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OSTEOPATHIC MEDICINE 
 
1.  What is Osteopathic Medicine?   Osteopathic Medicine is a branch of human medicine which 
was developed in the late 19th century in the United States.  It is a philosophy of health care 
applied as a distinctive art,  supported by expanding scientific knowledge.  Its philosophy 
embraces the concept of the unity of the living organism’s structure (anatomy) and function 
(physiology).  A frequently quoted saying of the founder of the profession, Andrew Taylor Still,  
is “To find health should be the object of the doctor.  Anyone can find disease.”  The term 
“Osteopathy”  was chosen by  Still, because “we start with the bones.”  He related that   osteo  
includes the idea of  “causation” as well as “bone, ” and pathos means “suffering.”  As Stefan 
Hagopian, DO states in an interview printed in Alternative Therapies, Nov/Dec 2001, Vol. 7 
No.6, pg. 85,  “The idea of  addressing the patient’s root cause of suffering was not only clear, it 
was a revelation.”   The Profession stands upon a triad of ideas that are what characterizes it as a 
distinct field of medicine:  The recognition of the primacy of a holistic perspective used to view 
the human body, the  patient being the focus of the doctor’s attention rather than the disease,  
and the application of this unique philosophy  in the  total context of patient care. 
 
2.  What is the Philosophical Basis of Osteopathic Medicine?      The philosophical vision of the 
profession is what makes it unique in American culture.  It is the cornerstone upon which the 
profession was founded and the guiding principle that has been used to maintain the profession 
as a separate branch of medicine.  A. T. Still never wrote a book on technique.  What he 
emphasized in all his writings and teaching was the unique philosophy with which a DO views 
the world and his or her patient.  The distinctive nature of Osteopathic care derives from the way 
an Osteopathic Physician thinks.  The basic tenants of Osteopathic Philosophy are: 

 A person is the product of a dynamic interaction between body, mind, and spirit. 

 An inherent property of this dynamic interaction is the capacity of the individual 
for the maintenance of health and recovery from disease. 

 Many forces, both intrinsic and extrinsic to the person can challenge this inherent 
capacity and contribute to the onset of illness. 

 The musculoskeletal system significantly influences the individual’s ability to 
restore this inherent capacity and therefore to resist disease processes. 
The principles that guide how a DO approaches care of the patient are as follows: 

 The patient is the focus for healthcare delivery. 

 The patient has the primary responsibility for his or her health. 

 The role of the physician is to facilitate the healing process within the patient.  

  The patient is treated in the context of the disease process they are experiencing. 
  

The philosophy of Osteopathy was the subject of the first book written about the profession 
by  A.T. Still.   Through many changes in science, technology, and society, the essential aspects of 
the philosophy have remained a constant.  Many of the advances in medicine and science have 
served to corroborate and elaborate on the mechanisms behind these basic principles.  What was 
unique about Osteopathy was not that the philosophy was based upon new ideas, but that they 
were actually applied in a systematic manner in the care of patients.  That is still true today. 

 
 
3.  How did this profession begin?   Osteopathy was founded by Andrew Taylor Still, M.D. in 
1892.    The name Osteopathy implies a search for the root cause of suffering,  with a focus on 
assisting the patient in healing.  A critical juncture in his life occurred when he lost two members 
of his family to meningitis. As he stood by, unable to help them as the disease took their lives, he 
resolved to change the course of how medicine was practiced.  He developed a platform upon 



which to build this new way of practicing medicine, with the key paradigm shift being a change 
from treating disease to treating the host and assisting its capacity to overcome disease.   The 
established medical profession largely rejected his ideas, which necessitated the declaration of a 
“new” profession to allow him to apply the principles he had come to believe were operative in 
caring for patients.   The first school, called The American School of Osteopathy was located in 
Kirksville, MO, where the Kirksville College of Osteopathic Medicine exists today.    
 
4.   What factors have influenced the growth of Osteopathy?  From its beginnings in Kirksville, 
MO to its present status with 19 colleges and approximately 49,000 practicing D.O.s in the United 
States, Osteopathic Medicine has largely been a profession defined by the forces influencing its 
development.  The struggle with regulatory agencies and  MD physicians to attain equal practice 
rights and licensure required the great majority of the professions’ resolve and resources for the 
first 70 years of  its existence.   The denial of privileges to practice in MD hospitals prompted the 
DOs to form their own hospitals, which were private community hospitals actually financed by 
the physicians themselves. The success of these hospitals facilitated the growth  of the profession.  
Denial of the right  to practice in the military during WW II led to rapid growth as well, because 
the DOs who stayed home took care of the people left without a doctor.   
 
Training emphasis has been practical, and taken place in community hospitals, rural areas, and 
just a few larger, tertiary care hospitals.  The majority of DO physicians practice in primary care 
specialties.   The first school of Osteopathic Medicine to be affiliated with a major university was 
the Michigan State University College of Osteopathic Medicine, founded in 1969.   This was a 
landmark event, because all previous schools had been private.   The trend of affiliation with 
Universities has continued in the newer schools, which has given the profession its first real 
opportunity to develop a culture of research and affiliation with teaching hospitals. 
 

Many of the schools use a consortium based educational model, utilizing several 
hospitals throughout the state to deliver clinical training.  This results in many of the graduates 
electing to practice in smaller communities and rural areas following the completion of their post 
graduate education.   
 

