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Words from the editor

Dear readers and Colleagues,

| am glad to present the fifth edition of the
Nordic Osteopathic Journal. This magazine

is a result of a collaboration of all the Nordic
countries and would not be possible without the
writers and contributors.

You will find a variety of articles, and | hope
you will find something that catches you. In this
magazine you can read, amongst other things,
a follow-up on the role of osteopaths in sports
medicine, dysfunctions in the Sl-joint, and how
the landscape of osteopathy is changing — and
many more.

| wish to extend my thanks to all our contribu-
tors, as well as all the presidents of the national
osteopathic communities.

| wish you all a pleasant and informative reading.

Formanden har ordet

Kaere Kollega,

Endnu et &r gar snart pa haeld og nu er det fem
et halvt ar siden osteopater blev autoriserede

i Danmark. Tiden er flgjet afsted, og det er

med stor glaede og taknemmelighed, at jeg ser
tilbage pa alt det vi har opnaet som forening.
Danske Osteopater (DO) trives og vaekster

som aldrig far. | skrivende stund teeller vores
medlemmer omkring 360 i alt, og der er udstedt
311 autorisationer til osteopater. Vi har en hgj
organisering af medlemmer i vores forening, og
der er sdledes ganske fa autoriserede osteopa-
ter der ikke er medlem af DO, hvilket er tegn pa
en steerk feellesskabsand.

Arets absolutte hgjdepunkt var fejringen af
vores 10-ars jubileeum som officiel forening og
samtidig 5 ar som autoriseret sundhedsprofes-
sion til drets Fagkongres tilbage i april. Det var
et par fantastiske dage med spaendende faglige
opleeg, konstruktive dialoger og mader pa tvaers
af vores organisation. Fagkongressen er blevet
den arlige samlende begivenhed, hvor kollegaer
modes pa tveers af forskellige uddannelsesmaes-
sige baggrunde, klinikker og landsdele. Det

var en sand forngjelse at opleve den store
opbakning, gode stemning og det fantastiske
fremmade, hvilket vi haber gentager sig il
naeste ars Fagkongres, der afholdes den 19. og
20. april, hvor vi blandt andet skal undervises af
professor Christian Fossum, Dr. Steven Vogel og
Dr. Roger Kerry.

Af arets andre vigtige projekter vil jeg fremheeve
indfgring af vores forsggsordning, Kontinuer-

lig Faglig Udvikling (KFU), et projekt der blev
godkendt til vores Generalforsamling tilbage i
2020. Vi ser frem til at fglge med i hvordan vores
medlemmer evaluerer forsggsordningen over de
naeste par ar. Dertil har vi gennemfgrt en sporg-
eskemaundersggelse der omhandler faglighed,
fremtid og feellesskab i vores forening. | un-
dersggelsen har vi forsggt at afdeekke en reekke
faktorer der vedrgrer foreningens arbejde og
formal, igangveerende samt fremtidige projekter.
Det er ngdvendigt at "tage pulsen” regelmaes-

Ingrid Nicander
Osteopath and editor
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sigt blandt alle vores medlemmer, og hore jeres
meninger og holdninger, da foreningen veekster
stgt og alle medlemmer, nye som gamle, skal
hares.

I lgbet af aret har vi desuden afholdt en reekke
webinars, bade i Danske Osteopaters regi og
sammen med vores kollegaer i Nordic Osteo-
pathic Alliance (NOA). Disse webinars har veeret
spaendende og udviklende, og jeg héber, at de
af jer der ikke havde mulighed for at deltage
live, har haft glaede af at se dem efterfglgende.
Vi fortsaetter desuden vores engagement i det
feelles europaeiske projekt, Patient Reported
Outcome Measure (PROMs), en klienttilfred-
shedsundersggelse, som alle autoriserede
medlemmer af DO kan tilmelde sig, og som du
kan lzese neermere om i denne udgave af Nordic
Osteopathic Journal (NOJ).

Som formand for Danske Osteopater er jeg
fortsat stolt af at repraesentere jer, og bade stolt
og taknemmelig for vores dygtige og ihserdige
bestyrelsesmedlemmer, suppleanter og ledelsen
i Dansk Selskab for Osteopati, samt jer der
repraesenterer professionen i forskellige udvalg
og rad. Jeg ser frem til vores kommende jule-
frokost i Kebenhavn og Nytarstaffel i Nordjylland,
og tusind tak til vores kollegaer der stiller lokaler
til radighed for vores arlige begivenheder.

Jeg gnsker dig en rigtig dejlig jul og et fantastisk
nytar, og haber, at vi ses til et af vores arrange-
menter!

Hanna Témasdottir

Formand for Danske
Osteopater
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Dear colleagues,

Dear colleagues, times are changing
for the osteopathic community and
the whole healthcare sector. There is a
severe lack of health personnel, espe-
cially nurses and general practitioners,
and health services struggle to meet
the demand.

In several countries worldwide, especially the
UK, there is a significant lack of osteopaths

to cover open positions, leaving the regulator
and association somewhat worried when also
seeing declining numbers of new students. The
picture is though not all black, as some institu-
tions are in good development and attracting
new groups of students.

In the Nordics, we are happy to see a profes-
sion that is growing and becoming more and
more established, but there are also challenges
in our area of the world. We need to continue
to work for nationally accredited education to
be delivered in all Nordic countries and for a
statutory regulation to be installed in Sweden
as the last of the five Nordic countries. With
this in place, the Nordic would stand out as one

of the most well-regulated regions globally,
which would align with the vision of regional
reciprocity and harmonization presented by
the Nordic Ministry. Some critical voices can be
heard expressing their worry that regulatory
framework and accredited education could lim-
it the profession. For us, it is crystal clear that
statutory regulation and accredited education
are crucial for setting good standards for osteo-
pathic practice. These measures will ensure the
profession’s future and valued position within
the healthcare services.

Nordic osteopathic healthcare is mainly deliv-
ered as a primary service, with osteopaths run-
ning private practices. There is a clear demand
for osteopathic healthcare from the general
public, and many Nordic health insurance pro-
vides reimbursement for consultations. At the
same time, it takes its toll for new graduates to
start a practice and get the ball rolling.

We see a clear and positive trend towards
osteopaths running practices in cooperation
with colleagues, osteopaths, other healthcare
professionals, and fewer sole practitioners.

Molinari Institute of Health

This will improve healthcare provision as
working in teams and engaging with compe-
tent colleagues are generally good features of
any severe service. Teaming up as the Nordic
Osteopathic Alliance has proven to be good
for our osteopathic community, regionally and
nationally. We will continue to draw from our
mutual experiences and continue to work to
promote osteopathic healthcare in the Nordics
and beyond. Finally, we welcome you all to
Oslo for the 2024 edition of the Nordic Osteo-
pathic Congress. Hope to see you there!

Kind regards,
The NOA presidents.

Laura Lee Calonius, Finland
Emmelie Hansen, Sweden
Hanna Témasddttir, Danmark
Tomas Collin, Norway
Haraldur Magntsson, Iceland

DIPLOMA IN WOMEN'S HEALTH - OSTEOPATHY
for the first time in Odense - Denmark

Two-year part-time course

Led by Prof Renzo Molinari (40 years' experience in this field)
Reserved for qualified osteopaths

Covers all the various stages in a woman’s life

Delivered by an international team of world-renowned lecturers including
medical and health professionals

Registration
open

Teaching clinic with real patients
Designed to fit with busy professional lives
Inclusive and supportive classroom environment
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A changing landscape
for Osteopathy

Text: David Josefsson

The landscape for osteopathy is chang-
ing. Not just in terms of Osteopathic
culture, popular theories and tools for
practice. The very base for practice is
the patients seeking Osteopathic care
and our knowledge about that particu-
lar group is expanding and demanding
new perspectives.

The predominant explanatory models
for musculoskeletal pain have been
dismantled one after the other in recent
years. This is true both in regard to
established conceptions within conven-
tional health care as well as classical
osteopathic models. The biomedical
and biomechanical paradigm has been
overthrown. Patoanatomical models of
pain have been questioned after a tidal
wave of studies showing weak or non-
existent correlations between radiologi-
cal findings and pain (1,2,3).

Kinesiopathological models that have
been diligently used within physiote-
herapy have also been questioned,
when the lack of scientific support have
become increasingly obvious. Things
like lower back rounding, knee valgus
and scapular dyskinesis have failed to
predict pain, despite being preached as
the root cause of common complaints
(4,5,6). The same is true for models
focusing on motor control like core
stability or the "sleepy butt syndrome”
(7,8,9).

