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Student’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 22 year old white female presents as an outpatient with constipation, right lower quadrant pain and low back pain for the last 8 weeks.
History:  The patient underwent laparoscopic appendectomy 10 weeks ago.  Since then she has had intermittent problems within the chief complaint.  She reports no prior complaints before 10 weeks.  Her constipation (hard stools about every 4-5 days) is worse when she forgets her fiber supplement.  She used to stool daily without effort.  Her abdominal pain (7/10, sharp) and low back pain (4/10, dull, bilateral) are intermittent without correlation to activity.   Abdominal pain is superficial and feels like a “shock” over her laparoscopy scar.  Her back pain is paraspinal, “In the pit of my back”, and worse when she walks a lot.  No radiation of pain.  She is taking Metamucil twice daily per her surgeon’s recommendation.  
PROS:  She denies fever, vomit, blood in stools, loss of continence, urinary symptoms, gynecologic symptoms, weakness, or a psych history.

PMH:  Appendicitis

PSH:  Appendectomy 10 weeks ago

Meds:  Metamucil 2 tablespoons in 8 oz. water twice daily.  Ibuprofen PRN.

NKDA

Social Hx:  Single full time office worker.  No children.  Occasional EtOH.  Denies tobacco, illicit drug use, STD history, recent travel.  Immunizations are up to date.  She drinks 5-8 full glasses of water per day.  Her diet is “regular”.  She has no exercise program.  
Family History:  adopted-unknown
Physical Exam: Vital signs are -  Temp. 97.6 F.   BP  119/62  Resp. 16   Pulse    88  

General:  Well nourished, well groomed, NAD, A&O X3

HEENT:  Nml

Cardio/Pulm:  Nml

Abd:  1 cm cicatrix (pink) at the umbilicus and RLQ overlying McBurney’s point.  Scaphoid shape.  Scant bowel sounds throughout.  No HSM.  Palpable stool left upper and lower quadrants which produces mild discomfort.  Light palpation of RLQ cicatrix elicits a jump from the supine patient.  Patient confirms that this is the “shock” feeling.  No bruits.

Nodes:  Nml

Neuro:  CN II-XII intact.  Muscle strength 5/5 B/L.  Sensation is grossly intact.  Coordination is intact.  DTR 2/4 B/L upper and lower ext.

Osteopathic Structural Exam: 
Standing Flexion Test - Right PSIS superior.  Seated Flexion Test – symmetrical.  Bilateral paraspinal muscles at L5 are full, warm, boggy and tender to palpate.  Paraspinal muscles at T10-12 are firm, ropy, and more prominent on the right.  Supine patient reveals a superior right iliac crest, right ASIS, and a right pubic symphysis.  Pelvis rolls easier to the left.  Palpation of abdominal wall fascia is tight, uncomfortable and resists motion around RLQ cicatrix.   Rib cage rolls easier to the right.  Individual ribs are non-tender and symmetrical.  Thoracic inlet is springy and symmetrical bilaterally.  C3 is prominent on the left in extension and resists translation to the left.  Prone patient reveals a superior right PSIS and right pubic tuberosity.  Palpation of the sacrum reveals a deep right sulcus with a caudal left inferior lateral angle.
Assessment:  Be prepared to discuss this at the OMM session.
Section II:  Mini-Lecture/Discussion (approx. time 20-30 minutes)
1. 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?

2. What pathophysiology & functional anatomy knowledge is pertinent for diagnosing/treating this patient?
3. What will be your highest yield regions?
4. How does previous trauma influence these regions?
5.  Which 1 or 2 of the aspects below has the greatest influence on the patient complaint?

· Pain

· Fluid congestion

· Hyper-sympathetic influence

· Parasympathetic influence
6.   What are the acute or chronic aspects?
7.   Propose an appropriate differential diagnosis / assessment:

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 ( approx. 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:

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/Answer
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