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Student Handout
Section I:  OMM Case Presentation.  Prior to the next OMM session, students, interns, and residents should read the case below and be prepared to discuss the questions in Section II on page 2.

Case Presentation

Chief Complaint: 

A 47-year-old white female presents to the family practice office with back pain and numbness of the medial aspect of the right ankle and foot. She also has pain and stiffness in her right knee.
History: 

Two weeks previous the patient was on her knees, bending to cut a Christmas tree. She felt a sudden, excruciating stabbing pain in her right low back. On arising the pain persisted, to a lesser degree. She used ice and sat for the rest of the weekend taking her husband’s propoxyphene (Darvocet) and by Monday was able to go return to work. Since that time, the pain has decreased significantly but she is bothered by persistent numbness in the medial aspect of the right ankle and foot. Exercise seems to worsen the numbness. The pain and stiffness in her right knee has gotten progressively worse over the years and is worse with activity.

Past medical history reveals back pain in the same location while lifting 6 years ago. It was less intense in severity and self-resolved in a day or two. She also had an anterior cruciate ligament tear of right knee at the age of 21 while playing collegiate soccer. She has also been experiencing irregular menses which she accepts as the beginning of menopause. Last Pap smear was 4 years ago and normal. Past surgical history is significant for open right ACL repair. She works as a supervisor in a manufacturing plant where she does some limited lifting. Her father is 72 with degenerative joint disease, and he had an MI at 68. Her mother is 68 and has osteoporosis.

Review of systems reveals a history of low back strain. She experiences stiffness after sitting for prolonged periods. These last two weeks she has had stiffness and mild low back discomfort when standing up after watching the evening news. She feels well after getting out of bed in the morning. The numbness in the foot is always there. She reports paresthesias of the right third and fourth toes.  There is also a history of right knee injury/ACL tear. She has pain in her right knee that is worse with activity; there is also “cracking or popping” at times. The stiffness and pain has gotten progressively worse.

Physical Exam: 

Vital signs are Temp.  98.6 F, BP 122/78, Resp. 18, P 72, Height 70 inches, Weight 163 lbs
Patient is alert and oriented. She is well appearing and fit; moderately antalgic. She has a significant limp on the right side, with a slightly flexed stance. Heart sounds reveal RRR, no S3, S4, murmurs, rubs, or gallops.  Lungs are clear to auscultation bilaterally; full breath sounds bilaterally. Genital exam reveals no unusual tenderness, swelling or discharge; questionable right adnexal tenderness. Exam of lower extremities reveals decreased range of motion in right knee with mild pain on passive motion and palpation. Crepitus is also noted in right knee and it measures slightly larger in circumference than left knee. There is no cyanosis, clubbing or edema. Pulses are +5/5 bilaterally. Neurologically sensory changes are reflected in decrease in skin sensitivity to light touch and two point discrimination in the dorsomedial aspect of the right ankle and foot (L4 nerve root). Straight leg raise is 900 on left, 450 on right. No deficits are noted on strength testing. 

Lumbar X-rays: narrowing of L3-L4 joint space.  Right knee X-rays: loss of joint space, marked reactive sclerosis, probable malalignment. 
Osteopathic Structural Exam: 

Positive seated flexion test on the left, negative standing flexion test. Prone exam shows spring test is negative, PSIS superior on the right, ILA posterior and inferior on the right, sacral sulcus deep on the left; sacral base posterior on the right (R on R forward sacral torsion). L5 N Sr Rl, compensated thoracolumbar scoliosis with lumbar convexity to the left, thoracic convexity on the right with crossover at T11, palpable spasm of thoracolumbar paravertebrals noted. Anterior and posterior L4 tenderpoints noted on right.  Piriformis spasm and tenderpoint noted on right. Right leg resists internal rotation. 
Assessment:  

Be prepared to discuss this at the OMM session.
Section II:  Mini-Lecture/Discussion (approximate time 20–30 minutes)
Discussion Questions





	1. Propose an appropriate differential diagnosis / assessment

	2. What are the appropriate laboratory tests and their results?



	3. What is your final diagnosis?



	4. How do you explain the current structural findings in the context of this case?  
· Are any relevant structural findings missing?
· What would you do differently?  Why?


	3. What  pathophysiology & functional anatomy knowledge is pertinent for diagnosing/treating this patient?



	4. What will be your highest yield regions?


	5. How does previous trauma influence these regions?

	6. Which 1 or 2 of the aspects below has the greatest influence on the patient complaint?

· Pain

· Fluid congestion

· Hyper-sympathetic influence

· Parasympathetic influence


	7. What are the acute or chronic aspects?


	8. Devise an appropriate treatment plan based on musculoskeletal components involved in the patient complaint


	9. What are the dose and frequency considerations?

	10. What are the outpatient, inpatient, and emergency room considerations?

	11. What are the indications and contraindications for the proposed osteopathic manipulative treatment?


	12. How are you going to talk to your patient about their complaint and your treatment?


	13. How will you communicate your findings, diagnosis, and treatment to your preceptor?



Section III:  Workshop/Lab (approximate time 60–70 minutes)
1.     Students/interns divide into groups at the tables.


2.    At each table, discuss and practice the appropriate palpatory diagnosis for this patient.


2. Facilitator demonstrates the key treatment techniques.

· Lymphatic drainage techniques – thoracic pump, pedal pump

· Cranial region – CV-IV

· Upper Cervical Complex (UCC) – ME, FPR, and Still techniques

· Release of Thoracic Inlet – ME and indirect MFR

· Rib raising techniques – supine from side or head of table

· Thoracolumbar Soft Tissue

· Lumbar Spine Strain-Counterstrain – L3, L4, and L5 anterior and posterior tenderpoints

· FPR Lumbar spine

· Pelvic diaphragm release – IT Spread

· Myofascial Wringing of the Thigh

· Supine Thigh Traction (Lymphatic drainage technique for Posterior thigh and Iliopsoas)

· Hamstring Spread (Lymphatic technique for Popliteal Fossa)

· Knee “Wobble” treatment  (non-specific general mobilization technique)
4.     Students and interns should practice the techniques on each other.
  

5.     At each table, while the techniques are being practiced:


· Identify and practice good body mechanics for the physician and patient in treatment.


· Discuss the treatment plan.

· Discuss what palpatory findings should change on the patient after OMM treatment.


6.     Documentation

Students/interns demonstrate an appropriate documentation of this case including findings and treatment here...
Section IV: Final Wrap-up and Questions/Answers
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