The success of the profession largely rests upon the fact that patients treated by D.O.s 
were satisfied with their care, returned and brought their family, friends, and neighbors with 
them.  This clinical emphasis has been the mainstay of the profession.  
 

 
 

5.  How does philosophy affect the care of the patient?  The patient is the focus of care.  Since 
1999, the  American Osteopathic Association (http://www.aoa-net.org/) has undertaken a large 
public relations campaign to increase public awareness of Osteopathic Medicine.  The themes 
emphasized are  1)  Osteopathic Physicians treat the patient, not just the disease, and 2)  
Osteopathic physicians provide a whole range of services, with an emphasis on primary care and 
preventive medicine.    In patient care, the principles translate into a doctor who is trained to 
listen to the patient, and attempts to understand the context in which the patient’s illness is 
occurring.   
 

6. Is there a difference in how a DO makes a diagnosis, compared to main-line medical 
practice?  Yes.  The Osteopathic physician sees disease and health as states that exist along a 
continuum for each person.  Disease, then, can be seen and felt as a loss of connection within the 
person from inherent intrapersonal and interpersonal inherent rhythms.  The diagnosis of the 
patient usually includes two components:  the aspect which relates to a disorder of a given tissue 
or organ, typically a medical diagnosis, such as GERD, and then the associated functional aspect 
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of that disorder, such as somatic dysfunction in the mid thoracic spine and rib cage.   The 
functional aspect gives one a sense of how ill the patient is, a quantitative measure of their well-
being, a context in which the GERD takes place. 

 
As for  the use of the hands in making a diagnosis, the D.O. looks for structural findings that 

correlate with the patient’s complaints, such as abnormal posture, loss of range of motion in a 
particular region, and altered patterns of movement that could suggest a functional component to 
the problem.  The DO listens to the patient’s body with his or her hands, taking a measure of the 
feel of the tissues.   Treatment is directed toward both components of the diagnosis.  In the GERD 
example, a medication may be prescribed to deal with the problem medically, and then 
Osteopathic Manipulative Medicine ( O.M.M.) can be applied to maximize the function of the 
thoracic spine and rib cage, facilitating the ability of the body to heal itself, enhancing the 
delivery of the medication to the affected area, and perhaps changing the underlying patterns 
that led to the development of the illness in the first place.   
 
7.  How does the more inclusive diagnostic paradigm translate into treatment?  The  issue of 
cause and effect is more directly addressed with Osteopathic philosophy.  Why did the patient 
develop this problem?  What are the underlying factors that need to be addressed in order to 
change this pattern and prevent the problem from recurring in the future?  Rather than just 
treating the effect with medication, the cause is sought.  Early Osteopathic writings implied a bias 
toward thinking that most disease began as an alteration in function within the musculoskeletal 
system.  This is no longer taught; rather one looks for associations between the structural and 
functional aspects of the disease process.  There is a similarity between Osteopathic thought and 
Traditional Chinese Medicine in the awareness of cause being a susceptibility of the host to 
outside influences, rather than the more western disease oriented model which focuses on a more 
external locus of control.  Thus, nutrition, lifestyle choices, body habitus, and patterns of behavior 
are considered as contributing factors in the development of an illness.  Changing these patterns 
can therefore alter the course of the illness toward health. 
 
 
8.  How is a D.O. different from an M.D.?   The paradigm used to train DO’s is an holistic model 
of health and disease.  The primary difference is in the way a DO thinks about illness and 
perceives the patient.  A D.O. tends to take factors such as lifestyle, nutrition, and the context in 
which the illness occurred into account when considering the problem a patient presents.  D.O.’s 
tend to be open minded about using a wider variety of treatment options to deal with a given 
problem, including the use of manual medicine.  This philosophical bias translates into the type 
of specialty D.O.s choose.  Compared to MDs, a higher percentage of D.O.s are primary care 
physicians (PCPs). 60% of all D.O.s are PCPs (general practice, family practice, internal medicine, 
pediatrics, and OB/GYN)  compared to 35% of all M.D.s.  The largest contingent of D.O.s are 
family physicians (46%).  D.O.s represent approximately 5% of all physicians in the United States,  
but constitute 20% of the general/family practitioners in the country (Josiah Macy, Jr. Foundation 
Study, Sirica, CM, ed:  Osteopathic Medicine:  past, present, and future, New York, 1996). 

  Secondly,  a basic curriculum in the use of Osteopathic Manipulative Diagnosis and 
Treatment is taught to all D.O.s in medical school.  Whether or not they use it in treatment, this 
training allows a D.O. to perform a more detailed examination of the neuromusculoskeletal 
system and appreciate the role it may play in the genesis and perpetuation of disease processes.  
It is an additional tool available to the Osteopathic Physician that allows him or her to both 
diagnose more accurately and treat more effectively a broad array of illnesses.  For instance, 
manual medicine can be used to enhance recovery from an illness such as an upper respiratory 
infection.  Using one’s hands to improve lymphatic drainage from the head and neck allows the 
patient’s inner resources (circulatory and immune system function) to be maximized.  



