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A SINGLE MODEL FOR OSTEOPATHY 
OR SEVERAL?

PLAN

• How can we make informed choices about the models that are available?

• Diversity of reasons for osteopathic consultation and osteopathic field 

of practice

• Resisting the temptation of one-size-fits all

• To be able to choose, we must also take into account:

• Therapist/patient encounter

• Palpation and touch

• Theoretical models

• In conclusion:

• What should be taught? 

• What legacy to leave?



DIVERSITY OF REASONS FOR 
OSTEOPATHIC CONSULTATION



FOR WHOM OSTEOPATHY?
For pregnant women



FOR WHOM OSTEOPATHY? 
For autonomic markers and phys iologica l  arousa l  in  

preterm in fants



FOR WHOM OSTEOPATHY?
For children who have otitis media



FOR WHOM OSTEOPATHY?
Promoting children's futures by touch or presence

Beaulieu,  A. 2022. Le toucher en ostéopathie, 

une ouverture au dialogue et à la relation. 

Soins pédiatrie-Puériculture, 329, 21-23.



FOR WHOM OSTEOPATHY?
For the elderly



FOR WHOM OSTEOPATHY?
For « special » cases



FOR WHOM OSTEOPATHY?
For cases to understand better

Nijs, J. & al. 2017. Clinical and Experimental Rheumatology, S-108-S-115.



REASONS FOR OSTEOPATHIC 
CONSULTATIONS’ SCALE



OSTEOPATHIC FIELD

Osteopaths must be competent, efficient, ethical and..... cautious.



OSTEOPATHIC FIELD







BUT…

• « One of the key intellectual challenges of doctors (or osteopaths…) is the ability to 

bring together heterogeneous pieces of information to construct a 

coherent ‘picture’ of a specific patient. »

• To achieve this, in osteopathy:

• 1* There must be an encounter between the osteopath and the person who consults

• 2** Touching patients to know them better

• 3*** Integrate the information gathered using the right model to provide the best care

vanBaalen, & Boon, M. 2014.  An epistemological shift: from evidence-based medicine to epistemological responsibility, 

Journal of Evaluation in Clinical Practice, 1-7. doi:10.1111/jep.12282.



*THE ENCOUNTER



PERSON-CENTERED APPROACH
Well-known model, but…

“Person-Centered Medicine is an 

affordable biomedical and 

technological advance to be delivered 

to patients within a humanistic 

framework of care that recognizes

the importance of applying science in 

a manner that respects the patients 

[sic] as a whole person and takes 

full account of [their] values, 

preferences, aspirations, stories,

cultural context, fears, worries 

and hopes and thus that

recognizes and responds to 

[their] emotional, social and

spiritual necessities in addition 

to [their] physical needs.”
Miles A, Mezzich JE. The care of the patient and the soul of the clinic: person-centered medicine as an emergent model of clinical practice. Int J Person Centred Med. 2012;1(2):207–22.



(EN)ACTIVE-ECOLOGICAL MODEL
Based on F. Varela’s work and K.Friston’s  work

Proposed by Esteves & Cerritel l i

“ Osteopathy is a form of care centered on the person, and as such, osteopaths need to take 

their modus operandi away from a reliance on etiological models to critically appraising the 

importance of appropriate forms of communication, the education of patients and 

affective and cognitive reassurance to deliver psychologically informed osteopathic 

care. (…) Instead, they should enable patients to restore their ability to ignore and reappraise 

irrelevant signals, as means of returning to a natural state of rendering, where appropriate, things 

invisible.” 
Esteves, J.E. & al. 2022. Osteopathic care as (En)active Inference: A Theoretical Framework for Developping an Integrative Hypothesis in Osteopathy. Frontiers in Psychology, 13, 1-17. 



NARRATIVE MEDICINE
Rita Charron- Stephen Tyreman (OsEAN 2016)



PLACEBO EFFECTS (AND NOCEBO)



CLINICAL REASONING PROCESSES



*THE ENCOUNTER

• Therapeutic relationship generates non-specific effects

• Effects on efficacy 

• Relevance of a model may vary from patient to patient, from osteopath 

to osteopath

• Can be used strictly or in combination

• Since we still don't know which role the therapeutic relationship plays in 

the effectiveness of osteopathy, what characteristics are essential for the 

practitioner to develop? 

