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Still’s Concept of Connective Tissue:
Lost in “Translation”?

To the Editor:
I read the May 2005 special focus issue
of THE JOURNAL with great interest. I
thank the editors of JAOA—The Journal
of the American Osteopathic Association
for their insight and initiative in the cre-
ation of this publication.

I have a small dispute with a central

assumption present in the special com-
munication article by Felix J. Rogers,
DO, however (“Advancing a tradi-
tional view of osteopathic medicine
through clinical practice.” 2005;105:
255–259).

As William Garner Sutherland,
DO,1 once said, “we might readily
observe the ‘little things’ as ‘big things’
to be seen in the science of osteopathy.”

Although Dr Rogers’ piece is very

meaningful—it is an article that I
learned from and harmonize with—I
dispute his use of the word “muscu-
loskeletal” as a defining element of
osteopathic principles and practice
when he reminds readers of the first 
of “two key features” of the 2002 Pro-
posed Tenets of Osteopathic Medicine2:
“an emphasis on the primary role of
the musculoskeletal system in health
and disease.”

One of the conundrums that awaits
osteopathic medicine’s philosophers
lies in the interpretation of the writings
of our founder, Andrew Taylor Still,
MD, DO. Still’s work has often been
interpreted to represent the “muscu-
loskeletal system,” though he himself
did not use this term. An alternative
interpretation of his work would lead 
us to the term “connective tissue.”
Depending on which interpretation any
given philosopher of osteopathic
medicine favors, there is a slight shift 
in perspective that may contain pro-
found implications for the way he or
she conceives of the practice of osteo-
pathic medicine.

Dr Still not only reset his patient’s
hips, he also successfully treated goi-
ters and acute appendicitis using
manual techniques. Assuredly, he
worked with muscles, bones, and 
joints, but, beyond that, he worked with
the fascia, which he described as the
dwelling place of the soul.3

From a fascial perspective, muscles,
bones, and joints are all included within
the connective tissue.

The extracellular matrix, the micro-
scopic aspect of connective tissue, is
inherently a gel. It is only because of
the movement of calcium ions (ie, cal-
cium waves) that nutrients and waste
products flow to and from the cells.
Calcium ions depolymerize and make
watery this otherwise unyielding gel.

Similarly, when osteopathic manip-
ulative treatment is used to treat
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patients with somatic dysfunction, it
decongests the connective tissues to
restore their acidic, gel-like character 
to a healthy, fluid quality. Then blood,
lymph, and nerve function can operate
efficiently.

Without the chemical details,
Dr Still knew that congestion is anti-
thetical to life when he said, to para-
phrase, that the fascia, “the frame-
work of life,” is where we live and die.3
According to Still,3 because “anyone
can find disease,” the goal of osteo-
pathic medicine is to “find health” in
the tissues.

This goal means that practitioners 
of osteopathic medicine must look for
ways to support the healthy metabolic
activity of the connective tissues in
which cells reside. If a muscle, bone, or
joint dysfunction is present, we can be
sure that an underlying metabolic dis-
turbance is also present.

Emphasizing the primary role of
the connective tissue (rather than the
musculoskeletal system) in health and
disease recognizes the importance of
the whole body down to the cellular
level. When approaching the practice
of osteopathic medicine with a concept
of the primacy of connective tissue “in
hand,” the physician acknowledges 
and supports the osteopathic principle
of the interrelationship between struc-
ture and function.

For example, the extracellular
matrix and the cytoskeleton operate as
an unified electromechanical and
chemomechanical system to turn cell
functions on and off. All the necessary
elements for the health and mainte-
nance of the organism exist in, and pass
through, the extracellular matrix. Thus,
we can say that the connective tissues
are holistic, demonstrating a structure-
function interrelationship and con-
taining all the necessary resources for
self-healing.

Connective tissue is osteopathic
tissue. This is where the focus of osteo-
pathic manipulative treatment resides—
not just in the musculoskeletal system 
of muscles, bones, and joints.

R. PAUL LEE, DO
Osteopathic Center of the Four Corners
Durango, Colo
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Whole Person Medicine: A
Definition Articulated
Osteopathically

To the Editor:
I enjoyed reading the May 2005 special
focus issue of JAOA—The Journal of the
American Osteopathic Association, “The
Paradox of Osteopathy: Views on
Thought and Traditions in the Disci-
pline.” However, I do not find the ideas
described in this issue of THE JOURNAL

to be true to the practice of osteopathic
medicine.

It is quite simple: osteopathic
medicine is not limited to the muscu-
loskeletal system. While the muscu-
loskeletal system may be used to access
total body physiology, the muscu-
loskeletal system is a means, not the
end. Andrew Taylor Still, MD, DO,
stated quite clearly that osteopathic
medicine is about all of anatomy and its
function.

Examples of “whole body” osteo-
pathy are abundantly represented
throughout Dr Still’s writings. For
example, in Philosophy of Osteopathy,1
Still writes, “The Osteopath seeks first
physiological perfection of form, by nor-
mally adjusting the osseous frame
work, so that all arteries may deliver
blood to nourish and construct all
parts.” In this same work, Still1 elabo-
rates further on the role of the osteo-
pathic practitioner:

Your duty as a master mechanic is
to know that the engine is kept in so
perfect a condition that there will be
no functional disturbance to any

nerve vein or artery that supplies and
governs the skin, the fascia, the
muscle, the blood or any fluid that
should freely circulate to sustain life
and renovate the system from
deposits that would cause what we
call disease.
Osteopathic medicine is about

health. It is about understanding the
nature of physiologic function with our
hands and minds—and the use of the
physician’s hands and mind to restore
normal physiology in our patients.

While it is certainly important to
consider the whole person in medical
care, this is not the sole jurisdiction 
of osteopathic medicine. The “whole
person” should be the consideration 
of any good physician.

Without our hands, and without
depth of application, osteopathic
medicine is greatly diminished. In our
quest for progress, the osteopathic 
medical profession must not forget the
profundity of its origins.

MARK E. ROSEN, DO
Portola Valley, Calif
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Credit Where Credit’s Due:
Forebears of the Osteopathic
Research Center

To the Editor:
I read with great interest the May spe-
cial focus issue of JAOA—The Journal
of the American Osteopathic Association. I
must, however, take exception with a
comment made by Felix J. Rogers, DO,
in his article, “Advancing a traditional
view of osteopathic medicine through
clinical practice” (2005;105:255–259).
Dr Rogers wrote, “‘advocates for the
advancement and acceleration of
research in osteopathic medicine must
note that the [Osteopathic Research
Center at the University of North 
Texas Health Science Center at Fort
Worth—Texas College of Osteopathic
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Medicine] is the first osteopathic
research site of its kind and is attached
to but one of the profession’s 20 col-
leges (on 22 campuses) of osteopathic
medicine [emphasis mine].”