 The training of a D.O resembles M.D. training,  with the typical D.O. having a 4 
year bachelor degree, 4 years of medical school, a one year internship, and a residency in his or 
her chosen specialty of between 2 and 4 years, depending on the specialty.  D.O.’s are represented 
in virtually all medical specialties. Only 1% of D.O.’s specialize in Osteopathic Manipulative 
Medicine.  It is estimated that between 15-17% of D.O.’s use manipulative procedures in their 
practice.    Most D.O.’s that have some expertise in the field of manual medicine belong to the 
American Academy of Osteopathy (http://www.academyofosteopathy.org), a component 
professional society of the American Osteopathic Organization (AOA).    MDs can learn manual 
medicine diagnostic and treatment methods, and utilize them in their practices, as well.  The 
specialties most often containing MDs who choose to learn manual medicine procedures are 
Family Practice, PM & R, Anesthesiology (esp. Pain Management),  OB/GYN, and Pediatrics. 
 

 
9.  Is Osteopathy like Chiropractic?     Not in the United States.  Both professions began in the late 
1800s.  Both incorporated the use of manual procedures in treatment.  Both were influenced by 
Bone Setters from England and France.  However, several differences have existed from the 
beginning.  One major difference was that Chiropractic did not in the  beginning claim to be a 
complete school of medicine, while Osteopathy did.  The concepts of causation were also 
different.  The Chiropractic Model was neurologically oriented, relating cause of disease to the 
effect vertebral subluxations have on the nervous system.  The Osteopathic Lesion was originally 
described in terms of the loss of motion in a given region and its effect on the circulatory system.  
The way the “manipulable lesion” is perceived remains a significant difference.   Chiropractors 
use the term subluxation to describe the entity treated with manipulation, while Osteopaths use 
the term somatic dysfunction.  The language implies a different way of seeing the problem.  
Subluxation means an altered anatomical relationship between structures within a joint.   The 
common colloquialisms “My back went out” and “I have a rib out of place” suggest the need for 
someone to “fix” the patient by “putting them back into place.”  This is a subtle way of creating 
within a patient a sense of dependency.  If they feel unable to stay healthy by their own actions, 
they seek a “fix” from an external source, such as manipulation.  This is not the orientation of all 
chiropractors, but it is clearly the perception promoted most of the time by advertising and 
literature for public consumption.   
 

In contrast, the definition of somatic dysfunction is impaired or altered function of 
related components of the somatic (body framework) system,; skeletal, arthrodial, and myofascial 
structures, and their related vascular, lymphatic and neural elements.  The all-inclusive nature of 
the definition suggests an understanding of the interrelatedness of structure and function and 
places the  emphasis on function.   This definition implies the corrective measure used to treat it 
should restore function, allowing the patient to utilize his own set of internal self-regulatory 
mechanisms to stay well.   Thus the language itself suggests the difference in orientation, with 
Osteopathy relying on a more internal locus of control for the maintenance of health. 

The diagnosis of somatic dysfunction requires the doctor to observe and palpate the 
structure being examined throughout its range of motion.  Objective findings of asymmetry, 
altered range of motion, and tissue texture changes are necessary for the diagnosis to be made.  
One cannot make such a diagnosis based upon a static view on x-ray or physical examination.   

The most obvious difference between the professions is their scope of practice.  D.O.s 
have unlimited medical licenses in all 50 states, effectively giving them equality in terms of 
access, rights and responsibilities with M.D.s   Chiropractors have only recently sought to 
broaden their scope of practice, never claiming to be a total school of medicine.   

Chiropractic approaches to Spinal Manipulative Therapy (SMT) vary widely, and are 
discussed elsewhere in this text.  There are some similarities in these techniques between the two 
professions.  In medical and chiropractic literature, the term manipulation usually implies the 
quick high-velocity, low-amplitude thrust method of joint mobilization.  However, there are a 
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multitude of manual medicine procedures that do not use a thrusting type impulse; these are 
described later in this chapter.  DOs tend to use a broad spectrum of manual methods, not just 
the thrusting type, and all are included under the umbrella term “Osteopathic Manipulative 
Treatment,” or “OMT.” 

 
10.  How is Osteopathic Manipulative Medicine Used?    It is used within the context of total 
patient care.  It can be of value in diagnosis, treatment, and in assessing therapeutic response.   
An example of it’s use in diagnosis would be in the identification of a somatic component of 
visceral disease that might otherwise have been overlooked.  One area where this has been 
explored is the correlation of physical findings in the structural exam with coronary artery 
disease.  The most common structural findings associated with documented CAD were chronic 
tissue texture abnormalities and persistent somatic dysfunction at the T3 and T4 level on the left 
side in the paravertebral musculature just lateral to the spinous processes (Barnes).  The 
neuroanatomical rationale (Korr) for these associations is the convergence of visceral and somatic 
afferents within the spinal cord at that level (T3-4).    The tissue texture changes may be caused by 
an elevated sympathetic efferent output from that level of the cord in response to the increased 
visceral afferent input into the nervous system.   These “somatic markers” for visceral disease 
processes are part of the Osteopathic tradition, and represent an area that deserves further 
research and exploration.  

