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Dear readers and Colleagues,  
I 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 with-
out the writers and contributors.  
  
You will find a variety of articles, and I 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 SI-
joint, and how the landscape of osteopathy 
is changing – and many more. 
  
I wish to extend my thanks to all our con-
tributors, as well as all the presidents of the 
national osteopathic communities.  
  
I wish you all a pleasant and informative 
reading.

Words from the editor

Ingrid Nicander
Osteopath and editor

The role of the osteopath 
in sports medicine:
part II - recovery and performance

20
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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. 

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 Tómasdóttir, Danmark
Tomas Collin, Norway
Haraldur Magnússon, Iceland
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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).   

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 I 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: 

”I 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 

A changing landscape 
for Osteopathy 
Text: David Josefsson
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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, 

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 
techniques might fail to show superior 
results over other treatment options, it is 
very important to be the one therapist to 
do something. Offering no treatment at 
all is guaranteed to also have no effect 
at all. If we keep listening, examining 

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-
ment is lightyears away from some old 
school approaches, but still very true to 
osteopathic philosophy and the identity 
as an holistic and inclusive practice.         

We need not throw the baby out with 
the bathwater but rather apply our tools 
in a novel way. We should probably also 
strive to connect more deeply with the 
patient as an actual person rather than 
as a mere physical structure. In short, 
theese new insights brought to us by 
scientific discoveries need not reduce 
Osteopathic practice, but rather expand 
it. The modern Osteopath might not 
only be targeting joints and muscles, 
but everything that makes up a person, 
including factors outside the physical 
body.   
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But my treatment works...
- Contextual effects

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 

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 SI-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 

Text: Lau Saugman Hansen
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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 “I 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?

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 Iliac joint (SIJ). Up to 
50 % of women experience SIJ 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], [11]. Even though there is a historical 
tradition for analysing SIJ pain through a 

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 SIJ 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 SI 
joint mobility
Testing SI 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 SI 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. 
[4], [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]. 

Text: Andreas Sønderriis
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Management of the SIJ pain
Knowing the pain narrative allows the 
clinician to better explain how pain 
works from a biopsychosocial theory. In 
the communication strategy the clinician 
can target the fears and unhelpful pain 
beliefs that influences the client. Under-
standing the social setting of the client 
helps the clinician manage cultural, 
economic, and social boundaries that 
can act as a barrier in the rehabilitation 
process. Planning interventions and 
setting goals can be adapted to the 
client’s needs, so that social challenges 
are being considered. Analysing the 
degree of health literacy will make it 
possible for the clinician to choose the 
right communication strategy and help 
the client understand the pain. Gen-
eral activity interventions and specific 
exercises can be designed to target 
fear avoidance behaviours and physical 
limitations from a functional perspective. 
[4], [5], [24], [25]

Manual therapy as a positive belief 
reinforcing intervention 
The experience of pain is not only a 
tissue-based stimulus reaction, but can 
be described as a neural response to 
the sense of threat [12], [26]. With this in 
mind the clinician can use manual ther-

apy in combination with positive threat 
minimalizing communication to reinforce 
the client’s positive health belief. Manual 
therapy applied to soft tissue might also 
help the patient relax tensed muscula-
ture as well as applying mobilising or 
manipulative techniques to the joint can 
result in a positive neurophysiological 
effect [27]. Avoiding nocebo and unde-
sirable biomedical pain explanations in 
this process is crucial [11]. With the use 
of such manual techniques it is possible 
that the clinician can lower the patient’s 
perception of threat, and thereby influ-
ence the pain experience [4], [27]. This 
therapeutic effect cannot be isolated 
but is dependent on many other factors 
such as the therapeutic alliance, pain 
education and person centred pain 
management [24], [25]. 

Andreas Sønderris
Authorised Osteopath and 
Chair of the Danish Research 
Committee
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Analysing the SIJ 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 SIJ 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

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, I 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 I 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 

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, I 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 

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.

Text: Niklas Sinderholm Sposato

A personal text revisiting person-centered 
care in osteopathy

Niklas Sinderholm
Sposato
Osteopat M.Sc. 
Ph.D.-Candidate Gothenburg 
University
Visiting research fellow University 
of Technology Sydney
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From EFFO to OE;
Osteopathy Europe

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. 

Text: Hanna Tómasdóttir

Hanna Tómasdóttir  
President Osteopathy Europe

The European Federation & Forum 
for Osteopathy (EFFO) has rebranded 
as Osteopathy Europe (OE).
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Unlock your 
Power of Knowledge;

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, I 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 

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 

Text: Pål Andre Amundsen

Health literacy and empowerment
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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. 
I 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 MRI, 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 

“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”.
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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-

munity health by changing personal 
lifestyles and living conditions”. 
Does ‘take action’ and ‘changing’ 
require empowerment? Arguably, as 
shown in Jo’s alternative story (below), 
the capacity to use health information 
effectively means that health literacy 
is a tool for empowerment; a view 
shared by many authors [29]. According 
to Sykes et. al., (2013), health literacy 
resembles empowerment, and include 
health knowledge as well as advanced 
personal skills such as confidence, 
self-efficacy and, no surprise; empower-
ment [30]. 