I do not know what Dr Rogers
means by “of its kind,” but while I was
an osteopathic medical student at the
Kirksville College of Osteopathic
Medicine (KCOM) in Missouri in the
1950s, John Stedman Denslow, DO, as
well as Irvin M. Korr, PhD, were both
doing research in osteopathic medicine.
I know for a fact that this research had
been going on for quite some time
before my attendance at KCOM.

Thank you for editing a great issue,
for taking note of the above facts, and
for advising Dr Rogers about this
important work at KCOM.

DOUGLAS M. GOLDSMITH, DO
Jamesport, NY

Continuity of Thought and
Tradition in the Discipline
Supported by Ongoing AOA Efforts

To the Editor:
I would like to compliment the timeli-
ness of the May 2005 special focus issue
of JAOA—The Journal of the American
Osteopathic Association, titled “The
Paradox of Osteopathy: Views on
Thought and Tradition in the Disci-
pline,” particularly as it serves to high-
light the “Pride in the Profession” theme
of Philip L. Shettle, DO, the 2005–2006
president of the American Osteopathic
Association (AOA).

The editorial by Gerald G. Osborn,
DO, MPhil (“Taking osteopathic dis-
tinctiveness seriously: historical and
philosophical perspectives.” 2005;105:
241–244), is likewise apt. In his editorial,
Dr Osborn comments on the issue’s
three main articles by Leonard H. Cal-
abrese, DO,1 Robert Orenstein, DO,2
and Felix J. Rogers, DO.3 However, I
would like to note that the AOA is
already working on most, if not all, of
the issues raised by Dr Osborn.

For example, Dr Osborn mentions

the vision shared by A.T. Still, William
James Mayo, and Charles Horace Mayo
of a “‘patient-centered’ model of med-
ical care.” During his 2004–2005 AOA
presidency, George Thomas, DO, pro-
moted that same vision with his “Year
of the Patient–Patient-Centered Quality
Care.” This vision of measuring and
improving the quality of care given by
osteopathic physicians has become a
reality with the growth of the AOA’s
Clinical Assessment Program (CAP) in
residency programs (see http://cap.
aoa-net.org/) and the movement of
CAP into osteopathic physicians’ offices. 

Dr Osborn also notes how Dr Still
and the Mayo brothers agreed that the
medical establishment should focus on
the patient instead of diseases. The
AOA has long recognized this need,
reaffirming its commitment by formally
adopting the tag line “DOs: Physicians
Treating People, Not Just Symptoms”
in 1999 as part of the Unity I campaign.

In regard to research, the AOA sup-
ports efforts to increase research within
the osteopathic medical profession. As
Dr Rogers3 noted in his article, the AOA
was one of the founding organizations
of the Osteopathic Research Center
(ORC) in Fort Worth, Tex (see http://
www.unthsc.edu/orc/about/). Since
providing initial funding to the ORC
in 2001, the AOA4 has continued to 
support the Center. Most recently, at
its annual meeting in July 2005, the
Board of Trustees approved a second
grant to the ORC amounting to $250,000
over the next 4 years.5

Although I am pleased to see that
Dr Rogers supports the ORC, his impli-
cation that the ORC is tied to only one
of the 23 osteopathic medical school
campuses is troubling. While the ORC
may be located at the University of
North Texas Health Science Center 
at Fort Worth—Texas College of Osteo-
pathic Medicine (TCOM), its reach
spans to all of our colleges of osteo-
pathic medicine and other research 
sites across the nation through multi-
center national clinical trials.

For example, the ORC is monitoring

the Multi-Center Osteopathic Pneu-
monia Study in the Elderly, fostering
collaboration among the following
groups6:
� Doctors Hospital–Ohio Health Inc

(Columbus, Ohio);
� Kennedy Memorial Hospitals/Uni-

versity Medical Center, Stratford
Division (NJ);

� Kirksville College of Osteopathic
Medicine of A.T. Still University of
Health Sciences (Mo);

� Mount Clemens General Hospital
(Mich);

� Northeast Regional Medical Center
(Kirksville, Mo); and

� TCOM.
In addition, in its June 2005 Annual

Report, as presented to the Board of
Trustees, the ORC released a nation-
wide call for collaborative research 
partners for the Developmental Center
for Research in Osteopathic Manipula-
tive Medicine.

I agree with Dr Osborn and all three
authors that more research will help
establish the osteopathic medical pro-
fession’s distinctiveness. However, the
AOA’s ongoing research initiatives
should not have been ignored in that
analysis. The structure and function of
both basic and clinical research efforts
within the AOA are now in proper
alignment, thanks to the reorganization
the AOA Board adopted 3 years ago
for its Bureau of Osteopathic Clinical
Education and Research and its Council
of Research.

At the end of his editorial, Dr
Osborn poses the question, “To what
extent is the distinctive osteopathic 
identity alive, well, and clinically
demonstrable?” I cannot say to what
extent because I believe the state of the
profession is constantly changing and
growing. But I can definitely say that,
through the work of the AOA’s mem-
bers and its many volunteer leaders,
the distinctive identity of osteopathic
medicine is indeed alive, as shown by
our ever-increasing research efforts; well,
as shown by the growth in the number
and class sizes of colleges of osteopathic
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medicine7,8 and by the AOA’s commit-
ment to ensuring that such growth 
is responsible9; and clinically demon-
strable, as shown by the success of
CAP,10 which has been well-received
by health insurance executives and fed-
eral health officials alike during collab-
orative meetings with the AOA.

JOHN B. CROSBY, JD
Executive Director
American Osteopathic Association
Chicago, Ill
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Response

It is with pleasure that I respond to the
letter to the editor by John B. Crosby, JD,
regarding my editorial in the May 2005
special focus issue of this JOURNAL(J Am
Osteopath Assoc. 2005;105:241–244). As
the executive director of the American
Osteopathic Association (AOA), it is

appropriate and consistent with
Mr. Crosby’s position to call readers’
attention to the profession’s recent
responses to the topics addressed in that
issue of JAOA. The initiatives, themes,
and examples Mr Crosby cites are all
valid and accurate.