• Can we really easily ask them to identify and influence all the patient's 

characteristics: emotions, psychology, beliefs, profession, lifestyle, socio-

economic status, etc.?

• Difficult to transmit, see the case of professionalism

• And, beyond the encounter, what to do? and how?





**TOUCHING PATIENTS TO KNOW THEM 
BETTER

• Essential characteristic of osteopathy

• Will probably last, whatever the models used

• At the heart of clinical concerns





PALPATION

• « Clinicians should remember that manual techniques are not tools 

to fix the patient’s body, rather they provide the opportunity to 

communicate with the patient’s brain similar to words. »

• Geri, T. & al. 2019. Manual therapy: Exploiting the role of human touch. Musculoskeletal Science and Practice, 44, 1-4.



TOUCH
The patient's perspective









PALPATION

• What information to collect, quantitatively and qualitatively: 

• Review the definition of what an osteopath is looking for? 

• Beyond the START definition?



SEVEN-STEP PALPATION METHOD – STEP 6
Table 1: Seven-Step Palpation Method 

Table 1: Seven-Step Palpation Method 

Step Description 

Step 1 to 5: Automation of motor component 

1 P Position Confortable positioning of the clinician 

2 A Anatomy 3D anatomic visualization 

3 L Level Depth of tissue contact 

4 P Purpose Clear identification of intention 

5 A Ascertain Initiate motion with a relative point of reference 

Step 6: Addition of perceptual component 

6 T Tweaking Fine-tuning of the five previous steps and perceptual exploration 

Step 7: Application of motor and perceptual skills in osteopathic technique 

7 E Evaluate or normalize Apply technique parameters 

	



SEVEN-STEP PALPATION METHOD

• Focus on process rather than outcome:

• Go beyond the "true or false" question

• Automate the motor components of the task (steps 1 to 5)

• To preserve part of the cognitive space for:

• Allow systematic exploration of perceptual components and build 

repertoires of sensations (step 6)

• Interpret the tissue information gathered

• Feed clinical reasoning processes, including representation of the 

reason for consultation

• To detect unfamiliar situations

• The difference between experienced non-experts and "real" experts
• Moulton, C. & al. 2007. Slow down when you should: A New Model of Expert Judgement. Academic Medicine, 82(10), 

S109-115.

• Then add the components linked to test execution and standardization techniques



STEP 6: PERCEPTUAL EXPLORATION

• Quantitative aspects of movement

• Amplitude

• Asymmetry

• Intensity of dysfunction: +, ++, +++

• Qualitative aspects of movement:

• End feel

• Tissue surface

• Sensitivity/pain, speed allowed for stretching, hypersensitivity, 
reactivity to touch (defense or greeting), etc.

• Texture, as density, fibrosis, rigidity compliance, resistance, 
elasticity, warmth, vitality, etc.

• Is touch welcomed? Does it provoke fear? Does it provoke 
discomfort? Etc.

• Is the structure that was treated is happy?  (Liem)



BEFORE/AFTER TRAINING RESULTS
(Unpublished results)

Structure Before training After training

Temporal bone n=58 n=42

Fleiss’ Kappa [CI 95%] 0.172

Slight

0.666 [0.491-0.841]

Substantial

Average pairwise % 

agreements

58.6% 84.1%

Average prevalence 25.7 (61.1%)

Parietal bone n=58 n=42

Fleiss’ Kappa [CI 95%] 0.190 0.774 [0.600-0.949]

Average pairwise % 

agreements

59.8%

Slight

89.0%

Substantial

Average prevalence 19.3 (43.6%)

Interpretation (Landis & Koch)

of the Kappa value:

Less than 0.00, poor

0.00 to 0.20, slight

0.21 to 0.40, fair

0.41 to 0.60, moderate

0.61 to 0.80, substantial

0.81 to 1.00, almost perfect

More than 0.40 is considered 

clinically acceptable



PALPATION

• To change things for the better and build on existing evidence, we also need 

to improve the way palpation skills are taught in osteopathic training 

programs:

• Theories may change, but the reality of the body's tissues remains 

• Tissue responses are more important than the technique

• Why not combine palpation information with a relevant model in 

order to produce real clinical meaning?