In a parallel universe
When Jo experienced pain he man-
aged to critically assess the information 
he googled about low back pain. He 
stayed in work and had a dialog with his 
employer about the situation, which led 
to a minor temporary adjustment to his 
work. The employer made sure to have 
an ongoing dialog about the situation. 
When the pain flared up to a new level, 
he consulted his GP. The GP reassured 
Jo, and they talked about taking an MRI 
scan with the conclusion that it was not 
necessary as there was no sign of neu-
rological or malignant involvement. Jo 
consulted with an osteopath: they talked 
about his pain within a person-centred 
approach, acknowledging the multifac-
torial nature. Jo was explained potential 
contributing factors, importance of 

gradually increasing activity, and the 
osteopath provided symptom relief and 
worked on Jo’s function through move-
ments and hands-on treatment. The 
osteopath made a note about a “stay at 
work” plan, which Jo and his employer 
discussed and tweaked. Gradually, Jo 
got better and has now learned how to 
manage any new incidences of pain, 
and when to use health care profession-
als as guides and support. 

Sharing is caring
In summary, health literacy and em-
powerment are essential components 
of promoting the well-being of individ-
uals. By empowering individuals with 
knowledge and fostering health literacy, 
we can help them make informed deci-
sions, actively manage their condition, 
and work towards a healthier and more 
productive life.

Pål Andre 
Amundsen
Osteopath with a Master of 
Science in Clinical Pain Manage-
ment and a PhD-Fellow
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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 Osteópatas 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 

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 

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-

A group photo of the congress attendees at the ROE congress 
in April 2023

Dr Francesco Cerritelli presenting his research.

Growth through 
collaboration and 
commitment
Text: Tiana Newell & Lex Flisijn

A throwback to ROE osteopathic 
congress and an interview with Lluís 
Horta DO MSc
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casting, and presenting takes two years, 
easily. “Details matter”, says Lluís Horta, 
one of the organizers of the Spanish 
Register of Osteopaths (ROE) congress. 
Lluís 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 Lluís is a graduate from 
the first master’s degree program in 
osteopathy at Metropolia University of 
Applied Sciences. “I learned a lot about 
service design, innovation, and health 
business management. I used some of 
the knowledge and tools to organize 
the congress.”

Lluís 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 

Metropolia’s master’s degree students: 
Robert Grech, Hakim Mhadhbi, Morten 
Vind-Visby, Tiana Newell, Bruno Mendes 
and Lluís Horta.

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

Congress attendees enjoying music and dancing together.
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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.”, 
Lluís 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 I 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
Lluís 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. Lluís 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 Lluís “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? Lluís: 
“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 Lluís 
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 Lluís 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!

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

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

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

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

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)
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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 I 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 a 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 

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, 

The role of the osteopath 
in sports medicine:
Text: Martin Stav Engedahl

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.

part II - recovery and performance
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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. I argue that teaching 
athletes that they need manual therapy 
to perform at their best is a bad idea.
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iO Convention 
2023

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 

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 I will bring with me. I will also take 
with me the contacts I 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. I have expe-
rienced that we have a lot to learn from 
each other and I find that everyone I 
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.  

Text: Nora Lona Hansen and Frederik Jahr

Frederik Jahr &
Nora Lona Hansen
Osteopathy students



22    Nordic Osteopathic Journal Nordic Osteopathic Journal    23

Nordic Osteopathic Congress: 
Oslo 2024

osteopati.org/noa-nordic-osteopathic-congress-oslo-2024

We're looking forward 
to seeing you! 

Get ready for a professionally rewarding and 
exciting weekend in Oslo.

Save the dates:
14.-15. september

Norsk Osteopatforbund is exited to 
welcome you all to the 5th annual Nordic 

Osteopathic Congress.

The details are still in the making, 
but mark your calendars today.

Best regards,
The Conference Commitiee

5th annual congress



NYHET! Utvidet earlybirdpris for 
påmeldinger fra våre naboland.

Alle priser inkluderer:
• Seminaravgift
• Hotellets bugnende lunsjbuffet
• Pausemat med smoothies, frukt og masse digg, 
  kaffe og te hele dagen
• Felles middag for overnattende

Les mer og meld 
deg på her:

Følg oss gjerne på Instagram: 
@kvinnehelsekonferansen