The AOA’s role in the founding and
ongoing support of the Osteopathic
Research Center (ORC), located on the
campus of the University of North Texas
Health Science Center at Fort Worth—
Texas College of Osteopathic Medicine,
is indeed an important step toward
developing a culture of research within
the osteopathic medical profession.1–3

The promotion of the Clinical Assess-
ment Program (CAP) is, likewise, a
major step in promoting structured doc-
umentation of the distinctive dimensions
of osteopathic patient-centered care.4,5

Similarly, just we applauded the vision
of George Thomas, DO,6 during his
2004–2005 term as AOA president 
in his campaign for “Patient-Centered
Quality Care,” we join current
AOA President Phillip L. Shettle, DO,7 in
taking “Pride in the Profession.” All of
these measures are very positive, should
receive the ongoing support of the entire
profession—and should have been
included in my editorial.

Mr Crosby’s letter, however, con-
firms and reinforces the main points 
of the editorial and the articles by
Leonard H. Calabrese, DO,8 Robert
Orenstein, DO,9 and Felix J. Rogers, DO.2
All the initiatives and efforts Mr Crosby
notes are recent.

On its Web site, the ORC describes
itself as “a relatively new organization,
founded in 2001.”10 Although CAP was
piloted in 1999, Dr Thomas’ vision,6
which expanded the applications of 
the program from osteopathic medical
residency programs only4,11 to private
clinics,5,6 date from his 2004–2005 
presidency.

Within the historical context of a pro-
fession that is over 110 years old, the
examples cited by Mr Crosby are,
indeed, quite recent. The fact remains
that the profession has yet to develop a

culture of scholarly endeavor that will
help to more closely align reality with
rhetoric.

The intent of my May 2005 editorial,
consistent with its title, “Taking osteo-
pathic distinctiveness seriously: historical
and philosophical perspectives,” was to
emphasize this broader context and
encourage thoughtful reflection. The
intent of the entire issue was to stimulate
wider discussion. I am pleased that, from
this perspective, we appear to have suc-
ceeded.

Since the issue’s publication, I have
had numerous interesting conversations
with fellow osteopathic physicians on
the topics addressed in that issue of  the
JAOA. I have also been engaged in one
particular, ongoing conversation with a
medical historian at Pennsylvania State
University (University Park). However,
these many discussions most frequently
turn to the comparison made by
Dr Orenstein9 of Kirksville, Mo, with
Rochester, Minn.

Many have speculated what the
town of Kirksville might look like today
if the leadership of Kirksville College of
Osteopathic Medicine had developed a
tradition consistent with the “Mayo
model.” Many of these conversations
have been characterized by bewilder-
ment as to why a “parallel and distinc-
tive”12 culture of research and inquiry
did not develop expeditiously during
the rapid expansion of the colleges of
osteopathic medicine after 1969.

It is always interesting and vitally
important to reflect on the lessons of his-
tory in a critical and unflinching manner.
It is even more important to use these
lessons to inform the present and actively
shape the future. Mr Crosby’s thoughtful
and well-crafted letter reflects the impor-
tance of recent efforts by the AOA in
shaping the future of the osteopathic
medical profession. With the support of
us all, that future will look even brighter.

GERALD G. OSBORN, DO, MPhil
Professor, Division of Social Sciences
Truman State University

Consultant
Northeast Missouri Health Council Inc
Kirksville, Mo

(continued on page 213)
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Response

I thank all four letter writers for their
provocative comments.

The tenets and principles of osteo-
pathic medicine can be advanced
through research, scholarly publica-
tions, education programs, and clinical
practice. To that list, John B. Crosby, JD,
executive director of the American
Osteopathic Association (AOA), adds
advocacy by the presidents of the AOA
and public relations/marketing.

R. Paul Lee, DO, makes a plea for

“connective tissue,” as opposed to the
musculoskeletal system, to be a defining
element of osteopathic medicine. This
suggestion from Dr Lee highlights a
challenge we faced as an ad hoc com-
mittee charged with updating the tenets
and principles of osteopathic medicine
in 2002.1 Although we were tempted
to make a statement of personal pref-
erence, our obligation was to present
the dominant expression in philosophy
and in clinical practice. The most promi-
nent interpreter of osteopathic medicine
in the 20th century was Irvin M.
Korr, PhD, a member of our ad hoc
group. Dr Korr often referred to the
central role of the musculoskeletal
system.2,3 Dr Lee reminds us of our
founder’s description of the fascia as
the dwelling place of the soul. That
description has a certain charm. It 
calls to mind the colorful language
Andrew Taylor Still often used as well
as the many “supremes” that he cited,
which include the artery, nerves, the
lymphatics, the diaphragm, and cere-
brospinal fluid.4

Mark E. Rosen, DO, addresses an
issue that is often a challenge for those
who try to define the distinctiveness of
osteopathic medicine. If one is restricted
to those areas where osteopathic
medicine is unique, the “definition”
becomes a short statement and misses
the comprehensive scope of our pro-
fession. Likewise, an emphasis on
attributes of osteopathic medicine 
that may be shared with other health-
care providers (eg, a “whole person”
approach, the patient as the focus for
healthcare) risks the interpretation that
an osteopathic physician is just another
“good physician.” Our group tried to
capture the distinctive and compre-
hensive nature of osteopathic medicine
with the proposed tenets and princi-
ples of osteopathic medicine,1 which
updated the previous statement from
19535 and expanded it to define princi-
ples for patient care. Our work in 20021

represented the foundation for my
May 2005 special communication.6

Douglas M. Goldsmith, DO, and

Mr Crosby both mention the Osteo-
pathic Research Center (ORC) based
on the campus of the University of
North Texas Health Science Center at
Fort Worth—Texas College of Osteo-
pathic Medicine. I did not want to
emphasize the topic of research in my
article6 because the focus of my piece
was the advancement of the tenets and
principles of osteopathic medicine
through clinical practice, which I feel
is a practical goal.

On the other hand, establishing a
research center is a daunting proposi-
tion. Centers of excellence in research
typically call for start-up costs of
between $10 million and $40 million—
or more. Furthermore, such centers
need to develop in the context of a
major institution-wide program of
research that is much larger in scope.
The ORC was established with seed
money ($1.1 million over 4 years) from
the AOA, the American Osteopathic
Foundation, and the American 
Association of Colleges of Osteopathic
Medicine. This seed grant allowed 
the ORC to take the first step to apply
for additional funding so that it may
become a center of excellence.