Assessing response to treatment is another useful application of OMM.  For example, in a 
patient with GERD, there are commonly musculoskeletal tissue texture abnormalities and motion 
restrictions in the mid thoracic spine at the T6, 7, and 8 levels,  and of course in the epigastric 
region.  Noting a lessening of these findings over the course of treatment with perhaps a 
medication targeting GERD would help to corroborate changes in the patient’s symptomatology.  
Conversely, if the physician is treating the affected areas with OMM  thinking the cause of 
symptoms is somatic and not getting a change in the findings over a few treatments, he or she 
would develop a high index of suspicion that another process is occurring in the patient and look 
again at the symptom complex, revisit a broader differential diagnosis,  and perhaps discover the 
previously unidentified GERD. 

 
Treatment using OMM can be curative for a number of disorders, helpful in management 

of several chronic conditions, and palliative in still others.  It is a tool that can be applied over a 
broad range of situations.  One of the most common applications is in the treatment of  back and 
neck pain particularly when related to mechanical restrictions and injuries.  For management of 
chronic disorders, one application is to maximize the function of the thoracic spine, rib cage, and 
diaphragm in patients with chronic obstructive pulmonary disease.  While the medications for 
this disorder are primarily designed to facilitate function of the gas exchange mechanism, OMM 
can be used in conjunction with pulmonary rehabilitation to facilitate function of the mechanical 
pump aspect of the problem.   
  

11. Can Osteopathic Manipulative Medicine be used as a palliative treatment? 
Yes.  It can be a powerful tool at end of life for pain management, comfort, and assisting the 
patient and family with the process of dying.  There are several forms of Manual Medicine that 
are extremely gentle, allowing one to use them even in patients with metastatic disease, 
osteoporosis, and end-stage pulmonary and cardiovascular disease. Osteopathic manipulative 
treatments given twice a week over the last few months of a person’s life can afford a great deal 
of relief from pain and allowed the patient to have more restful sleep.   

 
12. Do all Doctors of Osteopathic Medicine (D.O) use manipulative treatment in their 

practice?  No.  In a study of randomly selected Osteopathic physicians,1 Johnson et al. reported 
on use of OMM by osteopathic physicians.  Only 6% of 1055 respondents related they treated 
more than 50% of their patients with OMM, and nearly one third used OMT on less than 5% of 



their patients.  Two factors were cited as the most commonly used explanations for the lack of 
use:  1) barriers (time, financial) exist to its use, and 2) OMT protocol used.  Fry, et al2 reported 
from the results of a mailed survey that 71% of 100 practicing osteopathic physicians use  OMM 
with 5% or more of their patients, but only 14% used it on more than 50% of their patients. 

13. In which specialties is OMM most often used? 
The most common specialties within the profession that include Drs. who use 

manipulation are family practice, osteopathic manipulative medicine,  physical medicine and 
rehabilitation, sports medicine, internal medicine, and obstetrics and gynecology.  A few people 
in subspecialties occasionally use OMM, such as cardiology (for musculoskeletal chest wall pain),  
pulmonology (to enhance rib cage and diaphragmatic function),  surgery (to enhance post-
operative outcomes), and Emergency medicine (primarily for musculoskeletal complaints).  
Interestingly, in the U.S., orthopedic medicine is so strongly identified as a surgical specialty, that 
despite the frequent opportunities for the use of OMM in their practices, D.O. orthopedic 
physicians rarely employ OMM in their care of patients.   

  Another specialty where there is an enormous potential for the use of OMM is pediatrics. 
Again, very few pediatricians use manual medicine.  This may be due to the fact that the types of 
manual medicine most useful in the care of infants, children, and even adolescents are cranial, 
myofascial release, and functional.  These are more difficult to learn, require a higher level of skill 
to perform, and are seldom mastered by the typical D.O. primary care physician. 

 
 

 
 
14.  For what diagnoses has manual medicine been proven beneficial?    This is one of the 

most commonly asked questions about Osteopathic Manipulative Medicine.   From previous 
discussions about philosophy, it may be obvious that this question is not compatible with 
Osteopathic Philosophy.  Osteopaths treat people, not diseases.  The entity treated with 
manipulation is somatic dysfunction:  impaired or altered function of related components of the 
somatic system (somatic dysfunction, ICD-9 CM #739.1-9), not a specific disease.  When 
addressing the needs of a patient with asthma,  diabetes, or emphysema, the DO treats each one 
according to the findings with which they present, not with a cookbook recipe for the treatment 
of a given disorder.    

Osteopathic literature is not referenced by disease.  Review of the medical and chiropractic 
literature for controlled trials reveals the following problems can be improved upon by using 
manipulative approaches:  low back pain, headache (migraine, muscle tension, and cervicogenic 
are the most studied), neck pain, dizziness, carpal tunnel syndrome, pancreatitis, post-operative 
pain and pulmonary dysfunction,  gait in Parkinson’s patients, and pneumonia in elderly 
patients.  In infants, torticollis, GERD,  and colic have been found to improve with manual 
procedures. Several case studies have been published suggesting positive effects in sucking 
dysfunction in infants,  chest wall and rib pain following thoracic surgery, thoracic outlet 
syndrome, sciatica, spinal stenosis, traumatic brain injury, low back pain of pregnancy, postural 
imbalances, and several other conditions. 

  Osteopathic medicine originated with and still maintains a philosophy of treating the 
patient rather than the disease.   A large percentage of the literature has the following format:  the 
author will specify a region of the body or an organ system, review the anatomy and physiology, 
discuss findings and treatment approaches, and finish the paper with a handful of case studies to 
illustrate.  One has to look for discussions of treating the cervical spine, for instance, to see what 
D.O.’s had to say about the effect of manipulation on neck pain or headache.     