The traditional osteopathic models tend
to fall somewhere in between, with
ingredients of both patoanatomical and
kinesiopathological elements, as well
as more imaginative attempts of tying
static or dynamic examination findings
in the movement apparatus to painful
states. Many connections like this have
been thoroughly tested without any
findings of casual relationships (10,11).
This challenge to our profession have
more recently been brought up by Dr
Oliver Thompson with more than a
little commotion within the osteopathic
society (12).
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No matter what one may feel in regards
to the criticism of our models and work-
ings, we likely just have to accept that
the driving causes of musculoskeletal
pain is not mainly going to be found
within the body of the patient, but rather
in the elements of her life. An increasing
number of studies points to correlations
between painful states and different
types of habits, behaviours, psychologi-
cal and social factors, external stressors
and general determinants of health
(13,14,15,16).

This means that we have to consider all
of theese factors if we want to help our
patients in the best possible way. If we
do, then maybe we can actually name
Osteopathy an holistic practice for real.

We are not alone in facing this chal-
lenge and the argument for expanding
the management of musculoskeletal
pain have been made elsewhere (17).

There are attempts being made in other
areas of healthcare to expand the scope
of practice, using concepts such as the
biopsychosocial model and personcen-
tred care. In my work as a teacher and
tutor | find students and young osteo-
paths embracing concepts like this in
theory, while struggling with its real life
applications. How can we in a concrete
way, work with the patients cognitive
conceptions, behavioural patterns and
social structures etc in order to affect
somatic symptoms?

There is no obvious answer to this
question, however the first step must

be posing it in the first place. There is
also some solid work being done in this
field, where Peter O’Sullivans Cognitive
Functional Therapy (CFT) have rendered
itself quite some attention more recently
(18). Springing from physiotherapy, one
of the main tools within CFT is therapeu-
tic exercise. At the same time there is

an active struggle within the system to
demystify the direct effects of exercise
and bring focus to the ways in wich they
may support broader goals within a
biopsychosocial framework.

It should be well within reach for Os-
teopaths to make use of their toolbox

in the same way. Instead of losing our
spirit over the fact that our models don’t
stand the test of time, we should focus
on replacing them with more construc-
tive ones.

In my own experience, manual thera-
py is an incredible tool for influencing
many of those factors that we now know
have an actual effect on musculoskele-
tal pain. Touching the patient is perhaps
the most potent tool for therapeutic
bonding and confidence-building.
Pleasant and soothing touch is also the
most intuitive practice among humans
for managing distress, be it physical,
psychological or emotional. Making use
of that hard-earned physical compe-
tence by offering a thorough manual
examination often means building even
more confidence and security, setting
the stage for a productive therapeutic
conversation and patient adherence
when discussing subsequent matters of
for example behavioural changes.

The "scientification” of musculoskeletal
health has in some sense brought with
it a biproduct of practical paralysis.

No model or tool seems to be potent
enough to invest in. Lots of studies have
been focusing on the way things do not
work as well as the effects and values
we can not expect. The subsequent
result is patients complaining over their
care with words like:

”] didn’t even take
of my clothes”
or

”The doctor didn’t
even touch me”

If we want our patients to open up
about their everyday practical hardships
or emotional lives, let alone be pre-
pared to engage in informed lifestyle
changes, then we likely first have to



accommodate their expectations and
wishes. Osteopaths may have a unique
position to do so by just staying with
ingrained rituals. Listening (case history
taking), looking (inspecting) and feeling
(palpating) means validating the person
and their suffering. When the patient
feels seen and understood, we are most
likely in a better position to be heard,
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if advocating for example increased
levels of physical activity or cessation of
smoking.

Many of our tools like joint and soft
tissue manipulations also have valua-
ble potent short term effects on pain
that may be used as a stepping stone
for other interventions. A respite from
pain may create space and energy for
habitual change, as well as demonstrat-
ing the adaptability of the human body
to instill hope and motivation. Changing
the outlook on life and getting more
physically and socially active may then
be the key to long-term effects on pain
and disability.

In the same way that looking at and
touching a painful body part is a way

of communicating interest and con-
cern in the patients situation there is
also something symbolically important
about being able to physically adress
that body part. It is yet another way of
demonstrating an understanding for the
problem and initiate the mental process
of the patient that hopefully will result
in expectations of change. Once that
very difficult step is achieved, when the
patient actually believes in the process,
all other measures becomes more
accessible.

We must also remember that while
some particular (osteopathic) treatment
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all is guaranteed to also have no effect
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and physically adressing the patients
complaints, we have done half of the
work. We can then make use of the
process and our position to build more
constructive belief systems regarding
the body and pain, support better stress
management strategies and inspire
healthier lifestyle choices, among other
things. Such a comprehensive manage-
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Osteopath & Physiotherapist
Lecturer & Author
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But my treatment works...
- Contextual effects

Text: Lau Saugman Hansen

Osteopaths treat patients primarily

via manual techniques to the joints,
muscles, viscera and cranial structures.
When a given outcome is observed

in a patient, the manual treatment is
thought to contribute to this outcome.
Contemporary research reveals that
other factors besides the active osteo-
pathic manual treatment are important
to the outcome [1]. These factors are
called contextual factors (CF) and the
purpose of this article is to make oste-
opaths more aware of CF in the clinical
setting. CF can be defined as

"By definition, CF are physical, psy-
chological and social elements that
characterize the therapeutic encounter
with the patient” [1].

In the following some of these CF will
be reviewed regarding their effect on
pain outcomes. The literature around
CF is not homogenous so different
research will present different factors as
CF. The most researched CF will be the
discussed in this article.

Natural recovery and regression to
the mean

Some CF are not influenced by the clini-
cian. Natural recovery and regression to
the mean (RTM) are phenomena where-
by patients get better without our inter-
vention and those should be accounted
for when a given outcome is observed.
We might see a client with acute low
back pain (LBP) and use manual therapy
as an intervention and after a week the
patient reports NRS going from 8 to 2.
We might conclude that the treatment
worked but it could also be the result of
natural recovery and RTM. What would
have happened if the clinician had cho-
sen sham treatment, such as detuned
ultrasound, simple advice or no treat-
ment? Some research suggests that the
patient would report the same outcome
[2, 3]. Research also suggest that sham
osteopathic interventions equals active
treatment for subacute LBP [4]. RTM in
our field is that patients seek help when
their pain is at the worst. Clinicians see
patients with chronic pain or fluctuating

8 Nordic Osteopathic Journal

pain and these patients come to us
when pain levels are high and rarely
when pain is low. As in the more acute
cases, these patients pain levels also
naturally decline to a lower level with
or without treatment (5). We cannot
conclude that it is solely the osteopathic
treatment which helps the individual
with pain, acute or chronic. Natural re-
covery and pain fluctuations are part of
this. Voltaire said: “The art of medicine
consists of amusing the patient while
nature cures the disease”.

CF That are influenced by clinicians are
also important. In the next section pa-
tient expectations, therapeutic alliance
(TA), positive / negative communication
and their influence on pain outcomes
will be reviewed.

Patient expectations:

Patient expectations, that is, do the
patient think they will recover or not,
influence their outcome [6]. These
expectations influence outcome more
for future work participation and less
for pain. This can be investigated by
asking our patients at first consultation
if they think they will recover (e.g. on
a NRS scale 0-10). Exploring expecta-
tions and asking questions like: “what
do you think will help”, “why don’t / do
you think your pain can get better” can
be very helpful. Having this discussion
is important and part of the shared
decision-making process. As licensed
health care professionals osteopaths
have the responsibility to provide
evidence-based treatments, and this
includes taking patients view on their
health issues into account.

Therapeutic alliance (TA)

TA is used in psychology and one of the
most cited psychologists regarding TA
is Edward S. Bordin. Bordin defined TA
as [8]:

“A successful TA as one that establish-
es an affective bond between the client
and the clinician, as well as mutual
agreement of goals and interventions”.

Experimentally TA can be manipulated
in the clinical setting, an “enhanced”
or “limited” TA [7]. The enhanced TA

is shown to give better pain outcomes
with the same active treatment [8, 9].
That is, with the same osteopathic treat-
ment we can possibly get better pain
relief with a good TA — i.e., a “thoracic
inlet” focused treatment with enhanced
TA will give better pain relief than tho-
racic inlet with limited TA. TA is a skill,
like osteopathic techniques, and can be
learned. From the article by Fuentes et
al. [7]:

“TA relies on “a complex interplay of
technical skill, communicative compe-
tence, and the reflective capacity of the
therapist to respond to the patient in
the moment of therapy.” The TA is more
than the communication between the
patient and the therapist. For example,
the TA involves the sense of collabo-
ration, warmth, and support that are
critical aspects of this construct.”

