing of the sphenoid  
on one side and the lateral angle of the occiput on the 
other (Figure 2).

3.  Are the index finger and little finger of one hand  
caudad or inferior to those of the other hand, with a 
sense of fullness in the palm of the inferior hand, as 
in a side-bending rotation strain? In this instance, 
the sphenoid and occiput have side-bent in opposite 
directions around parallel vertical axes and rotated 
inferiorly into the convexity thus created. 

4.  Is there a sensation that the index fingers on the greater 
wings are directed towards one side, while the little 
fingers on the occiput are carried to the other side?  
This is lateral strain (Figure 1). Owing to a lateral  
force, the sphenoid and the occiput have rotated in the 
same direction around parallel vertical axes, causing  
a shearing strain at the symphysis between them.

5.  Are the two index fingers on the greater wings forward 
and downward (caudad) as compared with the little 
fingers on the lateral angles? Conversely, the index 
fingers may be superior (cephalad). These are vertical 
strains (Figure 3). Both superior and inferior strains 
are shown in the diagrams (superior on the left). The 
sphenoid and the occiput have rotated in the same 
direction around parallel transverse axes, producing a 
vertical shearing strain at the sphenobasilar articulation. 

6.   Is there a sense of hardness and tension under your 
hands, resembling wood? This suggests a compression 
strain.

These palpatory observations of asymmetry are clues to 
the dysfunction of this mechanism: But it is the nature of 
the inherent cranial rhythmic impulse—its symmetry, rate, 
amplitude and constant pattern—that is important. If the 
inherent motion is distorted, impeded, limited, or retarded, 
there are certainly membranous strains that need attention. 
It is not possible to develop the necessary tactile skills in a 
few days or during a brief course of instruction.

But with assiduous application, the sensitivity will  
be developed, and you will be able to make these vital 
diagnoses at the age when they are most susceptible to 
correction.

continued

 TORSION STRAIN  (FIGURE 2)
VERTICAL STRAINS OF THE  

SPHENOBASILAR SYMPHYSIS  (FIGURE 3)

Torsion of the sphenobasilar symphysis occurs about an axis running 
from the nasion (anterosuperior) to opisthion (posteroinferior) 
at approximately right angles to the plane of the sphenobasilar 
symphysis. In bottom view, alefttorsionlesion is diagrammed, with 
the greater wing and basisphenoid high on the left side and the 
basiocciput and squama lower on that same side. (From Magoun, 
H. I. Osteopathy in the Cranial Field, Second Edition. Kirksville, Mo.: 
Journal Printing Company, 1966).

Viewed from the side, the sphenobasilar symphysis has been strained 
or displaced before ossification, with the basisphenoid moving 
cephalad (flexion) and the basiocciput moving caudad (extension), 
or vice versa. Both bones rotate about parallel transverse axes in the 
same direction. (From Magoun, H. I. Osteopathy in the Cranial Field, 
Second Edition. Kirksville, Mo.: Journal Printing Company, 1966).
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Second Part of the Examination
7.   With your index finger on the greater wing of the 

sphenoid and your little finger on the lateral angle of 
the occiput, be still and permit the mechanism to convey 
its movement through your fingers and hands. Is there 
rhythmic, symmetric expansion and contraction of 
external and internal rotation of the bilateral vault 
bones that accommodates the flexion and extension 
of the sphenoid and occiput? (This is transmitted to the 
index fingers as a rhythmic downward and forward and 
then upward and backward cyclic motion, while the 
little fingers also move downward and backward, then 
upward and forward.) Is the direction of motion that 
of the torsion, side-bending rotation, vertical or lateral 
strains?

8.   Cradle the occiput in the hands, and place the tip of the 
index fingers on the mastoid process of the temporal 
bone bilaterally. (While there is no bony mastoid process 
at birth, the attachment of the sternomastoid muscle 
provides the palpatory landmark.) Is the sensation that  
of symmetry, or does one fingertip seem posteromedial  
to the other? If the tip of the mastoid is posteromedial 
(i.e., less prominent) the temporal bone is externally 
rotated. If it is anterolateral (more prominent), the 
temporal bone is internally rotated. This asymmetry  
of the mastoid process is indicative of the position of 
the occiput, with the internally rotated temporal bone 
or the prominent mastoid process being associated with 
the elevated lateral angle of the occiput. Is one temporal 
bone more anterior than the other without the medial 
or lateral motion? This suggests a lateral strain of the 
sphenobasilar articulation that has carried the head into 
a parallelogram distortion. Again, be still, and observe 
the relative mobility of the two temporal bones.