 
15.  What training do DOs receive in Manual Medicine?   
Osteopathic Manipulative Medicine (OMM) as taught in U.S. schools is evaluated at the 

National Level by the National Osteopathic Board of Medical Examiners 



(http://www.nbome.org).  This organization provides the testing for licensure of Osteopathic 
Physicians in the U.S.   All US trained DOs are expected to have a basic understanding of--and 
rudimentary skills in OMM at the time of their graduation from medical school.  There is some 
variation, but typically, DO medical students receive approximately 200 hours of formal 
education in OMM during their first two years.  Their exposure to it in 3rd and 4th years of 
medical school varies considerably; not all schools require a rotation in OMM specifically.  
Typically, students receive exposure and opportunities to apply OMM in their Osteopathic 
family practice, sports medicine, and PM & R rotations.  

Approximately 50% of D.O.’s receive their post graduate education in M.D. programs, which 
rarely include training in any type of manual medicine.   Many Osteopathic post graduate 
programs also lack training in OMM, particularly in specialties that do not typically incorporate 
manual medicine (surgical specialties, pathology, ophthalmology, etc).  Hence, there are many 
D.O.’s who have not learned OMM since their early years in medical school.  In a survey of 
osteopathic practitioners, Fry found that the primary predictor for the use of OMM was the 
doctor having learned a new OMM format since graduation from medical school.  This was 
followed by having an interest in OMM during their internship, often the last exposure a D.O. 
has to osteopathic manual medicine training before going into a residency. 

 
 16.  What is the process for certification and demonstration of expertise in OMM?  

Certification in Osteopathic Manipulative Medicine is overseen by the American Osteopathic 
Board of Neuromusculoskeletal Medicine.  The name of the board has recently been changed.  It 
was called the American Osteopathic Board of Special Proficiency in Osteopathic Manipulative 
Medicine until 2000.  The American Academy of Osteopathy (AAO) is the primary professional 
society within the American Osteopathic Association that includes members who devote a 
significant percentage of their time to the field of manipulative medicine. It can be found on the 
web at  http://www.aaa.medguide.net. and is located in Indianapolis, IN.  In the states of 
Pennsylvania and California, a rudimentary knowledge and ability to perform OMM is part of 
the licensing procedure.  Board Certification in Osteopathic Family Medicine also requires a basic 
practical exam be performed showing one’s ability to evaluate and treat a given problem using 
OMM methods.   

There are less than 500 D.O.’s in the U.S. Board Certified in Neuromusculoskeletal Medicine, 
and just a few more than 100 Fellows of the Academy (FAAO), the highest recognition that can be 
attained by a United States trained D.O. in the field of manipulative medicine.       

To find a D.O. who does manipulative medicine, one can contact the American Academy of 
Osteopathy in Indianapolis.  There are now many M.D.s and Physical Therapists who have taken 
Continuing Education in Manual Medicine Courses at either an AAO meeting, CME courses 
sponsored by the AAO, one of the 19 Colleges of Osteopathic Medicine, or a professional society 
meeting.  The American Academy of Physical Medicine and Rehabilitation, for example, now 
regularly holds manual medicine courses and workshops at its annual meeting.  Two other 
professional societies that sponsor regular courses or workshops in manual medicine are the 
American Back Society (ABS) and the American Association of Orthopaedic Medicine (AAOM). 

17.  What is treated with manual medicine?  The patient.  The manipulable lesion is somatic 
dysfunction, found on examination as a combination of three factors:  altered tissue texture,  
range of motion decreased from the norm, and asymmetry of form and function.  It can and 
usually is a component of an additional problem, such as osteoarthritis or emphysema.  
Treatment of the somatic dysfunction is done with the intention of improving the person’s 
capacity to recover from disease and achieve a greater measure of health. 

18.  How does manipulation affect disease processes?  It enhances the capacity of the host to 
respond to the disease process. 

19.  What are the models used to explain the application of Manual Medicine? 
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 Holism/Self-Regulating  This is the fundamental point of view the osteopathic 
physician uses to address the whole person, being aware of the context in which the illness 
occurs.  Stefan Hagopian explains it in this way:  “As doctors, if we can sense what a state of 
health would actually, physically feel like in a particular patient, we can work with that 
individual without interfering.  We work with relationships of structure and function, body to 
mind, parts to whole, past to present, individual to environment.  My goal is to be careful yet 
effective, to encourage the body, via its physics, into a remembrance and reinvention, today, of 
health.  How and where to treat will be dictated by the body’s own purposeful changes in the 
direction of its inherent perfect design.”  

 Neurologic   The primacy of the nervous system in the determination of  levels of 
function within the musculoskeletal system is becoming more obvious as study in areas such as 
acupuncture, Tai Chi, Yoga, and other psychophysical methods progresses.  A common 
metaphor used to explain how the Nervous System affects function is the computer.  The 
hardware of our Neuromusculoskeletal system are the bones, joints, muscles, connective tissues, 
nerves, and related support structures.  The software is our movement programming.  How we 
move is the factor that is changeable, far more plastic that was believed to be the case even ten 
years ago.  This can be influenced in many ways.  Manual medicine is a powerful tool for 
assisting the patient in creating more efficient and effective movement patterns that decrease 
energy expenditure, improve performance, and help the patient to avoid the vicious overload 
cycle common in overuse injuries.   Important contributions to understanding this model have 
been made by Janet Travell  and David Butler.  
 