Listening to the patient without interrup-
tion, reflective questioning (for valida-
tion and to be sure we understand),
trying to see the situation from the
patient’s viewpoint, empathy and shared
decision-making are important factors
to establish a strong TA. Osteopaths

are in a strong position to establish this
because we often have more time than
other health care professionals.

Positive / negative communication:
“First, do no harm” is part of bioethics in
healthcare. That is, partly, why osteo-
paths are taught about contraindications
for treatment. Clinicians do not want to
manual treat a fracture, cancer, infection
etc.

As our physical treatments, communica-
tion can also affect the outcome to the
better or worse (“placebo” and “noce-
bo”) when we deal with subjective out-
comes such as pain. Imagine an acute
LBP patient at the clinic. The osteopath
goes through the assessment and often
communicate the findings to the patient.
It could be: “you have a rotated Sl-joint”,
“your thoracic spine is blocked or “your
first cervical vertebra is rotated”. We
have been taught these diagnostic
labels, but to communicate those to

the patient can do harm [9]. In radiolo-
gy communication about MRI findings



affect pain outcome and recovery
expectations to the better or worse [10],
[11]. Research shows, that how a manip-
ulation technique is presented affects
pain outcome (12). If positive communi-
cation around the technique is used, a
stronger hypoalgesic effect is observed
and a negative communication give
rise to a hyperalgesic effect, that is
patients report more pain. The same

is seen for exercise (13). In the clinical
setting with the acute LBP patient, after
screening for red flags, suggestions for
communication could be “l understand,
that your situation is very painful, but
the prognosis is good and the pain

will likely decrease” (14), “There are no
concerning findings in the examination”,
“your back is robust and strong”. At the
same time, clinicians should validate the
experience of pain and the non-verbal
communication should be equivalent to
the verbal. Manual techniques can still
be used, but the technical specificity of
those techniques is doubtful (15, 16) so
avoiding non-valid examination findings
is important.

Conclusion:

When we see patients, we should re-
flect upon the contextual factors that in-
fluence the clinical setting and outcome.
A given outcome for a patient is not
only due to the osteopathic techniques.
Natural recovery, regression to the
mean, patient expectations, therapeutic
alliance and our way of communication
are important factors that influence
patient outcome. Research estimate that
50-75% of the effect are due to these
factors [17,18]. It is a hope that more
osteopaths will take an interest in these
areas, and more post-graduate educa-
tion will emerge empowering osteo-
paths competency in the field. For more
information on how to tackle the CF

of the osteopathic practice the reader
could find inspiration in the references
of this article.

Lau Saugman
Hansen

Bsc. Pt., Osteopath M.D.O.
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Is it loose, is it

fixed..What is it?

Text: Andreas Senderriis

An update on Sacroiliac joint pain

A common clinical challenge

It's not uncommon for a clinician to deal
with clients suffering from pain in the
area of the Sacro lliac joint (SIJ). Up to
50 % of women experience SlJ pain
during pregnancy, but the condition isn’t
isolated to this group of clients alone [1],
[2]. A wide range of clients experience
this type of pain and the condition is
associated with different risk factors
such as strenuous workloads, obesity,
lower back pain, multidirectional sports
and physical trauma [1], [2]. Recently
there has been a debate in Denmark
regarding the cause of pain related to
the SIJ — especially regarding pregnan-
cy related pelvic girdle pain. This article
focusses on the clinical reasoning be-
hind understanding and treating clients
suffering from SIJ pain.

Movement dysfunctions

Movement dysfunctions such as hypo-
or hypermobility in the SIJ has been
described as an essential part of the
pain mechanism [1], [3] but in light of the
evolving understanding of pain science
this biomedical understanding of pain is
being questioned [4], [5].

The debate on the cause of SIJ pain
isn’t new, but the biomedical narrative
of movement dysfunctions as being the
cause of the pain is still firmly integrated
in several parts of the Danish healthcare
community and the public understand-
ing of the pain mechanism. In manual
professions such as osteopathy, chi-
ropractic, and physiotherapy it is often
believed, that lower back and SIJ pain
is caused by movement dysfunctions,
pelvic asymmetry, faulty joint positions,
tissue-stretching or other mechanical
causes. [5]-[9]

There is little evidence to support this
biomechanical pain theory and using
this as the analytical foundation for
clinical reasoning is problematic [5], [8],
[10], [1]. Even though there is a historical
tradition for analysing SIJ pain through a

10 Nordic Osteopathic Journal

mechanical perspective, a problem arise
with the causal relationship between the
movement dysfunction and the pain [4],
[5]. Instead of faulty movement being
the cause of the pain, the clinician must
ask him or herself if the patient is mov-
ing differently because they are in pain
[12], [13]. So where does the clinician
start the examination if mobility isn’t the
focus of the clinical approach?

Testing for pain

Safety is the foremost important part

of any clinical examination [14]. The SIJ
has a rich supply of neural fibres with
nociceptive abilities [15], [16] which can
be an important part of the subsequent
experience of pain [12]. If the osteopath
suspects trauma, pathology, or physio-
logical reactions to overloading of intra-
and/or extra-articular SIJ tissue and
structures, further clinical examination
is normally undertaken. Pain provoca-
tion tests and mobility tests are often
used in the examination of the SIJ [5],
[17]. Most clinical SIJ tests have limited
reliability and validity on their own, but
in combination the provocation tests
have shown a good diagnostic validity
and are considered a reliable method
in discriminating SlJ related pain from
pain in the lower back or hip [5], [17],
[18]. But increased sensitivity of the
joint structures is only a fraction of the
multidimensionality of the human pain
experience [12] and isn’t necessarily
related to movement dysfunctions [5].

The problem with testing for Sl
joint mobility

Testing Sl joint mobility is often part of
the examination process. It has been
suggested that clinicians are able to
detect some degrees of SIJ mobility [19],
[20], but because of the multiple layers
of tissue surrounding the joint and the
limited degree of joint movement, valid-
ity and reliability of SIJ mobility tests in
general has been shown to be poor [5],
[21], [22].

If the clinician suspects a decreased
SIJ mobility it is often interpreted as the
cause of the pain, but this understand-
ing of the pain mechanism is likely to

be the result of reversed causality. A
decreased lumbo-pelvic movement is
just as likely to be the result of the pain
and not the other way around. The SIJ
mobility is a part of the general lum-
bo-pelvic movement, but there is little
evidence to support the use of Sl joint
mobility tests as a diagnostic tool [5],
(8], [10].

Avoiding Nocebo

Most clinicians are aware of the unde-
sirable effects of Nocebo, which in this
context is a term that covers the harmful
effects of poor patient communication.
This must be avoided in the clinical
management of musculoskeletal pain
disorders. In situations where there is

a strong correlation between pain and
structural pathology such as severe
degrees of disc herniations or spinal
stenosis, a pathoanatomical explanation
can be a helpful part of the commu-
nication strategy. The problem with
explaining pain to a client solely from a
pathoanatomical perspective is the pos-
sibility of fear avoidance behaviours and
negative patient beliefs and emotional
responses which can undermine the
perception of reversibility of symptoms.
(41, [11], [23]

A biopsychosocial approach to
analysing the SIJ Pain

After ensuring that there is no under-
lying pathology or tissue damage the
clinical examination can focus on factors
that influence the client’s perception of
threat, physical limitations, and psycho-
logical and social barriers [4], [5], [24],
[25].



Analysing the SI1J Pain

« Which movements, situations or
activities are limited because of
the pain and in what way?

- What is the clients pain narrative?
This could be comments like “I
have a loose pelvis” or “my SlJ is
out of place”.

- Are there social factors that influ-
ence the perception of pain or the
client’s health behaviour?

« Are there psychological issues
that influence the perception of
pain or the client’s degree of em-
powerment?

« What is the degree of health
literacy? And how can the client
be supported in his or her under-
standing of the situation?

- Are there contextual factors that
influence the situation?
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The capable human

A personal text revisiting person-centered

care in osteopathy

Text: Niklas Sinderholm Sposato

Person-centered care has become a
popular mantra in modern healthcare.
Sadly, the concept risks dilution if it
isn’t paired with a genuinely progres-
sive understanding and implementa-
tion.