As a member of the external advi-
sory committee to the ORC, I know
they have made remarkable progress
in a short period, conducting multiple
clinical trials and winning a U19 grant
from the National Institutes of 
Health (NIH). Since my last visit to 
the ORC in April 2005, they have
secured a grant from the Osteopathic
Heritage Foundation that will allow
them to conduct a national search for 
a research chair to head the basic sci-
ence program. The next step for the
ORC is to obtain funding for an NIH
program project grant ($5 million to
$10 million). At that point, the ORC 
will have a center of excellence in osteo-
pathic manipulative medicine, the 
only such center in the country.

Like Dr Goldsmith, I was a med-
ical student at the Kirksville College of
Osteopathic Medicine in Missouri and
had the opportunity to work with John
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Stedman Denslow, DO, and Irvin M.
Korr, PhD. That research program was
unparalleled at the time and served in
many ways as a model for the current
ORC.

It is important to dispel the unfor-
tunate impression that the ORC now
meets the research needs of our 
profession, as might be inferred from
Mr Crosby’s comments. Osteopathic
medicine is a complete school of 
practice. It is far too large for any one
research center to establish a program 
to test our tenets and principles, much
less to define our future growth and
development.

FELIX J. ROGERS, DO
Associate Editor, JAOA—Journal of the American 
Osteopathic Association
Chicago, Ill

Downriver Cardiology Consultants
Trenton, Mich
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Let the Beauty of the Marketplace
Benefit Healthcare

To the Editor:
I was interested to read the article on
concierge care in the November 2005
issue of JAOA—The Journal of the Amer-
ican Osteopathic Association (Linz AJ,
Haas PF, Fallon LF Jr, Metz RJ. “Impact
of concierge care on healthcare and 
clinical practice.” 2005;105:515–520). 
The authors provided a balanced pre-
sentation of the usual points brought

up about this subject in the press and 
in other published journal articles 
since the 1990s. However, there are
important additional points that are
rarely made and that I think warrant
mention.

First, monthly fee practices and 
similar financial arrangements between
physicians and patients (which all may
be considered types of “concierge care”)
represent the first serious effort in the
past 25 years to create a genuine mar-
ketplace for medicine (ie, a place where
physicians and patients mutually con-
trol the price, availability, and quality 
of care). Control of pricing has been
gradually eroded by increasingly
restrictive health insurance contracting
practices. The “hold harmless” clauses
in health insurance contracts were 
originally designed to protect patients
against the insolvency of insurance 
carriers.1 However, with the advent of
preferred provider organizations
(PPOs) in the 1980s, this contract lan-
guage changed to give the insurer the
additional right to determine the price
of medical services and to constrain
physicians from billing patients for 
the difference between the physician’s
charge and the insurer’s maximal
allowance (except for copays and
deductibles, which are also determined
by the insurer). 

It originally appeared as if the 
regulators and insurers agreed that
PPOs would be a good way to reduce
the ongoing inflation in healthcare 
costs. In reality, however, insurers can
make more money if the price of health-
care is higher, because a substantial 
portion of their income derives from
investing the temporarily pooled
money they have collected for reim-
bursing healthcare costs. 

Despite the enhanced “hold harm-
less” clauses, which have become stan-
dard fare in health insurance contracts
in the United States (certainly in all PPO
and health maintenance organization
contracts), the price of US healthcare
has skyrocketed, particularly since the
inception of the Medicare program in

the 1960s.2 Inflation in healthcare ser-
vices has outstripped the rate of growth
of the consumer price index by a whop-
ping 50% since 1965 and by 70% since
1980.2 When physicians cannot control
their own prices, how can patients—
who used to carefully monitor health-
care costs in the days prior to wide-
spread health insurance—exert any
influence on costs? Insured patients
have had little incentive to demand
lower prices, so they have rarely done
so. However, if patients have little con-
trol over the cost of healthcare, they
also have little control over the quality
of care and services provided to them.  

Physicians have not actually
worked for their patients for at least the
past 30 years, since health insurance
became common. Instead, physicians
today work primarily for their
employers, insurers, or the govern-
ment—and the quality of care reflects
this fact.  

Physicians spend inordinate
amounts of time and money trying to
satisfy the requirements of insurance
companies. The cost of billing in many
medical offices may exceed 25% of
receipts, if one includes the costs of 
dedicated computer billing systems,
excessive physician time spent on doc-
umentation, additional employees,
delayed reimbursement, and complex
electronic communications equipment
to allow direct billing of insurers. Physi-
cians are forced to study the fine points
of billing codes in lieu of the fine points
of medicine. Those physicians who
spend extra time with patients and do
the hard work of preventive medicine
are paid the same as those who herd
patients through the office like cattle.  

As Linz and his colleagues appro-
priately point out in their article, patient
satisfaction rates of less than 50% are a
verifiable feature of the current system.
Thus, the advent of a marketplace in
which patients can purchase healthcare
directly from physicians should be
greeted with celebration from the med-
ical community, government officials,
and the public. The beauty of the mar-
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ketplace is well known and time tested.
The predictable evolution in market
systems is toward increased consumer
and vendor satisfaction, lower prices,
greater availability, higher efficiency,
improved services, and constant inno-
vation. The current, traditional system
of healthcare, by contrast, provides all
the wrong incentives, and its outcome
is also predictable: ridiculously high
inflation, physician and patient dissat-
isfaction, glacially slow rates of adopting
new technology, and constant road-
blocks to innovation and improvement.

A second important point that
should be made about concierge care
is that monthly fee practices need not 
be available only for the rich. I have seen
subscription rates for such practices 
in Seattle as low as $35 per month, for
plans that provide patients with extra
access to services and greater avail-
ability of physicians. When Mitchell
Karton, MD, and I opened our retainer
practice in 1997, we charged $65 per
month for inclusive internal medical
services, with no additional charges 
to patient or insurer for other in-house
medical care or laboratory services. 

Many critics and pundits have
chosen to ignore such lower-priced
models of concierge care, most likely
because these models do not fit well
with their arguments that monthly 
fee practices foster inequality in the 
provision of healthcare.3 However,
what sane American would object to
physicians providing same-day care,
longer visits, understandable fee struc-
tures, and greater attention to preven-
tive care?  