 Postural/structural   This model derives from the understanding of the body in 
terms of the forces which act upon it, and utilizes the science of biomechanics to describe 
movement.  Manual Medicine relies upon this model to describe motion, both normal and 
abnormal.  All movement in the body can be described in terms of rotation about the three 
cardinal axes:  horizontal, vertical, and anteroposterior, combined with translation along the 
three cardinal planes:  coronal, sagittal, and horizontal.   The effect of gravity and the combined 
forces which impact our bodies are primary considerations in both diagnosis and treatment using 
OMM. 
 

 Circulatory/Respiratory  This was the original model used by Andrew Taylor 
Still to describe his rationale for using his hands in a therapeutic way in the care of patients.  A  
example is the patient with pneumonia.  Treatment directed at improving range and quality of 
motion in the thoracic spine, rib cage, and upper extremities in a person with pneumonia will 
assist that person in getting fresh nutrients, immune cells,  oxygen, and medication to the area of 
beleaguered tissues in the lung, and to assist with the removal of products of metabolism, 
damaged cells, and the offending organism from the site of infection.   This utilizes the principle 
of empowering the host to heal itself by enhancing normal physiologic processes. 

 Energy Expenditure  The musculoskeletal system is referred to in Osteopathic 
Medical Education as the Primary Machinery of Life, a term first coined by Irvin M. Korr, a 
physiologist who did much of the basic research on the neurophysiology of somatic dysfunction.  
The musculoskeletal system expends 65% of the body’s energy supply, which is why working to 
restore efficient, pain free motion of this system is one of the primary goals of manual medicine.  
An example here is the patient with well controlled Congestive Heart Failure that sprains her 
ankle.   Having to use crutches may put her into failure because that added energy expenditure 
exceeds her reserves.  Utilizing manual therapies to improve function off all related components 
of her ambulatory movement pattern as she recovers from the sprained ankle will allow her to go 
back to previous levels of function.    
 

 



20.  What are the mechanisms thought to be operative in manual medicine?  For the most 
part, there are theories, but research is needed to elucidate what actually happens with hands on 
therapies.   One fairly well understood mechanism is the post isometric relaxation phase of a 
muscle contraction.  Muscle Energy Technique utilizes this phenomenon to change the resting 
length of an hypertonic muscle.  Once the shortened muscle is identified, the patient is positioned 
in such a way as to control the muscle so that the patient contracts it and the operator applies an 
equal and opposite counterforce to prevent it from shortening.  This is referred to as an isometric 
contraction.  Shortly after the patient relaxes the muscle as completely as possible, the operator 
can stretch it to a new length.  This can be repeated several times to reset the resting tone of that 
muscle, allowing the joint to achieve an increase in its range of motion. 
 Technologies such as MRI, PET, EMG, and three dimensional CT coupled with functional 
measures commonly used in research will allow investigators to observe and document the 
effects of manual therapies in the years to come.  
 
21.  How is Osteopathy practiced in the United States compared to other countries?  Only DOs 
trained in the United States have the training that allows them to practice an unlimited scope of 
medicine and surgery.  This gives them the opportunity to offer their skills in the context of total 
patient care.  Osteopaths in other countries do not have the same training, and therefore have a 
practice limited to manual therapies.   
22.   How do you apply Osteopathic principles in pediatrics?    This is a particularly potent  area 
for the use of osteopathic techniques, because children are growing, and one has the opportunity 
to assist with maximizing their ability to adapt and develop.  A few of the common  problems for 
which children are seen for osteopathic manual treatment are plagicephaly (abnormally shaped 
head after delivery), torticollis, recurrent ear and sinus infections, frequent respiratory infections, 
and developmental delays.   The principles are the same as with adults, but children respond 
much more readily.  The methods most commonly used in children are cranial, functional, and 
muscle energy.   
 
23.   What are the risks of manipulation?   The most frequently cited severe complication of 
manipulation  is vertebral artery syndrome (DiFabio, Haldeman).  The mechanism of action of 
this injury is a tear of the intimal lining of the vertebral artery caused from a sudden thrust 
combining rotation and extension of the cervical spine, or prolonged positioning in an extended 
and rotated position.  This then forms a thrombus which extends upward into the posterior 
circulation of the brain and lodges most frequently in the distribution of the posterior inferior 
cerebellar artery (PICA).   There are no tests able to predict who would be at greater risk for this 
complication.  The average age of persons affected is 38 years.  The frequency of this occurrence 
is estimated to be in the neighborhood of one in one-million manipulations of the high-velocity, 
low-amplitude type (Klougart).   It has not been reported using muscle energy procedures, which 
avoid the forceful maneuver and the position of hyperextension combined with rotation.  Other 
possibilities include minor treatment reactions, such as dizziness, muscular soreness for 1-2 days 
following a treatment, and aggravation of underlying problems.  Space does not permit a more 
complete list, but a comment here. 
 According to  persons who have extensive experience in reviewing cases with negative 
outcomes in both the Osteopathic and Chiropractic professions (Greenman, Haldeman), the most 
common mistake that has resulted in complications is misdiagnosis.  In other words, manual 
procedures were utilized inappropriately because the practitioner did not make the correct 
diagnosis.   For example, utilization of high velocity techniques in persons with metastatic 
disease, osteoporosis, or an unstable vertebral motion segment secondary to injury, disk disease, 
or ligamentous laxity is clearly inappropriate.  One should use manual medicine procedures to 
treat hypomobility, or somatic dysfunction.   It is the responsibility of the practitioner to make an 
accurate diagnosis in order to apply these methods correctly and for the correct reasons.   
 