In this personal reflection, | wish to
share perspectives that have shaped
and aided my comprehension of what
person-centered care might entail.
Numerous person- and moral-philo-
sophical thoughts have been contex-
tualized within this care model, and it's
sometimes difficult to grasp one’s own
thought processes. To me, perhaps the
work of Paul Ricoeur has been more
meaningful than that of others in these
matters. His perspectives, mediated
through my pre-understanding and
narrative, have often helped me anchor
fleeting ideas and made them more
accessible. Perhaps they might also be
helpful for you.

Ricoeur emphasizes the idea of the
“capable human” and thereby describes
every person as a unique individual

with their own experiences, needs,
resources, and goals. In an osteopathic
and person-centered context, this might
entail a healthcare encounter that focus-
es not only on physical symptoms but
also on a person’s life situation, social
and cultural contexts, emotional and
mental states, and how these factors
can influence their physical and general
well-being. These words and thoughts
probably sound familiar to many, and
most osteopaths would likely agree that
this is both crucial and worth striving for.
As | see it, however, the real challenge
still lies in mutual understanding and
implementation.

Our collective work, then, revolves
around trying to comprehend and
assimilate another person’s multifaceted
existence through the only filter we pos-
sess, our own experiential knowledge
and understanding. Ah, that immedi-
ately sounds much more challenging
and it's therefore easy to see why some
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might cling to outdated, one-dimension-
al biomechanical or obscure treatment
models. However, if we wish to progress
as a profession and as individual car-
egivers who embrace an honest striving
toward person-centered osteopathic
practice, we need to put in the effort. At
the core of it all, | believe, lies commu-
nication. Mutual understanding around
concepts requires a dialogue in which
parties actively aim to comprehend
each other’s perspectives. This also is

a quality that Ricoeur attributes to “the
capable human”. For that reason, we
need to be individuals who can tran-
scend our limited viewpoint and remain
receptive to understanding and being
understood. In this context, Ricoeur’s
ideas about narrative identity might also
prove useful. By sharing stories and
experiences, we can gain insight into
each other’s preconceptions, thus more
easily achieving mutual understanding.

Extending the scope of person-cen-
teredness in the framework of inte-
grative care, osteopathy may offer a
bridging role to multidisciplinary care. At
its best, osteopathy not only addresses
symptoms in and related to the mus-
culoskeletal system, but also acknowl-
edges the interconnectedness of body
systems, incorporating (to appropriate
extents) elements of nutrition, mental
health, and even spiritual well-being into
the treatment strategy. Such approach
inherently respects the patient’s narra-
tive, welcoming it as a valuable con-
tributor to the diagnosis and treatment
process. In a truly integrative setting,
the osteopath collaborates with other
healthcare professionals to ensure

that the care provided aligns with the
individual’s unique set of needs, goals,
abilities, and experiences. This collabo-
rative effort exemplifies the profession’s
ongoing evolution toward comprehen-
sive, person-centered care.

In conclusion, understanding and
implementing person-centered care in
osteopathy, or in healthcare at large, is
a complex task that requires both intra-
and interdisciplinary efforts. This con-
cept cannot be fully reduced to a simple
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binary scale of being person-centered
or not. Rather, it is a continuous process,
a sliding scale that relies on a con-
stant pursuit to level out inequalities,
include the patient’s perspective, and
understand the unique circumstances
under which each person lives. This
pursuit is complicated by the fact that
each interaction we have with another
person is coloured and limited by our
own life experience and preconceived
notions. The ability and willingness to
scrutinize ourselves and our practices
ultimately dictate the level of success
we can hope to achieve as inclusive,
person-centered clinicians.

Niklas Sinderholm

Sposato

Osteopat M.Sc.

Ph.D.-Candidate Gothenburg
University

Visiting research fellow University
of Technology Sydney




From EFFO to OE;
Osteopathy Europe

Text: Hanna Témasdattir

The professional associations of osteop-
athy across Europe have come together
as Osteopathy Europe (OE). Osteopa-
thy Europe is an umbrella association
representing professional European
osteopathic associations supporting
regulation, recognition, and integration
of osteopathy as primary healthcare
providers within health services and
patient care. We are committed to pro-
moting the harmonisation of standards
for the osteopathic profession, support-
ing research initiatives, and advocat-
ing for high levels of education within
osteopathy.

Osteopathy Europe is responding

to the increasing pressures on the
health workforce across Europe, as the
organisation represents over 28,000
osteopaths across 23 member coun-
tries and strives to harmonise the
osteopathic profession with the unique
requirements of patients and healthcare
systems in each country. Through these
efforts, we actively address the evolving
demands and challenges faced by the
healthcare workforce in Europe.

Osteopathy Europe engages members

across borders to cooperate, inspire,
and support each other in a constantly
evolving healthcare landscape. As the
profession is not among Europe’s larg-
est healthcare professions, the impor-
tance of committing to this cooperation
cannot be overestimated. By promoting
regulation, OE ensures patient safety,
fosters trust within the healthcare com-
munity and elevates the standing of the
osteopathic profession.

As OE continues its resilient efforts,
supporting our membership and sharing
resources, the vision of advancing os-
teopathy in Europe remains at the core
of its mission, bringing forth a brighter
future for osteopathic healthcare in
Europe and beyond.

On behalf of Osteopathy Europe, we
express our gratitude to our members
in the Nordic countries for their out-

standing contributions to our profession.

It's worth noting that regulation has
been achieved in four Nordic countries,
marking a remarkable accomplishment
that deserves special recognition. Let’s
continue to work together for the osteo-
pathic community.

w Osteopathy

The European Federation & Forum
for Osteopathy (EFFO) has rebranded
as Osteopathy Europe (OE).

Hanna Tomasdéttir
President Osteopathy Europe
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Unlock your
Power of Knowledge;

Health literacy and empowerment

Text: Pal Andre Amundsen

Have you ever had a patient believing
that their pain is caused by their work
or a misaligned joint? Have you ever
met people that you feel are quick to
stigmatise people with chronic (invisi-
ble) pain, or a general practitioner (GP)
that thinks NSAIDs are the cure for
pain? Then you have met people with
low ‘health literacy’ (and a GP with a
knowledge gap).

If your patient chooses resting over
activity, McDonalds over a healthy meal,
pain killers over an active self-manage-
ment, then you have met a patient with
low ‘empowerment’. If your patient re-
ceived a set of exercises or tasks as part
of your management plan, but comes
back and says “oh, yeah, | haven’t been
the best at doing that”, then your patient
has low adherence and compliance.

In the centre of these challenges are
health literacy [1].

The aim of this short paper is to de-
scribe the importance of health literacy
and empowerment using a musculoskel-
etal (MSK) case within the topic of work
and health. The choice of topic is not
random. Pain is the most frequent cause
of sick leave and work disability in Nor-
way [2, 3]. For people who are on sick-
leave due to MSK disorders, it seems to
be a mismatch between a biomedical
legislation for the sick-leave versus the
biopsychosocial challenges involved for
the person [4]. Loss of work due to MSK
problems should be preventable, for ex-
ample by targeted prevention using ed-
ucational material for health promotion
[5-8]. Known obstacles of successful
‘stay-at-work’ or ‘return to work’ include
a lack of work-focused health care, chal-
lenges in implementing evidence, and
communication between stakeholders;
the worker, the employer and the health
care professionals [5, 9-12].

Jo’s downward spiral to ill health
Jo had an incidence of low back pain
that made his daily activities a bit dif-
ficult. The general practitioner signed
him off work for two weeks and gave
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some pain killers. A friend said that it is
probably the work that caused the pain,
as he works on a computer sitting down
all day. That made sense for Jo. The
employer did not contact Jo as they felt
it might be intrusive as he was on a sick
leave. Jo had some worries as he had
read that back pain is a frequent cause
of chronicity and disability. He got an
extended sick leave and was referred
to an MRI scan scheduled two months
later. Over time, Jo did not hear from the
employer and the MRI scan came back
with worrying results, showing a disc
bulge and some degeneration.

The obstacles related to Jo’s recovery
process are:

Health: Ineffective treatment, inappro-
priate referral, waiting lists for investi-
gations, unnecessary sick leave, and
unhelpful advice.
Psychological/Personal: Negative
beliefs, uncertainty about what is wrong
(and subsequently what to do, and the
future holds) and anxiety.

Social/work: No contact with workplace,
thus no ‘absence management’; no
discussion on temporary modified work,
lack of support, less social and working
relationships.

What is health literacy?