Some critics object that the services
provided in monthly fee practices are
not universally available for free. Unfor-
tunately, nothing worthwhile is free. 
If these services are not provided within
a market-based environment, they will
become increasingly expensive, awk-
wardly administered, rarely updated,
and ultimately rationed as the cost of
the system spirals out of control.

A third major point regarding
concierge care is that people in the

United States have labored for 50 years
under the delusion that health insur-
ance is healthcare. But it is not. Health
insurance is simply a promise to pay
for some portion of the cost of care.
Insurance as a management vehicle for
care is severely flawed. Insurers have
not—and cannot—measure the quality
of the services they are buying with 
any accuracy. As a result, there is little
incentive to improve the quality of those
services.  

For better or for worse, the only
people who have an informed opinion
about the quality of healthcare are the
doctor and the patient. Neither is con-
sulted by the health insurance industry
in any meaningful way. This is not to
say that insurance doesn’t have a place
in healthcare. Obviously, health insur-
ance is an invaluable aid in preventing
financial devastation for the seriously ill.
It is time, however, to acknowledge that
insurers cannot reproduce the laudable
aspects of a well-tuned marketplace.

Concierge care (or whatever name
one chooses to call it) represents the
first step in enrolling physicians and
patients in a marketplace that will ben-
efit them both. This movement has
overcome significant resistance from
insurers, the press, and the government,
both at the state and federal levels.4–7

The success to date of more than 250
physicians in monthly fee services (a
conservative estimate based on mem-
bership in the Society for Innovative
Medical Practice Design and MDVIP
Inc, the leading franchiser of concierge
care) has proved that patients are
attracted to this type of healthcare
model. In November 2005, MDVIP, of
Boca Raton, Fla, was recognized as one
of the fastest growing companies in the
United States, with a sales growth rate
over the previous 3 years of 1814%.8

In light of such successes, even the
detractors of monthly fee practices
should be compelled to admit that
something that satisfies the needs of
both patients and physicians may not 
be all bad.

GARRISON BLISS, MD
President
Society for Innovative Medical Practice Design
Seattle, Wash
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Response

To the Editor:
We appreciate the letter and comments
by Garrison Bliss, MD, regarding our
special communication article that
appeared in the November 2005 issue of
JAOA—The Journal of the American Osteo-
pathic Association (Linz AJ, Haas PF,
Fallon LF Jr, Metz RJ. “Impact of
concierge care on healthcare and clinical
practice.” 2005;105:515–520). As presi-
dent of the Society for Innovative Med-
ical Practice Design, Dr Bliss expresses
some concerns that we feel are worthy
of additional dialogue. In our article,
we attempted to remain objective and
nonjudgmental in our review of the
merits, as well as the shortcomings, 
to healthcare and medical practice of
concierge-/boutique-/retainer-type
medical practices. Our article’s authors
included an osteopathic physician from
traditional healthcare (A.J.L.), an allo-
pathic physician from concierge-style
medicine (R.J.M.), a professor of public
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health (L.F.F.), and an economist
(P.F.H.). We expected that this mix
would help provide an unprejudiced
and balanced perspective on this
emerging nontraditional practice model. 

In the present response to the letter
of Dr Bliss, we would like to further
examine the issues of equity, costs, mar-
ketplace forces, physician and patient
satisfaction, and insurance as they relate
to concierge care and other monthly fee
practices representing comparable
financial arrangements.

Dr Bliss describes concierge-style
practices as an innovative concept in
creating a genuine marketplace for
healthcare. We do not argue that
concierge care is an alternative method
to address the financial issues that 
exist between healthcare providers and
patients. However, access to such care
is limited to those having financial
means. This type of care is not a mar-
ketplace that is accessible to all Ameri-
cans. Although it is laudable, as Dr Bliss
points out, that some physicians prac-
ticing concierge care set a range of fees
to permit lower-income patients to gain
access, marketplace incentives suggest
that such a practice is not typical. 
Markets work on the principle of profit
maximization. To the extent that higher-
income families will gain more access to
concierge care, concerns about equity
in healthcare will remain. 

Dr Bliss discounts the availability
of concierge care for only the rich by
citing his personal observations of
lower-priced models of concierge care
that provide patients with extra access
to services and greater availability of
physicians—models that, according to
his letter, “[m]any critics and pundits
have chosen to ignore.” We feel that
these models are certainly worthy of
note. Yet, it must also be acknowledged
that some researchers1 have concluded
that both concierge and nonconcierge
care provide many of the same kinds of
services.

For example, Alexander et al1 found
that, despite notable differences
between concierge-style (retainer) care

and nonconcierge (nonretainer) care,
there was considerable overlap in the
types of services provided. In a nation-
wide mail survey of retainer physicians
(N=144, 58% response rate) and non-
retainer physicians (N=463, 50%
response rate), the researchers noted
that a considerable proportion of 
nonretainer physicians reported pro-
viding 24-hour access (40% vs 91% for
retainer physicians), same-day appoint-
ments (83% vs 96% for retainer physi-
cians), and coordinated hospital care
(59% vs 86% for retainer physicians).1
Alexander et al1 also found evidence
that many patients discontinued their
association with physicians after the
physicians converted to concierge/
retainer practices.

Furthermore, Alexander et al1 noted
the tendency of retainer physicians to
have a different mix of patient cases than
their nonretainer counterparts, with
smaller proportions of patients with dia-
betes mellitus (and perhaps other chronic
diseases) being seen in retainer practices.
Physicians in retainer practices also cared
for fewer African-American and His-
panic patients than did physicians in
nonretainer practices.1 The authors 
proposed that part of this dissimilarity 
in patient populations may be the con-
sequence of most retainer practices
emerging in high-income locations.1

The American College of Physicians
has expressed its concerns about equity
in concierge care in an official position
paper.2 The paper submits the opinion
that physicians who participate in
concierge-type practices should be
aware that, by limiting their patient 
populations, they “risk compromising
their professional obligation to care 
for the poor and the credibility of
medicine’s commitment to serving all
classes of patients who are in need of
medical care.”2

We agree with Dr Bliss that the costs
for healthcare services have increased.
However, we do not attribute all the
blame for this to the lack of market
forces in the healthcare industry. Some
of the cost increases are the result of

other factors, including innovations 
in technology. Unlike nonmedical
industries in the marketplace, the
healthcare industry has had rising 
costs of technology that have not been
accompanied by decreased profit mar-
gins in products, services, and insur-
ance.3 Advances in technology,
including methods for earlier detection
of illnesses and better treatment of
patients, have improved life expectancy
and mortality rates in the United States
at soaring expense. Yet, attempts to
reduce cost factors in other areas have
not been achieved.