24.   What are the different types of manipulation?    To follow are brief descriptions of the most 
commonly utilized methods among Osteopathic Practitioners.  The reader is referred to more 
comprehensive texts for detail (Butler, Chaitow, Greenman, Isaacs,  Kuchera, Travell, Ward).  Of 
interest is that A.T. Still never wrote a book on technique.  These have all evolved over time, and 
taken together, provide the practitioner with a well stocked tool box with which to approach a 
broad variety of patient complaints. 

 Muscle Energy Technique (MET):  This method, first developed in the 1950s by 
Fred Mitchell Sr., DO, utilizes the patient’s intrinsic activating force of muscle contraction to 
achieve a variety of outcomes, which include (1) restoration of joint mobility, (2) restoration 
toward more symmetric muscle balance in all planes, and (3) reduction of passive congestion in 
and through the areas being treated.  This technique is particularly useful when hypertonicity of 
the musculature is present, and seems to be contributing to the motion restriction.  MET is 
classified as a direct technique because the operator engages the barrier in the direction of the 
motion restriction, i.e., if the segment resists left rotation, left side bending, and extension, the 
operator takes the segment to the end of range in each of the three planes of motion.  He or she 
then asks the patient to contract the hypertonic muscles, which in this case would be the muscles 
that accomplish right rotation, right side bending, and flexion, and resists the effort for 3 to 5 
seconds, allowing no movement to occur.  This is an isometric contraction.  Following this, one 
can advance the segment further to a new barrier, which is closer to normal range.  A series of 
contractions followed by relaxation and repositioning of the segment is used, and then the 
segment is retested to see if motion has been restored to that segment.   A reliable indicator of a 
successful procedure is a change in the tone of the muscles, from abnormal tension and texture, 
to normal palpatory findings.  This usually occurs immediately after or during the procedure.    

 High-Velocity, Low-Amplitude Thrust (HVLA) or Mobilization with Impulse:  
This technique is the one most frequently associated with the word manipulation.  It requires a 
precise localization of forces, and is also usually applied at the barrier to motion in all three 
planes.  This makes it a direct technique.  A quick, short movement is used (about an eighth of an 
inch in the  plane of the joint) in the direction of motion the operator wishes to increase.  The 
force in this case is supplied by the operator.  This technique is most useful when the restriction is 
being caused by a joint, and tends to be best for chronic restrictions.  It is often reserved for the 
fibrotic type of restrictions, when other, gentler methods just aren’t working. 

 Strain-Counterstrain.   This technique was developed by Lawrence Jones, DO, 
who came upon it by accident.  He had an acutely injured patient come into the office one day, 
doubled over in pain.  Since it would be several minutes before he could see the man, he put him 
in a room, lay him on a treatment table with several pillows propping here and there to try to get 
him as comfortable as possible until he could get in to look at him.  By the time he did, the man 
was standing back up, saying “thanks, doc.  I’m all better.”  He wondered what could have 
happened, and reasoned that the pillows allowed the man to get into a position of ease, where  
the injured muscles could relax.   A simple example of the application of Strain-Counterstrain is 
what an athletic trainer does on the field with an athlete experiencing an  acute “Charlie-Horse” 
type muscle cramp, say in the hamstrings.  She places the athlete’s hip and knee into flexion, 
allowing the hamstrings to shorten, until they relax, then slowly returns the leg to its normal 
position.   This is the principle of this technique.   It works extremely well for acute injuries, when 
muscles are still quite irritable and shortened.  Jones developed a mapping of points of 
tenderness related to muscles involved and positions in which to hold the patient for the 
alleviation of pain at the points.   

 Functional Techniques, Facilitated Positional Release:  This group of techniques 
were developed simultaneously but independently by groups in the northwest, northeast, and 
midwest during the 40s and 50s.   The concept here is often described as finding the region within 
the body that is “out of step,” so to speak, with the structures around it, and bring it back into 
harmony with its environs.  When one observes a marching band on parade, if there is a player 
out of step with his companions, he is easily spotted.  He is not out of line, really, just out of step.  



To correct the problem, he just has to skip once, and get back into sync with the rest of the band.   
Functional techniques are usually indirect, meaning that one finds the position of ease for that 
segment in all planes, to enable tissue tension to dissipate.  When it does, the structure is 
returned to its normal position and retested.  This is a gentle  and subtle method that relies 
heavily on one’s ability to palpate tissue, and motion test for ease of motion and fluidity of 
motion.  It works well for both chronic and acute problems.  Two very common applications are 
1) to ease the pain of an acute ankle sprain, and enhance the reduction of swelling, and 2) to ease 
the pain and tension in the cervical spine after a whiplash-type injury.  Since this method is 
applied in a slow and gentle fashion, and allows tense tissues to relax, it  does not require the 
operator to put the patient into a position which could cause more pain or strain injured tissues.    