A systematic review identifying defini-
tions and conceptual frameworks for
health literacy, suggested the following
definition [13] :

“Health literacy is linked to literacy and
entails people’s knowledge, motivation
and competences to access, under-
stand, appraise, and apply health infor-
mation in order to make judgments and
take decisions in everyday life concern-
ing healthcare, disease prevention and
health promotion to maintain or improve
quality of life during the life course.”

The definition refers to competence,
which can be explained as having
‘enough’ skill or knowledge to do some-
thing well. The definition entails skills
and knowledge to access, understand,
appraise, and apply health informa-

tion well. Taking the definition literally,
doesn’t it seem unrealistic to achieve




“Health literacy implies the
achievement of a level of
knowledge, personal skills
and confidence to take action
to improve personal and
community health by chang-
ing personal lifestyles and
living conditions”.

health literacy? In other definitions of
health literacy, the word adequate is
used, which seems more realistic [14].
Adequate health literacy is proposed

to being able to read and comprehend
essential health-related material such
as prescriptions. Additionally, people
with adequate health literacy can take
responsibility for his/her own health [13].

Jo displayed low health literacy.

| would argue that it is ‘enough’ to
increase the health literacy of Jo, to also
affect indirectly what happened at the
GP office, and the relationship/commu-
nication with his workplace. Jo would
be better equipped to be involved in
co-decision making, e.g., usefulness of

a sick-leave and purpose of an MR, as
well understanding the role the employ-
er should have on helping him stay at
work or return to work early.

Choice of words is important!

What the GP or other health care profes-
sional say can be a powerful interven-
tion[15]; either for good or harm. Saying
the wrong words about the pain, health,
and its relationship to work, can create
or reinforce myths (see box). Myths are
probably existing due to low health
literacy, and these are worth debunking
[16-21]!

Common myths, debunked!

“Pain is caused by work.”

« Work is just one factor of a multifacto-
rial issue.

“Pain means underlying disease/dam-
age.”

- Often not any an underlying disease or
any permanent damage involved.

“With pain you would need sick leave.”

- Often not necessary with sick leave
(sometimes for a very short period, or to
a certain degree (e.g., 50%) for a limited
time). Most manage to remain at work or
return quickly.

“You shouldn’t return to work unless you
are 100% pain-free.”

« There are so many benefits of being
involved in work, that work is seen as an
intervention on its own; minor adjust-
ments to the work can be agreed for a
limited time.

“Pain is cured with a biomedical ap-
proach.”

- Well, it may provide some symptom re-
lief, but you cannot cure a multifactorial
problem with a unifactorial approach.

“If you got a sick-leave, you need to
complete the period of the sick-leave.”
« You have been advised to be tempo-
rarily unfit for work; meaning you can
arrange to get back at any point (even
just in a small percentage).

“As an employer, don’t contact the em-
ployee as its intrusive.”

« Maintaining contact is important; being
proactive, caring and supporting is
appreciated and valued.

Explanations given should reflect the
up-to-date knowledge that’s available. In
addition to providing good manual care
to restore some function and provide
symptom relief, an osteopath could

help to make sense of pain and aid the
dialogue with other stakeholders by pro-
viding accurate information and advice.

What about empowerment?
Empowerment is defined as: “an educa-
tional process designed to help patients
develop the knowledge, skills, attitudes,
and degree of self-awareness neces-
sary to effectively assume responsibility
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for their health-related decisions” [22].
According to Schulz and Nakamoto,
four elements must be addressed to
empower patients; 1) self-efficacy, in-
cluding coping skills, 2) motivation to be
self-determined, 3) to be able to feel a
meaningfulness in activities, and 4) the
experience of impact on daily life [23].
Empowered or not, many people with

a chronic pain remain at work without
seeking care [24]. We need to be careful
to assume that this is the best solution
for everyone; meaning that people can
just live with the pain without proper
support from health care professionals
[25]. In relation to the example of work,
empowerment can also be seen as the
ability to predict how and when work af-
fects the pain and the changes needed
in lifestyle or pain management to cope
better [26].

The connection between health
literacy and empowerment

There is a debate on whether em-
powerment and health literacy are

or can be separated. Patients might
be empowered without being health
literate, although this may arguably lead
to inappropriate behaviour, such as a
“dangerous self-manager” [23, 27].
The World Health Organisation states
[28]: “Health literacy implies the
achievement of a level of knowledge,
personal skills and confidence to take
action to improve personal and com-
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Growth through

collaboration and !
commitment

Text: Tiana Newell & Lex Flisijn

A throwback to ROE osteopathic
congress and an interview with Lluis
Horta DO MSc

It is a sunny Saturday afternoon, on
April 15th in 2023, and the second

day of the international osteopathic
congress in Mallorca, organized by the
Spanish register of osteopaths, Reg-
istro de Ostedpatas de Espana ROE.
All participants from 23 countries have
gathered for a group photo. They have
just enjoyed a refreshing coffee break
in the company of fellow osteopaths on
the terrace admiring the sea view.

The theme of this congress was “Os-
teopathy building bridges: towards the
future of healthcare”. It delivers the
intention to have collaborative dia-
logues and the flow of the congress was
carefully considered in advance.

Firstly, the casual pre-event served

in April 2023

as a kick-start for networking. The
speakers and the congress attendees
were introduced to local flavors at a
local vineyard. The following three-day
program of the actual congress offered
a wide selection of relevant topics from
a top line-up of osteopathic research-
ers and teachers such as Dr Francesco
Cerritelli PhD, Dr Gerard Alvarez PhD,
Dr Gary Fryer PhD, Dr Jerry Draper-Ro-
di PhD, and Dr Robert Shaw PhD. The
topics ranged from osteopathic care

of neonates to the hormonal issues
underlying polycystic ovary syndrome to
osteopathic clinical reasoning and many
more.

The lectures were intermitted by lunch
and coffee breaks that offered plenty
of time for more networking. Each day

A group photo of the congress attendees at the ROE congress

Dr Francesco Cerritelli presenting his research.

ended with a panel discussion where
key topics such as osteopathic identity,
and interprofessional communication
and collaboration were addressed. Both
lectures and panel discussions included
QA sessions engaging the audience in
the conversation.

The second day provided an added
chance to continue conversations while
enjoying a delicious meal at the gala
dinner. After the meal, the dance music
inspired every osteopath to bring out
some flashy moves at sunset as they
embodied the first tenant of osteopathy,
sensing and moving their body as a
unit.

Organizing an international congress

with all the technology involving the
signing up, logistics, recording, broad-
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Metropolia’s master’s degree students:
Robert Grech, Hakim Mhadhbi, Morten
Vind-Visby, Tiana Newell, Bruno Mendes
and Lluis Horta.

Congress attendees enjoying music and dancing together.

9
F - BN

Metropolia’s master’s degree students and faculty: Julian Ims, Lluis Horta, Tiana Newell,Robert Grech,
Hakim Mhadhbi, Laura Lee Calonius, Bruno Mendes, Morten Vind-Visby and Lex Flisijn.

Nordic Osteopathic Journal

o

casting, and presenting takes two years,
easily. “Details matter”, says Lluis Horta,
one of the organizers of the Spanish
Register of Osteopaths (ROE) congress.
Lluis was partly in charge of creating the
flow of the congress by planning and
hosting the event. “You need to think
about who you are organizing the event
for and why you do it. Every event must
have a purpose.” he says. “You have to
think of where and with who” — select-
ing the venue and the line-up of speak-
ers as well as forming partnerships are
crucial steps in the success of an event.

Organizing a congress is always a learn-
ing process and every event serves as a
steppingstone for the next one. For this
congress there were some new tools
available as Lluis is a graduate from

the first master’s degree program in
osteopathy at Metropolia University of
Applied Sciences. “l learned a lot about
service design, innovation, and health
business management. | used some of
the knowledge and tools to organize
the congress.”

Lluis highly values participating in
osteopathic congresses. “Meeting
international colleagues in congresses,
chatting with them, and learning from
them is priceless. We need that to grow
personally and professionally, but also
to help the development of osteopathy.”

The congress also served as a meeting
place for the members of Metropolia
master’s degree class to see each
other live for the first time since the
program was entirely based online. A
fellow classmate, Hakim Mhadhbi, MSc,
presented his master thesis research to
the congress audience adding an extra
special flavor to the occasion.

The theoretical approach of the con-
gress was a good match for the mas-
ter’s degree students since in addition



“I love my profession
and I think it deserves
a better place in the
healthcare arena”

- Lluis Horta

to health business management, the
content of the program highlights the
scientific methodologies and research
methods. “Osteopathic research is
important. Probably all development
steps are somehow related to research
because research is about asking
questions and trying to answer them.”,
Lluis says.

