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INTRODUCTION 
The principles and practice of osteopathic medicine encompass 
a profession centered on holistic patient care. One of the most 
distinguishing differences between osteopathic physicians and 
their allopathic counterparts is the use of OMT, which is employed 
to treat an array of medical conditions.1 A.T. Still founded the 
osteopathic medical profession in 18922 and at the outset, manual 
medicine was greatly emphasized.3 However, since as early as 
the 1950s, there has been a steady decline in the use of OMT. 
Around the 1970s, there was a shift in the field where osteopaths 
became more specialized and “manipulative treatment [was]  
de-emphasized and [became] nonexistent.”3 One explanation for 
this downward trend could be an increasing number of osteopathic 
students who train in allopathic institutions as well as the recent 
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transition to a single accreditation system of post-graduate training, 
where programs are now accredited by the Accreditation Council 
on Graduate Medical Education (ACGME) instead of the American 
Osteopathic Association (AOA).4 Additionally, it has been shown 
that interest and training in OMT steadily declines through formal 
training.5 Possible reasons for this include time restraints, other 
professional interests, poor reimbursements, unsuitable facilities, 
lack of a philosophic environment and patients’ lack of interest in 
OMT, amongst other explanations.2 Additionally, it has been shown 
that osteopathic physicians perform OMT less as their career 
progresses.6 These findings are concerning because they illustrate 
a decline in the use of OMT and in the status of osteopathic 
medicine as a field distinct from its allopathic counterpart. While 
most osteopathic physicians feel there are philosophic differences 
between osteopathic and allopathic medicine, they also feel that 
OMT is a distinguishing feature.4

OMT is a safe and effective treatment for various conditions, 
can be used at any age, and serves as a potential alternative to 
pain medications.7,8,9 OMT has been shown to help treat many 
musculoskeletal issues, including chronic low back pain and neck 
pain, and can lead to improvement of pain and function.10 One 
of the most common reasons for patients to visit their physician 
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FIGURE 1:

Point-of-care OMT poster

is low back pain, which is also a leading cause of disability.11,12 As 
OMT has been shown to be an effective treatment for chronic 
low back pain and is recommended by the American College of 
Physicians, implementing this treatment modality can be beneficial 
to patients.8,13 Applying effective nonpharmacologic treatments to 
chronic pain is especially important in light of the increasing number 
of people experiencing chronic pain and the opioid epidemic our 
nation is currently facing.14,15,16

Finding ways to increase OMT implementation can be challenging. 
However, previous studies have shown that point-of-care health 
promotion and treatment reminders in the exam room can 
influence physicians.17 Additionally, it has been shown that patients 
appreciate health information materials in the office, such as 
leaflets and posters.18 Our study set out to explore whether point-
of-care posters that promote OMT increase the frequency with 
which OMT is performed.

METHODS
Posters promoting and briefly describing OMT were placed in two 
of four family medicine offices in a large academic family medicine 
practice, with the offices without posters essentially serving as 
a “control.” The posters were created by the researchers and 
included a photo of OMT being performed with a brief description 
of OMT and a list of common diagnoses that can benefit from 
OMT (Figure 1). Of the four practice locations, two of the offices 
staff family medicine residents as well as attending physicians. 
The other two offices were staffed with attending physicians only. 
When selecting the offices in which to place the posters, one office 
with residents was chosen and one office with attending physicians 
only was chosen to minimize differences between the two groups. 
All four offices were located in a suburban area and were staffed 
with osteopathic family physicians. Physicians in these offices were 
not made aware of the presence of the posters, nor was the project 
brought to their attention. To track the use of OMT throughout the 
offices, an automated report examining billing patterns for the five 
months prior to and the five months during poster placement was 
obtained. Report parameters included the following: age, gender, 
ethnicity, CPT code for OMT and somatic dysfunction ICD-10 codes.  

Regression Model

We have used a two-period probit regression model to estimate 
the effect of posters on the number of patients choosing OMT. The 
regression model is given below:

Yit = β0+ β1Interventiont+β2 Xit + μit

The dependent variable Yit is a binary variable that takes the value 
1 if it is a patient from the experiment group and 0 if the patient 
is treated with OMT in the control group during time period t. The 
subscript i denotes the clinical group to which the patient belongs; 
experiment or control. Running the probit regression gives us the 
probability of a patient receiving OMT in the experiment group 
clinics compared to one of the control group clinics. The variable 
Interventiont is another binary variable that takes the value 1 if the 
patient is treated with OMT during the experiment phase and it 
takes the value 0 for OMT in the pre-experiment phase. Xit is the 
set of demographic variables like the patient’s age, gender, race, 

etc. For our analysis, β1 is the main coefficient of interest as it 
captures the change in probability of a patient receiving OMT in the 
experiment group clinics during the experiment phase. A positive 
coefficient indicates that patients are more likely to be treated with 
OMT in the two clinics in the experiment group as compared to 
the control group clinics during the time period the posters were 
displayed.