In focusing on Dr Bliss’s main argu-
ment, describing the effectiveness of
market forces in providing healthcare,
we wish to urge caution. As we stated
in our article, “Often, the availability of
[market forces] provides an incentive
for increased or improved output by
producers. Similarly, concierge care
should remain a viable option for con-
sumers as long as it does not drain
resources devoted to the mainstream
healthcare system.” Dr Bliss is correct in
stating, “Unfortunately, nothing worth-
while is free.” But it should also be
noted that, given limited resources,
increased amounts of care will result
only if there is increased efficiency, a
greater number of providers, or a reduc-
tion in healthcare access for some
patients. Dr Bliss apparently expects
that improved efficiency and the entry
of new caregivers will solve problems
related to access to care. However, we
are not so certain.

Dr Bliss writes, “The beauty of the
marketplace is well known and time
tested. The predictable evolution in
market systems is toward increased
consumer and vendor satisfaction,
lower prices, greater availability, higher
efficiency, improved services, and con-
stant innovation.” We agree that such
results can be predicted in a system that
has all the characteristics of a competi-
tive marketplace—that is, many buyers
and sellers, easy entry and exit of sellers,
and adequate knowledge on the part
of all participants in the marketplace.
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Unfortunately, two of these three char-
acteristics are not readily found in
healthcare: entry into the marketplace is
not easy, and an asymmetry of infor-
mation exists between a physician and
patient. When an individual purchases
a car, there are many available sources
in which a consumer can obtain useful
and reliable information. Similar sources
of information about healthcare
providers are not usually available.
Thus, the pressures to achieve compet-
itive results are altered so that the
market’s “predictable evolution” cited
by Dr Bliss is not inevitable.

Henderson4 explains that markets
and pricing serve as the most effi-
cient ways to allocate or ration scarce
resources. He describes the concept of
healthcare rationing as affecting how
dollars existing in short supply (rather
than technologies or services) are dis-
tributed. Although competition exists
in the healthcare industry, it is dramat-
ically altered by societal interventions.
Patients cannot rely on the usual com-
petitive market forces and conventional
economic models to achieve desirable
outcomes in healthcare. 

There are many aspects of health-
care that reach beyond the marketplace
to have great importance in the public
sector. Certainly, each individual should
benefit from the care that he or she
receives. But society as a whole also
stands to benefit from a good health-
care system. The healthier the society,
the more productive and resourceful 
it will be. In addition, to the extent 
that certain health problems are trans-
missible, appropriate healthcare is a
public good that requires government
intervention.

Thus, we have a dilemma. It is 
true that market forces tend to make
markets more efficient, but these forces
do not necessarily make health-
care more effective. As stated by
economist Uwe E. Reinhardt,5 “a cost-
minimizing (efficient) policy that suc-
ceeds in immunizing only, say, 80% 
of a target population is not necessarily
superior to a more wasteful (inefficient)

policy that succeeds in immunizing 
the entire population.”

Several related models of innova-
tive practice appear to be evolving in
the healthcare marketplace. We specu-
late that this may be, to a certain extent,
one reason that the American Society
for Concierge Physicians changed its
name to the Society for Innovative Med-
ical Practice Design.6 The former name
suggests ultraluxurious services for the
wealthy, whereas the newer name sug-
gests many different practice designs
or models that the marketplace may
find easier to accept. Although lower-fee
monthly payment plans as described
by Dr Bliss may be available, these are
just one type of concierge model. Other
plans purportedly charge much higher
annual fees.7 Many of the higher-cost
plans accept a small percentage of
patients who are unable to afford the
retainer fee.1 In this way, the physicians
in these plans may contribute to the
community. Still, it is also true that
many patients who cannot afford
retainer fees are forced to find other
physicians to care for them.1

Whatever the healthcare model
used, more time and focus on the needs
of each patient would likely promote
better care. Eventually, healthcare
market forces may determine which
practice designs become more suc-
cessful, provided that intrusions 
from government and the insurance
industry do not cause serious restric-
tions. We agree with Dr Bliss that the
most important relationship in any
healthcare system should be between
the patient and physician. We also agree
that market justice and the availability
of more than one type of health-
care model would support the ability 
of patients to maintain the right to
choose their own physicians and the
types of practice they believe will 
give them the best value for their needs. 

Dr Bliss notes that concierge care
has the potential to address concerns
about physician dissatisfaction with
various aspects of traditional health-
care models, such as insufficient time

spent with patients. Surveys support
the idea that healthcare models that
allow physicians to better manage their
time will improve physician satisfac-
tion. Landon et al8 studied career satis-
faction among primary care and spe-
cialist physicians who spent at least 20
hours per week administering direct
patient care. In a series of three nation-
ally representative telephone surveys
conducted between 1996 and 2001
(�12,000 respondents in each survey),
physician satisfaction varied greatly
among geographic sites. The surveys
found that the highest satisfaction levels
were mostly associated with physicians’
ability to manage their time, provide
high-quality care to patients, and pre-
serve their autonomy.8

Murray et al9 examined physician
satisfaction involving various delivery
system settings in Massachusetts. The
researchers concluded that physician
dissatisfaction was most closely related
to limited amounts of time they had to
spend with individual patients, as well
as to limited amounts of leisure time
and few incentives for delivering high-
quality services.9 Such findings suggest
that physician satisfaction could be
enhanced by a healthcare delivery
system similar to concierge care. 

Improvements in patient satisfac-
tion in concierge care, compared with
traditional healthcare models, are also
suggested by Dr Bliss. We agree that
concierge care models that ensure con-
tinuity of care with a consistent provider
are likely to be particularly beneficial
to patients. Nutting et al10 found that
continuity of physician care was valued
by patients, especially those who were
most vulnerable (eg, those who were
elderly or less educated, those who
relied on Medicare or Medicaid insur-
ance, those who had several chronic
conditions and used many medications,
and those who visited physicians fre-
quently).