Research is needed for the recognition
and the regulation of the profession.
Despite having been on the European
committee of the CEN standard for oste-
opathy, Lluis thinks that there is still a lot
to do in terms of improving the position
of osteopathy. “I love my profession

and | think it deserves a better place in
the healthcare arena.” To gain a better
stance there is a need for more educa-
tion in research, he says.

While conducting the master’s thesis
every student gets to apply the meth-
ods in practice. “In my view, one of our
biggest problems lie within the research
methodologies.”

Patient-centered care

Lluis Horta started his Master in Oste-
opathy at Metropolia in Helsinki, Finland
not just for the title. After practicing
osteopathy for 18 years, he wanted to
develop something new and innovative
to support future research. As a mem-
ber of the Research Committee of Os-
teopathy Europe he is, like many of us,
often confronted with remarks from the
outside world about the low and moder-
ate quality of our research. Lluis asked
himself “Why do we have low quality
research and how can we improve
this?” In his opinion we might have been
measuring some of the results of our
treatments with the wrong tools. This
motivated him to work on a model to
meet two important requirements.

First, it should take into account that in
osteopathy we do not treat patients but
persons. In the words of Lluis “Patient

centered care is at the core of our pro-
fession. Evaluating the effectiveness of
person-centered care should take into

account the person-centeredness”. The
tool should enable us to measure if we
really practice person-centered care in

our clinics.

Second, can this person-centered
approach in osteopathy be proved in

a scientifically convincing way? Lluis:
“We can’t evaluate osteopathic practice
and the effectiveness of pharmaceuti-
cals in the same way”. A practical tool
was developed as part of this research.

In the end, this two-year studying period
was a real transformational process for
him. As mentioned at Niklas Sinderholm
Sposato’s lecture the purpose of a
master’s program is to initiate this tran-
sition from a consumer of knowledge
to a producer of research! Since Lluis
really resonates with every opportunity
he has to promote osteopathy, he was
very delighted when invited to speak at
osteopathic conventions in London and
Paris. He will be presenting his thesis
and the tool to do research in per-
son-centered care.

As authors, ROE 2023 congress attend-
ees and fellow Metropolia classmates,
we would like to wish Lluis well on his
journey with new endeavors. He is an
inspirational spokesperson on behalf of
the whole professional body of osteop-
athy. We look forward to more oppor-
tunities at future conferences to meet,
connect, and learn from new colleagues
across the world. Dear reader and fel-
low osteopath: please, consider this an
open invitation to join!

/-

Dr Robert Shaw, Hazel Mansfield, Dr Paul
Vaucher and Dr Jerry Draper-Rodi.

The Spanish Register of Osteopaths
(ROE) is a non profit organization
that attempts to group together
those professionals in Osteopathy
of Spain who, according to their
academic level, are up to the Euro-
pean Standards established by the
European Federation of Osteopaths
(EFO) and the Forum for Osteopath-
ic Regulation in Europe (FORE)

Tiana Newell

Osteopath, Master’s Degree in
Osteopathy student, Metropolia
UAS

Lex Flisijn

Osteopath, Master’s Degree in
Osteopathy student, Metropolia
UAS
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The role of the osteopath
in sports medicine:

part Il - recovery and performance

Text: Martin Stav Engedahl

Osteopaths have an important role
in sports medicine, where as part of
rehabilitation after injury is the most
important.

As discussed in a previous editorial (1),
osteopaths as healthcare professionals
have a more comprehensive role than
just manual therapy and should be part
of the multidisciplinary team when it
comes to injury prevention and reha-
bilitation. In this editorial | will discuss
whether osteopaths can contribute to
recovery and performance as well.

Recovery

Recovery has always been an important
part of exercise planning and effective
recovery can optimize training effects,
enhance performance, and maybe
prevent injury and burnout (2). Recovery
is @ multifaceted process, and as with
many aspects of sports medicine the

optimal recovery strategies and meth-
ods depends on the sports, the athlete
and part of the season. The different
recovery strategies are often illustrat-
ed as a pyramid where the strategies
regarded as the most important, and
having potential for the greatest impact
on performance, forms the foundation
of the pyramid (fig. 1). Typical manual
therapy osteopaths do, as soft tissue
work, stretching and joint mobilization
are higher up the pyramid and can have
an important role if executed correctly.

The most studied manual treatment for
recovery is massage therapy. Howev-
er, the effect of massage therapy on
recovery is unclear (3). Several mech-
anisms are postulated, among them
increased blood flow, reduced muscle
tone, and reduced delayed onset
muscle soreness (ref). However, the
evidence to support these effects are
scarce (3, 4). There are some evidence
for physiological changes important for
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Figure 1: The recovery pyramid. The strategies regarded as the most important, and having
potential for the greatest impact on performance, forms the foundation of the pyramid.
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recovery that might be able to influence
mechanotransduction and the chemical
environment in the muscle (4-6). How-
ever, based on current evidence, we
cannot be sure of these effects. Mas-
sage is a highly valued post-training and
post-competition treatment for athletes,
and they experience better recovery af-
ter such treatment. The most important
effect of massage therapy is probably a
combination of increased rest time and
a psychological effect. Massage has the
ability to modify both the perception of
recovery and soreness from exercise. It
is suggested that massage stimulates
the autonomic nervous system through
its effects on the parasympathetic
nervous system (7). This can improve
relaxation and sleep quality, and result
in better recovery.

Osteopaths do other soft tissue
treatment than massage only, but the
effects are probably similar. As an
osteopath you offer a relaxing situation
with personalised care and full focus

on recovery. In addition to relaxation, it
provides an opportunity for the athlete
to talk about their sporting performance
and how they are feeling, but also to
talk about other everyday things they
are concerned with. This will provide a
cognitive and mental recovery as well.
Manual therapy makes the athlete relax,
down-regulate stress, and can contrib-
ute to improved cognitive recovery and
sleep, and through these mechanisms
have an important role in recovery.

In-depth knowledge of various strat-
egies and methods for recovery in
combination with a detailed understand-
ing of the sport and the athlete is the
most important when choosing recovery
strategies.

Performance

Manual therapy as a method to enhance
performance is highly questionable. For
manual therapy to enhance perfor-
mance the prerequisite is that what is
being treated must contribute to poorer
performance and when it is treated, it
leads to improved performance. This as-
sumption rises several challenges. First,



segmental motion palpation to identify
somatic dysfunctions have poor relia-
bility (8). We cannot rely on movement
palpation to identify somatic dysfunction
or whether there is palpatory pareidolia.
And if we could reliably find segmen-

tal dysfunctions we do not know if or
how they influence performance. We
cannot know whether treating certain
dysfunctions will improve performance
if we do not know whether it reduces
performance in the first place. If we treat
something that does not need to be
treated, it is likely that nothing will hap-
pen, but in the worst case, it may lead
to an adverse event that can negatively
affect the athlete’s performance.

An examination of the musculoskeletal
system will always identify some motion
restrictions, increased soft tissue ten-
sion and tenderness in an asymptomatic
population. The clinical significance of
these palpatory findings is uncertain

(9). This is equal to diagnostic imaging
like MRI and ultrasound where exami-
nation identifies degenerative changes,
ruptured labrum and even prolapsed
discs with nerve root compression in
asymptomatic populations (10-12). If mo-
tion restrictions or dysfunctions could
reliable be identified, it is still impossible
to decide which dysfunction to treat

or not. Somatic dysfunction is part of a
functional body and a way for the body
to compensate and adapt to different
kinds of load and stress.

Another perspective is the ethical
questions it raises. Is it ethical to claim
that manual therapy can improve the
performance of an athlete who is not
injured or has a problem that affects
performance? The evidence for manual
therapy for musculoskeletal pain and in-
juries is sparse, as a method to increase
performance the evidence is lacking
and will be based solely on experience

and anecdotes. There is also a risk

that the athlete becomes “addicted” to
pre-competition treatment to feel ready.
If this is the result of the treatment, it is
only a mental effect and it would be bet-
ter for the athlete to learn and practice
mental training techniques to achieve
readiness. If you are treating athletes

to improve performance, be aware that
the athlete may, for better or for worse,
share some responsibility for their per-
formance with you. | argue that teaching
athletes that they need manual therapy
to perform at their best is a bad idea.
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10 Convention

2023

Text: Nora Lona Hansen and Frederik Jahr

Dear readers,

This is a letter from two Norwegian
fourth year students, Nora Lona
Hansen and Frederik Jahr, who were
selected to participate at Convention
Osteopathy 2023 by the Norwegian
federation of osteopathy (NOF).