 Myofascial Release Techniques:    These were developed by Robert Ward, DO.  
As manual medicine practitioners moved beyond the concept of manipulation as “popping 
joints,” or just articulating a restricted joint, they realized that many restrictions are found within 
the soft tissues.  A common example is the restriction of motion found in many people‘s rib cages 
associated with chronic stress, pain, depression, or postural imbalances.  This method 
complements MET quite nicely, and can be applied in both direct and indirect ways.  Typically, it 
is used directly, taking up the range of movement of the soft tissues, say surrounding the 
diaphragm, in three planes:  the tissues are then loaded, taking them into the direction of 
restriction, that which makes the tissue tension even higher.   Enhancing maneuvers can then be 
asked of the patient, like taking a deep breath, which increases tension further, or reaching 
upward with his arms to load the tissues further.   The tension in the tissues builds, and then 
gives way, usually after 15-30 seconds, and a release phenomenon occurs.  The tissue elongates, 
softens, often flushes, and gives off heat as the stored energy within it is released.  One then 
retests to see if balance, range, and fluidity of motion have been restored.   This method is 
effective in acute and chronic conditions, and requires fairly significant upper body strength on 
the part of the operator. 

 Cranial Osteopathy:  This method was first described and taught by William G. 
Sutherland, DO, who was a student of A.T. Still at the American School of Osteopathy in the 
early 1900s.  He was first struck with the idea that the anatomy of the bones of the skull 
suggested that they were built for motion, beveled like the gills of a fish.  He coined the term 
Primary Respiratory Mechanism to describe an inherent motion he felt within the body and on 
the cranium that was rhythmic, and independent from breathing and pulse, occurring between 8-
14 times a minute.   He described five components of that mechanism, which included articular, 
fluid, membranous, and inherent motility of the brain and spinal cord themselves, as well as the 
sacrum below.  He developed techniques for assessing the motion and treating restrictions within 
the mechanism.   Subsequent research has shown that indeed he was correct about these novel 
ideas.   This technique is subtle but powerful and is useful in treating children with recurrent 
infections, some types of headaches, late effects of traumatic brain injuries, temporal mandibular 
joint disorders (usually in conjunction with a dentist),  and in assisting to alleviate the effects of 
trauma. 
 
25.   Are there contraindications to manipulation?   Yes.   As with any form of treatment, there are 
both relative and absolute contraindications to its use.  There are very few absolute 
contraindications, given the fact there are so many different ways to apply manual techniques.  
The first is hypermobility.  For instance, patients with advanced rheumatoid arthritis and 
patients with Down’s Syndrome develop ligamentous laxity in the joints of the upper cervical 
spine, which should not be treated with any type of manipulation.   Fractures and  septic joints 
are also obviously not to be manipulated.  Infections and acute bleeding within  the Central 
Nervous System preclude use of even the gentlest methods.  One should avoid manual 
techniques in persons with abnormal intracranial pressure, decreased or increased, at least until 
the patient is stabilized and the pressure is monitored effectively.  However, even in acutely ill 
patients, some forms of manual medicine can be useful in conjunction with standard medical 



care.  A prime example is gentle soft tissue techniques to the thoracic spine, rib cage, and 
diaphragm in the days following CABG surgery to reduce pain in the chest and decrease the 
need for medication, enhance the patients’ ability to take a deep breath, and reduce the risk of 
post operative complications such as atelectasis and pneumonia. 

Relative contraindications include vigorous articulation applied to actively inflamed 
joints. Knowledge that the patient has metastatic disease to bones, joints, or areas of soft tissue 
needs to direct one’s approach.  It is not necessary to avoid touch in these patients.  In fact, touch 
used in palliative care of the dying can be profoundly comforting to the patient.  However, the 
methods used must be gentle and not place strain on the injured tissues.   In instances of acutely 
injured disks of the spine, one has to exercise caution.  Typically, the injured segment is not 
necessarily treated, but the joints above, below, and around the injured area often are affected in 
predictable patterns, and treatment of the surrounding regions can facilitate recovery, reduce 
pain and edema, and allow healing to occur more rapidly.   Remember…….one treats the whole 
patient, not the disease! 
 
26.   What is Cranial Osteopathy?   Briefly described in question #24, this form of osteopathic 
manual medicine was first described by William G. Sutherland in the 1940s.   Practiced by only a 
small percentage of Osteopathic physicians, it is a subtle but powerful form of Osteopathic 
Manipulative Medicine.   The reason for the name Dr. Sutherland chose was because at the time, 
he realized the need to extend the application of osteopathic principles into the cranium.   Motion 
does not stop at the neck, and he realized that trauma to the skull and abnormal forces being 
placed upon it could have deleterious effects upon one’s health.  A man of powerful intellect and 
his own worst skeptic, Sutherland studied and experimented upon himself for several years 
before he began writing and teaching about his clinical observations and experience with this 
method.   
 The Cranial Academy, a component society of the American Academy of Osteopathy, 
and The Sutherland Cranial Teaching Foundation are two professional societies that provide 
educational programs, certification exams, and promote research in the field of cranial 
osteopathy for members of the medical profession.     
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