Gross et al11 found that patient 
satisfaction increased when office 
visits were longer than 15 minutes. Dr
Bliss argues that increased length of
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office visits is a likely added amenity
of concierge care. Nevertheless, oppo-
nents of concierge care counter that 
such “luxuries” in primary care may
promote services that are inappropriate
and contribute to healthcare overuse.12

In regard to medical insurance, we
concur with Dr Bliss that health insur-
ance and healthcare are not synony-
mous. Health insurance, a method to
reduce the out-of-pocket expenses of
healthcare, initially began as a way of
providing protection against catas-
trophic expenses. In an era of relatively
low costs for healthcare, it evolved into
a process for reimbursing essentially
all medical expenses. Today, the higher
costs of healthcare are increasingly
shared by patients and providers of
insurance. Although Dr Bliss acknowl-
edges that the concierge care movement
has experienced some success in over-
coming resistance from insurers, as 
well as from the press and government,
we remain unconvinced that concierge
care has proven itself to be equally 
beneficial to both physician and patient.

Dr Bliss concludes his letter by
stating, “In light of such successes, even
the detractors of monthly fee practices
should be compelled to admit that
something that satisfies the needs of
both patients and physicians may not be
all bad.” Although we agree in part
with this assessment, we must counter
his argument by reiterating that—
because of issues involving equity,
access, and cost—concierge care is not
available to all persons.

We would like to conclude by
proposing that concierge care is not 
a universal solution for meeting the
healthcare needs of society. However,
we concede that this type of practice
model satisfies many desirable requests
of a very small and select niche of 
privileged or franchised patients and
physician providers. 

The evolution of concierge care and
similar innovative styles of medical
practice remains uncertain as physi-
cians, patients, insurers, purchasers,
healthcare organizations, and govern-

ment agencies attempt to cope with a
healthcare environment characterized
by increasing regulation and demand,
limited resources, mounting costs,
expensive technology, decreasing pro-
fessional autonomy, and asymmetry of
information. Scott13 has suggested that
if an alternative model of healthcare
similar to concierge care becomes much
more prevalent, it is likely to cause
increasing inequity between our
society’s haves and have-nots, further
intensifying what many view as a three-
tiered healthcare system consisting of
one tier for the rich, one for the middle
class, and one for the poor.

As controversy continues between
proponents and critics of concierge-style
care, an ultimate verdict on this health-
care model will await further study.
The jury remains out.

ANTHONY J. LINZ, DO
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Residents’ Wisdom Regarding
Narcotics

To the Editor:
I read with interest the letter by Dr
Todd Fredricks in the November 2005
issue of JAOA—The Journal of the Amer-
ican Osteopathic Association (“Doctors’
dilemma: prescription pain medica-
tions.” 2005;105:493–495). I agree that
there are many patients who are being
prescribed narcotics for relatively minor
medical concerns and that it is relatively
easy for these patients to find physi-
cians who will fill prescriptions for con-
trolled substances. The improper pre-
scribing of pain medications can cause
a number of problems for physicians
and patients.1–3

One dilemma commonly con-
fronted by faculty members in resi-
dency training programs is how to
advise residents to treat a patient who
has a history of escalating narcotic usage
with no definite or objective physical
findings. During the Difficult Case Dis-
cussion, a resident case conference held
in Portland, Ore, in November 2005, 
I, as a faculty member, presented the
case of a patient of mine who had been
using narcotics (acetaminophen/
hydrocodone [Vicodin]; acetaminophen/
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oxycodone [Percocet]; methadone
[Methadose/Dolophine]; oxycodone
[OxyContin]) for a sustained period. I
then asked the residents to “guide” me
through a strategy of treating this
patient.

At the beginning of the conference,
I asked the residents to carefully con-
sider my patient’s medical history, the
results of his physical examination, and
the symptoms he described at each of
his encounters with me. I also let the
residents know that I was in a bit of a
quandary as to how to proceed with
my care for this patient.  

The patient was a 50-year-old man
who had symptoms of neck, shoulder,
and back pain for an unknown dura-
tion. He told me that the pain began
after a series of automobile accidents.
His first visit with me came after he
had “helped a friend move a refriger-
ator.” This activity prompted a trip to
the emergency department in which he
was treated for a flare-up of his neck
pain. The narcotic and muscle relaxant
prescribed by the emergency depart-
ment physician was not providing
enough relief, however. He said that
he came to see me because he wanted
something a little stronger. 

The patient told me that he had
recently been discharged from another
physician’s care for repeatedly missing
or being late for his appointments. He
said he had also been discharged from
a pain specialist’s care after testing 
positive for cannabinoids in his urine. 
Since being discharged, he had been
obtaining his pain medication by
ordering it from certain Web sites.
During this first visit with me, he
requested a small increase in his pain
medication, asking if he could have a
prescription for two Vicodin pills every
4 hours (compared with his existing
prescription of one pill every 4 hours).  

At our next meeting, which came
alarmingly just 10 days after our first
encounter, the patient told me that he
was about to run out of his Vicodin. 
He pointed out that he was taking his
pain medication exactly as I had pre-

scribed—one to two pills every 4 hours.
However, he added, he was taking a
total of 12 pills per day because, “I never
sleep more than 4 hours at a time.” In
fact, he told me with a straight face that
he probably could make due with a
prescription for 320 Vicodin per month
or a change in his prescribed medication
from Vicodin to Percocet or OxyContin.

A brief trial of OxyContin, which
is a longer-acting opioid than Vicodin,
failed to result in decreased usage of
Vicodin by the patient. He returned to
see me, reporting that he had again
been in automobile accident and was
in worse pain than before. He also told
me that he had not called the police or
emergency services (911) despite suf-
fering a 10-minute loss of conscious-
ness. During this third visit, we again
discussed options for nonnarcotic pain
relief (eg, anti-inflammatory medica-
tion, osteopathic manipulative treat-
ment, physical therapy, psychological
counseling, neurosurgery). I could 
not understand why this patient with a 
history of chronic pain was moving a
refrigerator. Nor could I understand
why he did not call 911 after his stated
loss of consciousness. 

Because pain is an inherently sub-
jective experience (pain has been
defined as “an unpleasant sensory and
emotional experience associated with
actual or potential tissue damage, or
described in terms of such damage”),4
my patient’s requests for narcotic pain
relief presents a dilemma. It is compli-
cated by the fact that he characterized
his experience of pain as a cause for sig-
nificant disability in his life. However,
he refused every other therapeutic
modality, including osteopathic manip-
ulative treatment, that I suggested. So,
I asked the residents at the conference,
“How would you treat this patient?”

I was pleased to hear the following
suggestions offered by the residents in
response to my question:
� You are not obligated to prescribe this

patient narcotics; you have enough
doubt about his motives to refuse to
supply him with these medications.

Tell him that you are not going to
provide him any more controlled
substances until you can better under-
stand his problems. 