Celebrating 30 years of regulation in the
United Kingdom with passionate peers
from around the globe was an inspiring
experience for both of us. Our motiva-
tion to apply for the two spots NOF had
announced was to gain as much new
knowledge in varying topics of oste-
opathy, to meet likeminded passionate
osteopaths from around the globe and
to discover the diversity of practice and
education around the world. Another
goal was to network with future leaders
in osteopathy.

Since Norway has become a full mem-
ber of the Osteopathic International
Alliance, we were invited to participate
in their annual meeting. We learned a
lot about their work to unite osteopathy
worldwide. The need for a common
osteopathic language, for regulation

in non-regulated countries, as well as
common standards for education were
addressed specifically. Presentations
were given on these topics, and we
are excited to see the results moving
forward.

The lineup of key speakers at the con-
vention was, without exaggeration, out-
standing. Topics varied from regulation
to women’s health, to cranial osteopathy
to sports medicine to cancer patients.
The diversity of topics and knowledge
strengthened our pride in osteopathy
and highly motivated us to dive deeper
into all the topics. We were reminded
that using the principles of the early os-
teopaths, we can help so many people
to better health. It also underlined the
fact that we will always be students of
osteopathy. As a very experienced and
humble osteopath said: I've tried to be-
come a good osteopath for the past 45
years... We can always learn something
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new, and that makes our profession so
amazing.

Meeting with students and practitioners
from various countries gave us insight
to the large potential osteopathy has in
the health care system. We spoke with
osteopathic physicians from the United
States who incorporated osteopathic
care into emergency medicine and who
achieved better patient outcomes than
their peers. It was valuable to learn from
students and osteopaths with other
backgrounds. One of the students we
spoke to stated that

“I have gained a lot of new knowledge
that | will bring with me. | will also take
with me the contacts | have made with
clinicians and osteopathy students in-
ternationally. The conference has made
me consider pursuing further education
in other countries.”

We highly agree! Furthermore, the most
memorable experience she stated was
“making contact with other clinicians
and osteopathy students. | have expe-
rienced that we have a lot to learn from
each other and I find that everyone |
have met is very helpful.”

One of the American students added
that she wanted to explore osteopathy
in Europe. She is going into pediatrics
and gaining insight from abroad was
valuable to her.

To us it was fun to deepen our knowl-
edge in certain topics. A few of the
lectures stood out and gave us practical
tools to bring back to our patient en-
counter. For instance, a lecture from an
osteopath from Australia, Amanda Han-
naford, who works solely with breast
cancer patients at a hospital, gave us
valuable tools on how to work on scar
tissue with induration and seroma after
surgery and radiation, as well as work
on cording. Another lecture that stood
out was Renzo Molinari’s case presenta-
tion on women'’s health where a patient
with cervical cancer, hysteria and pelvic
congestion syndrome received osteo-
pathic care with great results. A lecture
by Clivey Lathey on an integrative
approach to runner’s knee was very
valuable, as the presenter had extensive
experience working with Olympians and
professional runners. Equally fascinating
was Susan Turner’s presentation on the
role of ligaments in articular healing and
the application of BLT. Further, a take-
away was the fact that the education we
receive in Norway is very strong. Our
education gives us a great foundation
for becoming authorized health person-
nel, and for continuous learning when
we leave school.

The convention increased our hunger to
learn more and to stay humble entering
our careers as future osteopaths.
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| TEMA:
Kvmnen etter fodsel

NYHET! Utvidet earlybirdpris for
pameldinger fra vare naboland.

Les mer og meld
deg pa her:

Alle priser inkluderer:

» Seminaravgift

» Hotellets bugnende lunsjbuffet

- Pausemat med smoothies, frukt og masse digg,
kaffe og te hele dagen

» Felles middag for overnattende @kvinnehelsekonferansen
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Save the Date

Lordag den 2. december 2023
Danske Osteopaters arlige jule-
frokost i Kgbenhavn

Lordag den 13. januar 2024
Danske Osteopaters Nytarstaffel
i Nordjylland, Ngrresundby

19. - 20. april 2024
Danske Osteopaters Fagkongres,
Scandic Spectrum i Kgbenhavn

14.-15. september 2024
Nordic Osteopathic Congres —
NOC —i Oslo, Norge

Naermere informationer og tilmelding, samt oversigt
over vores lgbende webinar og gvrige faglige kurs-
er og opleeg, finder du pa vores hjemmeside under
fanen Nyheder og Arrangementer: https://www.
danskeosteopater.dk/events/kategori/aktuelle/
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Fagkongres 2024

Danske Osteopaters Fagkongres 2024 afhold-
es fredag den 19. april og lerdag den 20. april
pa Hotel Scandic Spectrum, Kalvebod Brygge
10, 1560 Kgbenhavn. Vi gleeder os meget til et
par dage med hgijt fagligt niveau og et stserkt
fremmgoade.

Programmet ser ud som fglger, med forbehold for
gendringer:

Fredag den 19. april fra kl 09.00 — 17.30

Cervical spine risk assessment and consent for manual
therapists ved:

Dr. Roger Kerry, Associate Professor/Director of
Postgraduate Education, Faculty of Medicine & Health
Sciences, University of Nottingham, samt Dr. Steven Vo-
gel, Deputy Vice Chancellor (Research), The University
College of Osteopathy. Editor-in-Chief, The Internation-
al Journal of Osteopathic Medicine.

Fredag den 19. april fra 18.30 - 01.00
Festmiddag og efterfglgende live musik v/Freak Out

Lerdag den 20. april fra kl 9.30 —12.30

Cervical Spine Treatment — an Osteopathic Approach
ved: Christian Fossum

Associate Professor and Head of Osteopathic Studies
at the Norwegian School of Health Science .

Lerdag den 20. april fra kl 13.30 — 16.30
Danske Osteopaters Generalforsamling

Neermere information samt tilmelding foregar via Dan-
ske Osteopaters hjemmeside.



Billede fra arets Fagkongres 2023 pa
Tivoli Hotel & Congress Center

Titlen osteopat’ ma kun
bruges af autoriserede
osteopater

| forbindelse med autorisationsordnin-
gen for osteopater, blev der indfert en
sakaldt overgangsordning, der betad
at alle der forud for den 1. juli 2018
havde udgvet osteopati i Danmark i en
periode matte benytte titlen 'osteopat’,
ogsa selvom de ikke havde opnaet en
autorisation.

Denne overgangsordning udlgb den 30.
juni 2023, og derfor ma man ikke lsen-
gere benytte titlen osteopat i Danmark,
med mindre man har en dansk autorisa-
tion som osteopat. Dette betyder ogsa,
at du ikke ma reklamere med, at du er
osteopat, hvis du ikke har en dansk
autorisation som osteopat.

Loven omfatter ogsa studerende og
feerdiguddannede der afventer autori-
sation. Det kan straffes med bgde, hvis
man benytter titlen osteopat eller pa
anden made giver indtryk af, at man har
en autorisation som osteopat, hvis man
ikke har en autorisation jf. autorisation-
slovens § 78 og § 79.

Laes neermere: https://stps.dk/nyhed-
er/2023/maj/fra-1-juli-2023-maa-du-ikke-
benytte-titlen-osteopat-hvis-du-ikke-er-
autoriseret

Ledelsen for Dansk Selskab for Osteopati til &rets Dagskonference 2023

Folger du os pa de Sociale Medier?

Udover vores officielle side pa Facebook, Linkedin og profil
pa Instagram, har vi nu flere lukkede grupper pa Facebook for
medlemmer af Danske Osteopater.

Danske Osteopater — M.D.O. — en lukket gruppe for medlemmer af
foreningen. Her postes forskellige informationer af generel karakter
fra bestyrelsen, og medlemmer bruger gruppen ogsa til kollegial
sparring m.m. Find gruppen via dette link:
https://www.facebook.com/groups/922659957783245/

Dansk Selskab for Osteopati er en gruppe for medlemmer af forenin-
gen der ledes og administreres af Andreas Sgnderriis, Lau Saugman
Hansen og Thomas Hyldelund. Her poster de blandt andet artikler og
litteratur, samt andre interessante oplaeg:
https://www.facebook.com/groups/125681949160763

Interessante Kurser for Medlemmer af Danske Osteopater er en
gruppe hvor alle medlemmer kan dele interessante kurser, konfer-
encer og webinar, til gavn for feellesskabet:
https://www.facebook.com/groups/2828462547463218

Danske Osteopater

Vil du vide mere?