RESULTS
Data before and after poster placement were compared and probit 
regression analysis was performed. Before poster placement, 
9,171 patients were seen in the control group offices (offices 
without posters), with 88 patients having been treated with OMT. 
In comparison, 9,381 patients were seen in the experimental group 
offices (offices with posters), with 335 patients having been treated 
with OMT. In the period during poster placement, 7,682 patients 
were seen in the control group offices, with 58 patients having 
been treated with OMT, while 8,384 patients were seen in the 
experimental group offices with 374 patients having been treated 
with OMT. Table 1 summarizes the demographics of the patients 
treated with OMT in all offices during the timeframe of the study as 
well as the patient population of the practice. A majority of patients 
who received OMT in both groups were Caucasian females with an 
average age of 48 to 49 years old. Race, gender and age range of 
patients were comparable in both groups. 
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TABLE 1:

Descriptive statistics (mean values) of the patients treated with OMT in all offices during the timeframe of the study as well as the patient population  

of the practice.

TOTAL 
PATIENT 
POPULATION

OMT  
PATIENTS

EXPERIMENT PHASE PRE- 
EXPERIMENT PHASE

Observations 34,618 855 432 423

Female 63.7% 74.2% 73.3% 75.4%

Male 36.3% 25.7% 26.6% 25.1%

Asian 2.1% 1.9% 1.9% 1.9%

Black/African American 20.1% 10.1% 7.6% 12.7%

Native American/Alaskan 
Native

0.2% 0.2% 0% 0.5%

Native Hawaiian/Pacific 
Islander

0.2% 0.1% 0.2% 0%

Other 1.9% 1.4% 3% 2.6%

White 65.1% 76.6% 78.4% 74.5%

Age (years) 58.18 48.79 48.9 48.6

The data shows a positive correlation for those receiving OMT who were exposed to the posters, as compared to those who were not 
exposed such that there was an increase in OMT performed in the offices with posters advertising OMT during the intervention period. 
Table 2 shows the probit regression analysis for the intervention period.

TABLE 2:

Probit regression analysis for the intervention period

VARIABLES PROBIT 
REGRESSION (1)

MARGINAL 
EFFECTS (2)

Intervention period 0.267** 0.0653**

(0.104) (0.025)

Gender -0.311** -0.070**

(0.127) (0.026)

White -0.446** -0.096**

(0.183) (0.034)

Black -0.689*** -0.210***

(0.227) (0.080)

Age -0.00173 -.0004

(0.00364) (0.00089)

Constant 1.581***

(0.269)

Observations 854 854

Column 2 of Table 2 gives us the marginal effects of a probit 
regression that analyzes the effect of the intervention on the 
experimental group. Interestingly, we see that the probability 
of patients seeking OMT treatment in the experimental group 
increased by 6.5% during the intervention period. There are several 
interesting demographic results, as well. We see that the two 
major racial groups, White and Black, are less likely to use OMT 
techniques compared to patients from other racial categories such 
as Asians and Native Americans in the experimental group. Age 
doesn’t seem to have an impact on the number of patients seeking 
OMT treatment.

The data would indicate that point-of-care posters can potentially 
increase the use of OMT in the primary care office setting.

DISCUSSION
As illustrated by this study, OMT utilization can potentially increase 
with the implementation of point-of-care reminders. While there 
are various perceived barriers to OMT from some physicians’ 
perspectives, a simple poster in the exam room may lead to the 
introduction of OMT into the care of some patients.6

It should be noted this study did not delineate how many of the 
patients’ visits were follow-up OMT visits, as opposed to initial visits. 
Although the impact of the posters may have been overestimated 
due to this deficiency in delineation, the actual number of OMT 
procedures may have also been underestimated due to the fact 
that there could have been some variability in OMT billing practices, 
especially with residents in the offices. Another limitation of this 
study is the baseline difference in the number of OMT procedures 
performed between the two groups. While the total number of 

Robust standard errors in parentheses 

*** p<0.01, ** p<0.05, * p<0.1 

Control group: patients seen in office without posters advertising OMT  

Experiment group: patients seen in offices with posters advertising OMT  

Intervention: Posters placed in the offices designated in the experimental group
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patient encounters was similar, there was a contrast between the 
number of OMT procedures performed at baseline, which would 
indicate fewer physicians performing OMT at those control group 
offices. 

Moving forward, studies should explore whether the utilization 
of OMT differs at various stages of medical training as it would be 
interesting to investigate whether there are differences in OMT 
usage among residents and attending physicians. Finally, continued 
exploration of point-of-care reminders and further examination of 
their impact both for patients and osteopathic physicians would be 
both interesting and helpful to improve practice and patient care.  

CONCLUSION
This research shows that placing OMT posters in select family 
medicine offices resulted in an increase in OMT use. This observed 
increase may be explained by the patient's increased awareness 
of the benefits of OMT and/or the posters simply reminding 
osteopathic physicians of the benefits of OMT. Whatever the cause, 
the outcome of increased OMT usage has the potential to improve 
patient care in osteopathic practice. Moreover, these findings may 
be particularly useful in combating the current health emergency 
we are experiencing in the opioid crisis. Studies have shown that 
a comprehensive approach to chronic pain treatment should be 
taken, including nonpharmacologic modalities.14 Expanded use and 
awareness of OMT has the potential to decrease pain medication 
prescriptions and increase functionality through conservative 
measures. 
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