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• Osteopathy has an inherent 
biomedicalism and is practitioner-
centric

• The profession has a weak 
theoretical basis, relying on 
persistent founding mythologies 
that it is reluctant to supplant

• Osteopathy’s focus on 
biomechanics and its emphasis on 
manual therapy undermines its 
claim on holism
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G.D. Hullet 1903
The osteopathic concept 
which is any structural 

perversion which by 
pressure produces or 
maintains functional 

disorder

Carl P. McConnell
Edythe F. Ashmore 

1905-15
The lesion involves 

histopathological change with 
remote effects

Anatomical irregularity of a 
joint or spinal articulation

Select Committee on Osteopathic 
Principles & Technique

1953

C.H. Downing 1923
“Greater Osteopathic Lesion 

Complex”
…adaptive consequences in the 

nervous system, circulatory 
system, secretory system, and 

excretory system

J.M. Littlejohn 1908 
“Environmental lesion”

… coupled with mental and psychological 
states, health, function, and structure

Harrison Fryette 1954
“Total lesion” … considered all 

mechanical compensations

Spinal mechanical model 

1. The body is a unit

2. Structure and function are 
reciprocally inter-related

3. The body possesses self-
regulatory mechanisms

4. Rational treatment is based 
on the previous principles

Hospital Assistance Committee of 
Academy of Applied Osteopathy

1960s
“Somatic Dysfunction”
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Neurophysiology 
research

Pain research

Pain research

Central sensitisation

Psychoscocial

Fascial research

Mechanotransduction

Informed by research from outside the profession



For example, Osteopathy in Australia …

 Registration since 1979 and university training since 1986

 Most osteopaths now work in group practices

 Increasing collaborative interprofessional care

 Expectation that osteopaths work within Clinical 
Guidelines and undertake PROMs for compensable 
patients

 Graduate capabilities are broad and transferable

 Many graduates seeking non-traditional work settings

“Alternative” 
medicine

“Complementary 
& alternative” 

medicine (CAM)

“Allied health”

Professional identity is changing







In Australia, now most osteopaths (84%) practice in a multi-practitioner 
location (Adams et al. 2018)

Many Australian graduates are now finding work in non-traditional 
osteopathic roles

 Occupational health & rehabilitation 

 Aged care

 Disability services (NDIS)

 Community outreach settings

 Workplace assessors

 Treatment in workplace settings

This can only occur if osteopaths have a broad range 
of competencies to allow for transferable skills





Nicholls (2024) argues that Western healthcare is entering a 
post-professional era which will profoundly affect every 
profession’s identity and social purpose 

Challenges such as …
• Increasing demands for holistic healthcare for ageing populations of increasingly 

complex, comorbid, chronically ill people
• Digital technologies and the rapid rise of AI and digital data
• Peoples’ appetite for personalised healthcare demanding more choice, control & 

greater flexibility
• The publics’ progressive loss of faith in once powerful authorities
• The pressure to remain up-to-date with the latest evidence-based findings
• The loss of control of knowledge that was once ‘ours’  
• Threats of encroachment from other professions looking for competitive advantage 
• The rising cost of healthcare matched with the desire by governments to cut 

expenditure
• The rapid privatisation of health and the growing gradient between those who 

can/cannot afford 
• The growing critique of the regulated professions for their resistance to change
• Problems inherent in being a comparatively small healthcare workforce



Nicholls (2024) outlines four responses:

1. Do nothing
▪ Watching and waiting to see what emerges from this period of 

unprecedented disruption

2. Revival of the profession’s heritage
▪ Return to its roots and restate its long fought-for professional identity; 

specialisation

3. The Renaissance professional
▪ Begin again with a new model of osteopathy

4. The ‘Hybrid approach’
▪ Take the best of the old and blend it with the best of the new

Nicholls argues all 4 responses are flawed

He suggests that the problem lies in the 
assumption that the goal is to preserve 

osteopathy as a profession
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1. Accept that everything changes

Has there always been this tension?

Even in the early 20th Century, there was 
ongoing tension and bitter debate between 

Broad and Lesionist factions

Due to constant pressure and criticism, the 
AOA made a resolution in 1929 for 

pharmacology to be “permissible” (Gevitz 1982) “Keep it pure, boys, keep it pure”

YES!