Besgg vores hjemmeside: www.danskeosteopater.dk
og fglg os pa vores Facebook og Instagram ...,
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Patient Reported Outcome
Measure (PROMs)

Alle autoriserede medlemmer af
Danske Osteopater kan fortsat
tilslutte sig det europeeiske pro-
jekt, Patient Reported Outcome
Measure (PROMs).

Projektet har allerede veeret i gang
i flere Europeeiske lande, og data
bliver indsamlet Igbende. Ved

at deltage i PROMs far vi bade
vores egne nationale dataseet, og
samtidig indgar de i en voksende
maengde af de gvrige europaeiske
data.

Hvis de enkelte osteopater indsam-
ler et tilstraekkeligt antal datasaet
for deres praksis, vil vedkommende
kunne modtage specifik feedback
der bl.a. kan anvendes som et sam-
menligningsgrundlag oppe imod de
nationale og europeeiske resultater,
der kan bruges til at reflektere over
egen praksis, samt til diverse pro-
moveringsformal.

Vi bidrager saledes ikke alene til de
europaeiske data, vi far ogsa vores
egne nationale data, der gerne
skulle give et overordnet billede

af, hvordan vores klienter oplever
at blive behandlet af osteopat i
Danmark.

Du tilmelder dig ved at
sende en mail til:

info@danskeosteopater.dk

Professor Christian Fossum til arets Dagskonference 2023
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Sundhedsfaglige
opstartstilsyn med
nye behandlingssteder

Styrelsen for Patientsikkerhed
(STPS) gennemfgrer en raekke
sundhedsfaglige opstartstilsyn med
nyetablerede behandlingssteder,
herunder hos osteopater, fra start
oktober i ar. Formalet med disse
stikprgver er at sikre at de nyopret-
tede behandlingssteder lever op til
geeldende krav til patientsikkerhed.
Derudover har tilsynet til formal at
informere, undervise og vejlede for
at undga eventuelle situationer der
kan udggre en risiko for patient-
sikkerheden pa det nyoprettede
behandlingssted.

Tilsynet er baseret pa en lod-
treekning. Hvis du er nystartet og
har registreret dit behandlingssted,
eller hvis du lige har faet din autori-
sation som osteopat og har eendret
din registrering af behandlingssted
fra fysioterapeut til osteopat, kan du
blive udvalgt til at deltage i tilsynet.
Det sundhedsfaglige opstartstilsyn
varer i ca. 1,5 time, og bliver typisk
gennemfgrt 3-12 maneder efter reg-
istrering af et behandlingssted.

Opstartstilsynet fokuserer pa to
hovedomrader.

- organiseringen af sund-
hedsfaglige opgaver pa stedet for
at sikre patientsikkerhed, og

- hvordan behandlingsstedet opre-
tholder god hygiejne.

Laes neermere via STPS hjemme-
side: https://stps.dk/nyheder/2023/
sep/sundhedsfagligt-opstartstil-
syn-for-nye-behandlingssteder

Malepunkter til sundhedsfagligt
opstartstilsyn:

https://stps.dk/Me-
dia/638295208021002369/
Malepunkter%20opstartstilsyn.pdf

KFU

KONTINUERLIG
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Kontinuerlig Faglig Udvikling - Forsggsordning

Som besluttet til Generalforsamlin-
gen 2020, har vi indfert en toarig
forsggsordning for Kontinuerlig
Faglig Udvikling (KFU). Forseg-
sordningen startede den 1. oktober
iar

Forsggsordningen indebeerer, at alle
medlemmer af Danske Osteopater
over de naeste to ar skal registrere
deres kurser og andre faglige rel-
evante aktiviteter, herunder f.eks.,
sparring med kollegaer, laesning

af artikler, kurser i journalfgring,
oplaeg for kollegaer og andre
sundhedsfaglige eller patientorgan-
isationer.

Danske Osteopater afholder
lsbende gratis onlineoplaeg,
relevante kurser samt vores Fag-
kongres, der naturligvis ogsa kan
registreres. | de informationer der er
sendt via mail og kan downloades
via vores intranet, har vi inkluderet
flere eksempler pa udbydere af rel-
evante kurser og oplaeg, men der er
mange flere kompetente udbydere,
bade nationalt og internationalt. Der
er saledes ingen begraensninger
for, hvilke sundhedsfaglige kurser
og aktiviteter der kan registreres, sa

lseenge man vurderer, at de er rele-
vante og passer ind i den kategori
man registrerer dem under.

Vi anbefaler at registrere alle
KFU-relaterede aktiviteter Igbende
for at opretholde et klart overblik.
Man kan veelge enten at printe
skemaerne og udfylde dem i
handen eller skrive direkte ind i
dem via computeren. Skemaerne
skal ikke uploades til vores in-
tranet, men derimod har vi behov
for konkret feedback, der foregar
via to spgrgeskemaundersggelser
over de naeste to ar, for at evaluere
ordningen. Vi har bl.a. behov for
feedback om, hvorvidt de forskellige
omrader er relevante, hvor mange
timer man bruger pa de respektive
omrader, samt generelle meninger
om KFU-ordningen.

Alle KFU relaterede dokumenter
kan downloades via intranettet pa

vores hjemmeside.

| tilfaelde af spergsmal, sa kontakt
os pa info@danskeosteopater.dk.
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Billede fra Danske Osteopaters Generalforsamling 2022

Fardiguddannet men afventer autorisation?

Hvis du er en af dem der er feerdig-

uddannet - og stort tillykke - men
afventer autorisation, sa husk at
skrive til os pa info@danskeosteo-
pater.dk og informere os om dit
fulde navn, kliniknavn og adresse,
hjemmeside samt telefonnummer.
Sa kan du komme pa listen pa

hjemmesiden med vores feerdigud-

dannede medlemmer der afventer
autorisation.

Scan for aktuelle
nyheder og planlagte
begivenheder.

Danske Osteopater

& (rr

Flere forsikringsselskaber tjekker
denne liste pa vores hjemmeside
regelmaessigt, da de ved at det godt
kan tage noget tid at fa udstedt en
autorisation som osteopat. Husk
0gsa, at du som medlem af Danske
Osteopater ma bruge titlen: M.D.O.,
og vores medlemslogo, sa snart

du er feerdiguddannet. Nar du har
modtaget din autorisation, sa husk
at anvende titlen: Autoriseret oste-
opat, efterfulgt af eventuel uddan-
nelsesbetegnelse DO/MSc, M.D.O.

Dulkan fa osteopa
Bebatding opemak  benimark
~ ' <

e

msskab?

Nyheder og Aktuelle begivenheder

Vi formidler vores aktiviteter via mails, vores lukkede Facebookgruppe for
medlemmer og via Danske Osteopaters hjemmeside. P4 hjemmesiden find-
er du informationer om vores aktuelle nyheder og planlagte begivenheder
her: https://www.danskeosteopater.dk/events/kategori/aktuelle/

Hvis du vil felge endnu mere med i foreningens arbejde, kan du downloade
vores bestyrelsesreferater, referater fra arets Generalforsamling, Forman-
dens Beretninger, DO Posten og NOJ via hjemmesidens intranet.
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M.D.O.

Titlen M.R.O.DK
erstattes af M.D.O.

Den oprindelige registrering af
varemaerket M.R.O.DK blev fore-
taget hos Patent- og Varemaerk-
estyrelsen tilbage i 2010 og

blev officielt godkendt som et
varemaerke i 2012. Varemaerket
er historisk set blevet brugt til at
markere medlemskab af "Regis-
trerede Osteopater i Danmark”.
Iseer i perioden under overgang-
sordningen blev varemaerket og
titlen betragtet som et kendetegn
for medlemmer af Danske Oste-
opater (DO) og fungerede som en
slags "forsikring" om, at medlem-
merne opfyldte de krav der blev
stillet til medlemskab af DO, og
samtidig de krav der kunne fgre til
en autorisation som osteopat.

Foreningen har siden aendret
navn til Danske Osteopater, og
majoriteten af vores medlemmer
stemte for at vi anvender vores
beskyttede titel saledes: Au-
toriseret osteopat, efterfulgt af
eventuel uddannelsesbetegnelse
DO/MSc - og M.D.O., der star for
'Medlem af Danske Osteopater'.

Husk endelig at bruge vores nye
M.D.O. logo i din markedsfgring.
Logoet kan downloades via intran-
ettet pa vores hjemmeside.