� Explain to the patient that pain is a
physiologic response to injury that
can be further intensified if he is
depressed. Perhaps this patient could
benefit from other forms of treatment
(eg, antidepressants, psychotherapy),
rather than narcotics. 

� The patient should sign a narcotic
contract in which he agrees to spe-
cific parameters for his behavior. 

I discussed these suggestions with
my patient at our next—and final—
visit, and he responded by telling me
that he saw no need to continue as 
my patient. He said that if I was not
going to continue to prescribe him 
the pain medications that he was
requesting, he would find someone 
else who would. While I don’t typi-
cally relish losing a patient, I was some-
what relieved that he was quitting my
practice based on refusing my offer to 
provide him alternative treatments 
for his pain. Hopefully, the next physi-
cian that he contacts will request to 
see his past medical records.

For physicians who find themselves
with similar patient situations, I have
a number of recommendations. The
advice that the residents gave at the
conference is well worth considering.
Interactive discussions among health-
care providers can serve as an oppor-
tunity to use a “team approach” rather
than an individual approach in deter-
mining patient care. In addition, it is
important that physicians at all levels of
experience be exposed to quandaries
similar to this so that they don’t become
unwitting participants in drug seekers’
efforts to obtain narcotics.

I thank Dr Fredericks and the JAOA
for bringing this subject to light and
allowing a dialogue to occur.

MARK L. SHATSKY, DO
Assistant Professor of Family Medicine
Oregon Health and Sciences University
Gabriel Park Family Medicine Center
Portland, Ore
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Follow Precautions When
Prescribing Opioids

To the Editor:

Important issues were raised in the
letter by Dr Todd Fredricks in the
November 2005 issue of JAOA—The
Journal of the American Osteopathic Asso-
ciation (“Doctors’ dilemma: prescrip-
tion pain medications.” 2005;105:
493–495). The anecdotal experience
described by Dr Fredricks concerning
the abuse of opioids by patients with
no medical need for these pain medi-
cations highlights the valid concerns of
many physicians. To confront these con-
cerns, I urge physicians to review the
list, compiled by Cole,1 of common
practices that get physicians in trouble
when prescribing opioids. These prac-
tices include the following.
� Failure to evaluate the patient, such

as not obtaining a personal history
or conducting a physical examina-
tion of the patient.

� Failure to make any diagnosis prior
to starting treatment with a controlled
substance.

� Failure to obtain outside medical
records of the patient, to talk with
practitioners who previously treated
the patient, or to obtain any verifica-
tion at all of the patient’s condition.

� Failure to establish goals for treat-
ment (eg, reduction in pain, improve-
ment in function).

� Failure to suspect patient misbe-
havior or substance abuse (eg, no
screening for addictive potential, no 

monitoring through treatment).
� Failure to document the diagnosis,

treatment plan, and goals for treat-
ment, as well as the patient’s contin-
uing need for medication and test
results.

� Failure to understand what infor-
mation drug testing can and cannot
reveal about patients.

� Deviation from the physician-patient
“contract” (eg, patient misbehavior
is never addressed properly by the
physician). 

� Blind acceptance by the physician of
everything said by the patient
regarding his or her condition.

Being aware of these pitfalls and
following simple precautions to steer
clear of the dangers can help physicians
avoid the unfortunate experiences that
Dr Fredricks outlines in his letter, in
which a patient went from physician
to physician falsely claiming to have
posttraumatic stress disorder so that he
could obtain pain medication. Many
practitioners have learned the hard way
that strictly following such precautions
is crucial for the protection of their
patients—as well as for the protection of
themselves.

J. JERRY RODOS, DO, DSc
Clinical Professor of Behavioral Medicine
Midwestern University/Chicago College 
of Osteopathic Medicine
Downers Grove, Ill
Adjunct Professor of Social Medicine 
Ohio University College of Osteopathic Medicine
Athens, Ohio
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Calling All Osteopathic Physicians
in New England!

To the Editor:
I was glad to read the letter by Charles
Perakis, DO, in the November 2005
issue of JAOA—The Journal of the Amer-
ican Osteopathic Association (“Dynamic
duo: Maine-Dartmouth Family Prac-

tice Residency Program and University
of New England College of Osteopathic
Medicine.” 2005;105:495–496). Dr Per-
akis described the evolution of an osteo-
pathic family practice residency pro-
gram that is integrating well into an
allopathic residency program in Maine,
resulting in the development of many
family physicians in rural areas. I would
like to echo the plea of Dr Perakis for
former osteopathic medical students
and residents to assist in improving the
overall education of osteopathic resi-
dents throughout New England, as well
as in other parts of the United States.

I am the director of medical educa-
tion at the New Hampshire–Dartmouth
Family Practice Residency (NHDFPR)
in Concord, NH. Our Accreditation
Council for Graduate Medical Educa-
tion-accredited residency program was
launched in 1995. We have had an
established American Osteopathic
Association (AOA)-approved intern-
ship since 2002, and our application for
an AOA-approved residency program
has been submitted.

Since my tenure at the NHDFPR
began in 2000, I have observed the high
caliber of osteopathic medical students
who have graduated from the Kirksville
College of Osteopathic Medicine of A.T.
Still University of Health Sciences in
Mo; the New York College of Osteo-
pathic Medicine of New York Institute
of Technology in Old Westbury; the
Philadelphia College of Osteopathic
Medicine in Pa; and the University of
New England College of Osteopathic
Medicine in Biddeford, Me. The most
exciting aspect of this experience has
been watching the allopathic faculty
and staff at Concord Hospital also rec-
ognize the high caliber of students and
residents that the osteopathic medical
schools are turning out.  

I call out to New England osteo-
pathic physicians interested in bol-
stering resident education—especially
in the area of osteopathic manipula-
tive medicine—to help contribute to
the education of new osteopathic
physicians. I appreciate and extend a
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“thank you” to those who have already
had a part in this endeavor. I would
also like to thank Dr Perakis, who was
one of my instructors at the Univer-
sity of New England College of Osteo-
pathic Medicine in the 1992–1993 
academic year.

MOLLY E. ROSSIGNOL, DO
Osteopathic Director of Medical Education 
New Hampshire–Dartmouth Family Practice Residency
Concord Hospital
Concord, NH

Associate Clinical Professor 
University of New England College of Osteopathic
Medicine
Biddeford, Me

Associate Clinical Professor 
Dartmouth Medical School
Hanover, NH