1. Accept that everything changes 
2. Be willing to change when there is good evidence to do so



Individual clinical 
expertise 

Best available 
external clinical 

evidence

…with 

consideration of 
patient values & 

expectations

“Evidence-based medicine is the integration of best research evidence with clinical expertise and patient 
values”(Sackett 1996)

EBM

Sackett DL, Rosenberg WM, Gray JA, Haynes RB, Richardson WS. Evidence based medicine: what it is and what it isn't. British Medical Journal. 1996;312(7023):71-72.

Being guided by good 
evidence but still using 
our clinical judgement

Keeping an open mind 
with acknowledgement 
of the limitations of EBM

Being comfortable 
living with uncertainty



 Australian, UK & Swedish osteopaths have a positive view towards EBP
▪ But they appear to overestimate their skills in EBP (relative to their reported use of EBP)

▪ Lack of time & paucity of evidence are perceived barriers

▪ Recommendation for further CPD training in EBP



1. Accept that everything changes 
2. Be willing to change when there is good evidence to do so

This includes abandoning models and beliefs which are clearly 
inconsistent with evidence and/or lack plausible mechanisms

Specificity 
of palpation

Cranial 
movement 

modelsPostural structural 
pathoanatomical 

reasoning Spinal 
biomechanical 

models



1. Accept that everything changes
2. Be prepared to change when there is good evidence to do so
3. Recognise the commonalities within the profession

There are things we likely agree on…

‘Holistic’ interconnectedness of the body 
(physically, socially, environmentally; BPS)

Importance of manual therapy
Role in health promotion

Spending time with the patient

Will assist with…

 Professional identity? 
Osteopathic distinctiveness?
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1. A tissue-based diagnosis was not always appropriate
▪ Nonspecific or ‘mechanical’ back pain
▪ Chronic pain

2. Diagnosis should reflect the growing importance of 
▪ Pain processes
▪ Psychosocial factors

3. Diagnosis needs to be readily understood by other health 
professionals and third parties (interprofessional communication)
▪ Medical practitioners
▪ Other allied health practitioners
▪ Third party insurers

“Facet sprain of L3/4”
“Somatic 

dysfunction of L4/5”



Two components of new model:

1. Diagnosis 
▪ Brief, standard nomenclature (where possible)

2. Clinical impression
▪ Narrative description, which includes

▪ Likely pain process

▪ Pathological factors and/or

▪ Biomechanical factors and/or

▪ Psychosocial factors



 Short narrative overview of patient 
▪ Summary of the patient presentation & overall impression in prose

▪ Allows the reader to understand the emphasis and context of 
contributing factors

▪ Components can be varied according the case

 Includes the following elements 
▪ Likely pain process

▪ Pathological factors

▪ Biomechanical (osteopathic) factors

▪ Psychosocial factors



Amanda is a 54 year old female landscape gardener presenting with chronic progressive nonspecific neck 
pain with referral to the right scapular and upper arm. Amanda’s pain is multifocal and likely a mix of 
nociceptive and nociplastic in nature, with referred nociceptive pain from suspected lower cervical facet joints. 
Amanda displays marked tenderness over her right rhomboid and trapezius muscles. Amanda’s complaint is 
likely unrelated to the minor cervical degenerative changes seen on X-ray.  Her relatively increased and 
inflexible thoracic kyphosis and resultant head forward posture may predispose and contribute to mechanical 
strain and irritability of the lower cervical spine. Amanda demonstrates substantial misinterpretation of her 
neck pain and catastrophises about it, which likely exacerbates her pain and guarding behaviour.



An attempt to use standard medical terminology 
for optimal interprofessional communication 

AND 

elucidating the most important patient contextual 
factors including  pain process, psychosocial and 

osteopathic factors 

Two components of new model:

1. Diagnosis 
▪ Brief, standard nomenclature (where possible)

2. Clinical impression
▪ Narrative description, which includes

▪ Likely pain process

▪ Pathological factors and/or

▪ Biomechanical factors and/or

▪ Psychosocial factors



1. Tension between traditional and progressive models

2. Osteopathy and the health landscape is changing

3. How might we navigate this tension? 

4. An example: a student diagnostic formulation model

1. Accept that everything 
changes; live with uncertainty 

2. Be prepared to change when 
there is good evidence to do so

3. Recognise the commonalities 
within the profession

• Osteopathic models 
• Osteopathic identity
• The public health landscape
• Post-professional era?

Always been this way …
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