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                 Session #13: Pneumonia 
             (Adapted from a case provided by Hugh Ettlinger, D.O., FAAO)


Facilitator’s Guide – Series B
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 70-year-old male presents with severe, non-responsive left lower lobe pneumonia.
History: 

Patient presented via the emergency room complaining of a cough of 1 week.  X-rays revealed a left lower lobe pneumonia.  The pneumonia progressed into involvement of the entire left lower lobe with atelectasis and a mediastinal shift on x-ray.  Sputum cultures grew Klebsiella pneumonia, and he was started on aggressive antibiotic treatment.  After more than three weeks of treatment his clinical condition without significant clinical improvement, he underwent bronchoscopy to rule out a tumor, which showed only thick mucoid purulent fluid.  

Past medical history:  Right pubic fracture 1 ½ years earlier with persistent pain with ambulation, COPD

Past surgical history:  None

Review of systems:  non-contributory

Physical Exam: 
Vital Signs:  Temp. 99.6F,   BP 120/84,   Resp.  24,   P  76,    pulse ox  94% on Ventimask

Heart:  Regular rate and rhythm, no murmur

Lungs:  Decreased breath sounds left base, rhonchi through left mid-lung fields.  Minimum crackles right base, no wheezes, ineffective cough.

Abdomen:  Soft, non-tender, bowel sounds positive

Extremities:  Peripheral pulses +2/4 throughout, no edema

Osteopathic Structural Exam: 
Pelvis:  Right hip internally rotated with increases capsular tension, right ilium rotated anteriorly.

Sacrum:  Right sacroiliac compressed with sacrum in position of right unilateral flexion.

Lumbar:  Flattening T10-L2 with bilateral paravertebral spasm greater on the left.  L5 ESrRr

Thoracic:  Moderate to severe increased kyphosis C7-T8 with significant, generalized decreased range 

of motion.  No significant non-neutral single segment dysfunctions noted.

Ribs:  Grossly barrel chested with entire thorax reduced exhalation and significantly reduced compliance.  The excursion of the ribs to inhalation was limited, but symmetrical.

Breathing pattern:  The sternomanubrial junction was restricted with reduced A/P excursion of the thorax.  There was reduced excursion of the diaphragm, slightly greater on the left.  The diaphragm had a weak contraction during inhalation.  There was slight abdominal contraction during exhalation.  W.K. was actively using accessory musculature of respiration, there were no intercostals retractions.

Cervical:  C2 ESrRr

Cranium:  Right condylar compression, right occipitomastoid restricted.
Assessment:  Be prepared to discuss this at the OMM session.
Section II:  Mini-Lecture/Discussion (approximate time 20–30 minutes)

Discussion Questions




Teaching Point
	1. Propose an appropriate differential diagnosis / assessment
	Differential diagnoses: 

2. Primary Diagnosis: Severe left lower lobe pneumonia with atelectasis.

3. Secondary Diagnosis: COPD, osteoporosis

4. Somatic dysfunction related to diagnosis:  thoracic, rib, cervical,  head, lumbar, sacral, pelvic 

5. Current treatment regime:  fascial release for the somatic dysfunctions  noted, increase activity as tolerated


6.  Modifiable Risk Factors-MRF*: osteoporosis

7. Non-Modifiable Risk Factors-NMRF*

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

	3. What is your final diagnosis?
	Pneumonia

	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?
	Thoracic, ribs, cervical, diaphragm



	5. How does previous trauma influence these regions?
	Decreased activity possible due to pain and gait disturbance compromising lymphatic function and respiration predisposing the patient to pneumonia and influencing poor recovery.




	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
	 Fluid congestion, pain,  hypersympathetic tone, especially associated with the apex of the thoracic kyphotic curve 

	7. What are the acute or chronic aspects?
	All COPD changes are chronic, as are the compensatory musculoskeletal findings from the fall; the kyphosis is chronic



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


	Goals for Osteopathic Manipulative Management:

· Along with hydration and medications, OMT is employed.

· Normalize autonomic tone—Rib raising; treat the OA somatic dysfunctions (any vagal contribution)

· Improve thoracic cage compliance: thoracic myofascial release (Foundations, pp. 786-787); “rib raising” by gentle paraspinal inhibition in acute phase, after acute phase may use more direct method (Foundations, pp. 950-951), mild springing, gentle direct method manipulation.

· Enhance lymphatic return to the heart

· Reduce contributions to the facilitated cord segments, thereby reduce sympathicotonia (hypersympathetic tone) to the lungs

· Maximize efficiency of the diaphragm—cervical spine, suboccipital inhibition (Foundations, pp.781-781) and relieve any mid-cervical somatic dysfunction; thoracolumbar soft tissue release; re-dome the diaphragm (diaphragmatic release) – indirect method (Foundations, pp. 952-953), CV-IV

· Give a general plan for manipulative treatment of the patient – see teaching points Section II, #9

The treatment plan could include:

Gentle fascial release to hip and sacroiliac, gentle articulatory technique to ribs and spine, rib raising (supine lateral traction and passive range of motion to inhalation and exhalation), lumbocostal arch release (external arcuate ligament release) by lateral traction to twelfth ribs, direct diaphragm release, direct sternal release, thoracic pump to ribs and sternum, thoracic duct (siphon) technique, balanced ligamentous technique to C2, condylar decompression ( possible vagal involvement), CV4. 

	9. What are the dose and frequency 

considerations?
	Daily to BID for the first 5 to 7 days or until significant clinical improvement is noted; Watch the respiratory rate and the pulse to avoid overstressing the patient.

Not all techniques were done with each treatment.  During each visit the most restricted 3-4 elements were identified, then treated.

 

	10. What are the outpatient, inpatient, and emergency room considerations?
	This is an inpatient case; with pneumonia of lesser severity outpatient OMT may prevent hospitalization.



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

Pneumonia by x-ray and somatic dysfunction – The somatic dysfunction from previous trauma may have added significant stress in an already compromised host. 

Contraindications:
No HVLA would be contemplated in an individual like this.  Any direct technique would need to be very gentle.


	12. How are you going to talk to your patient about their complaint and your treatment?
	e.g.  The tension in your ribs and back is preventing decent movement of ribs and back.  It may be preventing better breathing.  The treatment may help you breathe better and may help the medicine get to your lungs more effectively

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

Describe the place of the somatic dysfunction in the host’s ability to cope with and recover from the illness.  

Host + Disease = Illness   

We are addressing the Host aspect with OMT.  Describe measurable outcome and means for addressing potential complications in overall patient care, such as further decompensation of heart and ventilatory failure.




Section III:  Workshop/Lab (approximate time 60–70 minutes)

1.
Students/interns divide into groups at the table.

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

3.
Facilitator demonstrates the key treatment techniques:

· Gentle fascial release to hip and sacroiliac
· Gentle articulatory technique to ribs and spine
· Rib raising (supine lateral traction and passive range of motion to inhalation and exhalation)
· Lumbocostal arch release (external arcuate ligament release) by lateral traction to twelfth ribs
· Direct diaphragm release
· Direct sternal release
· Thoracic pump to ribs and sternum
· Thoracic duct (siphon) technique
· Balanced ligamentous technique to C2
· Condylar decompression ( possible vagal involvement), CV4
Key Treatment Techniques continued on next page …
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...
Session  IV: Final Wrap-up and Questions/Answers
CORE OMM Curriculum
       for Students, Interns, and Residents