9.   Steadying the head with the two fingers gently on the 
frontal bone, slip the other hand down and around the 
curve of the prominence of the occiput. Two fingers are 
usually adequate. Note the tension of the suboccipital 
muscles, and compare the two sides of the midline.  
Does one of the two palpating fingers come in contact 
with the arch of the atlas before the other? If it does,  
this is probably the side of condylar compression, for  
the occiput will have rotated anteriorly on this side.  
Be still, and observe the motility. Impaired motion on 
one side or both will suggest, respectively, unilateral  
or bilateral condylar compression. 

10.   By now the baby may have finished nursing and may 
even be asleep. Now change your position, and sit at 
the infant's right side, at the level of his lower limbs. 
Steady the pelvis with the left hand while placing two 
fingers of the right hand under the sacrum. Are the 
two sides of the body symmetrical? Does the sacrum 
project into the hand at the coccyx? Be still; observe 
the motion of the sacrum in relation to the ilia. Is the 
motion symmetrical, around a transverse axis? Or do 
you find a rotating motion superiorly on one side, 
around an anteroposterior axis?

11.   Place the hands under the lumbar spine, and note  
the presence of lateral flexion producing a concavity 
to one side. Relate this to lateral motion of the pelvis. 

The treatment of the craniosacral mechanism cannot 
be learned solely from the written word. The palpatory 
skills must be developed and evaluated with supervised 
experience. But the treatment, in summary, consists of 
finding the point of balanced membranous tension of 
the mechanism, holding it, and permitting the inherent 
therapeutic force within to normalize the body. 

“The osteopath reasons that order and health are 
inseparable,” said Dr. Andrew Taylor Still, “and that  
when order in all parts is found, disease cannot prevail.” 
And as Dr. W. G. Sutherland reminded his students, “As  
the twig is bent, so the tree is inclined.” Give attention 
to those little bent twigs, so that they may grow into 
handsome, healthy, happy generations for the future.
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 Course Director: Eric J. Dolgin, DO, FCA 
 Associate Director: Jose Camacho, DO 

Weekend with Paul Lee

April 2020, TBD

 Course Director: R. Paul Lee, DO, FAAO, FCA
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The Osteopathic Cranial Academy 
3535 E. 96th Street, Suite 101 
Indianapolis, IN 46240 

ADDRESS SERVICE REQUESTED

Orofacial Development:  
Merging Osteopathy in the Cranial Field  

and Functional Dentistry

 

Don’t miss the upcoming Orofacial Development course February 21-23, 2020, in Norfolk, Virginia.

This course is appropriate for DOs and MDs who want to expand their knowledge of craniofacial anatomy, function, and dysfunction 
processes, as well as refine their palpatory skills. It will introduce DOs and MDs to dental and orofacial issues, providing the knowledge 
and tools to put together an effective treatment of the patient as a whole. The faculty will share perspectives and insights on how they 
approach the process of treatment, including:  

 Anatomy, physiology and treatment of the jaw, hyoid, lower & middle face, and tongue

 How to evaluate TMJ and breathing issues (e.g., sleep apnea) in the context of craniofacial somatic dysfunctions

  Diagnosing & treating dysfunction resulting from dental trauma, including orthodontia

 How the embryologic development of the face influences function and restrictions

  Osteopathically friendly (and unfriendly) dental appliances and dentists

Sign up by January 15, 2020, to receive the early-bird discount! Prerequisite for this Intermediate course is one 40-hour Introductory 
Course in Osteopathy in the Cranial Field approved by the OCA.

For more information and registration: https://cranialacademy.org/events/cme/

“I’ve been working with the most osteopathic dentist I’ve ever known for the past 25 years and my  
aim is to distill much of this experience into the OCAs Orofacial Development course. I designed it from the  

ground up to begin to teach DOs the basics of working with dentists using functional appliances.”

– Eric Dolgin, DO, FCA

February 21-23, 2020 
Norfolk, Virginia 
Course Director: Eric J. Dolgin, DO, FCA