« DOUBLE BIND »?

• "According to Bateson, at the root of schizophrenia formation lies an inconsistency 

between verbal and non-verbal communication on the part of the parents (…). For 

example, the parents address the child with encouraging words, but accompany 

them with negative bodily signs of rejection or aversion. Bateson calls this type of 

interpersonal communication "double bind". This incongruity creates confusion 

for the child in learning the correct interpretation of both non-verbal and verbal 

language.”

• Hennel-Brzozowska, A. 2008. La communication non-verbale – Perspective d’une psychologue.  Synergies Pologne n°5, pp. 21-30.  

• In osteopathy, could it be possible to create contradictory effects 

between intentions/actions and a true respect of tissues/palpation? 

• Hence the importance of specific palpation training to link palpation 

information with a precise model of practice



*** MODELS





BIOMECANICAL MODEL



TENSEGRITY

• Harmony is more important than the mobility 

of a single segment or structure.



BIO-PSYCHO-SOCIAL MODEL (BPS)



BPS MODEL
Introducing spirituality dimension



LIMITS OF THE BPS MODEL?



INTEROCEPTION

D’Alessandro, G., Cerritelli, F., Cortelli, P. 2016. Sensitization and Interoception as Key Neurological Concepts 

in Osteopathy and Other Manual Medecines. Frontiers in Neuroscience, 10, Article 100, 12 pages.

« These facts (on interoception) strongly 

support a comprehensive perspective on 

the physical and emotional health of each 

patient, and they provide a rational basis 

for complementary approaches, for 

example, therapeutic touch. »
Craig, A.D. 2013. Cooling, pain, and other feelings from de body in 

relation to autonomic nervous system – Chapter 9. Handbook of 

Clinical Neurology,117,103-109.



SENSITIZATION AND CHRONIC VISCERAL PAIN



FREE-ENERGY PRINCIPLE
Karl Friston

Trends in Cognitive Sciences Vol.13 No.7, 294-301.



STRESS, ALLOSTASIS

McEwen, B.S. 2000.  Allosatsis and Allostatic load. 

Neuropsychopharmacology, 22:108–124.





REASON FOR CONSULTATION: LOCAL

MODEL: BIOMECHANICAL

• Reasons for consultation: Ex: Following a sprain? 

Over-use? Etc.

• Biomechanical model may be appropriate in the 

absence of orthopedic conditions, recovery to standard, 

and no general health conditions

• Highlight of palpation: Touch must be appropriate to 

the state of the tissue structure; ex: testing and 

normalize flexibility of fascia or connective tissue



REASON FOR CONSULTATION: REGIONAL

MODEL: TENSEGRITY

Powers, C.M. 2010. The Influence of Abnormal Hip Mechanics on Knee Injury: A Biomechanical Perspective, 40(2), 42-51.

• Reasons for consultation: Ex: 

Femoropatellar pain? Too long to recover after 

a sprain? Etc.

• Tensegrity model useful for estimating the 

relative involvement of all joints of the lower 

limb

• Highlight of palpation : Harmonize fascial 

expression and promote coordination; take 

an interest in broader palpatory information



REASON FOR CONSULTATION: COMPLEX

MODEL : FASCIAL SYSTEM

• Fascias can be influenced by ANS overactivation and stress or by 

unconscious neurodevelopmental encodings and/or related to attachment 

types Calsius, J. & al. 2016.  Touching the Lived Body in Patients with Medically Unexplained Symptoms. How an 

Integration of Hands-on Bodywork and Body Awareness in Psychotherapy may Help People with Alexithymia, Frontiers in 

Psychology

• Sometimes causes "muscular armor" which, in turn

• Limits coordination & alters posture

• Reasons for consultation: Ex: 

Long-standing knee pain, part of a 

generalized pain problem, 

experienced with distress and 

disarray; no sufficiently significant 

findings on assessment of the knee 

or lower limb, etc.

• A fascial system seen as a 

complex model is useful

• Consider also BPS model and a 

person centered approach

• Highlight of palpation : 

Informing the SNC through fascias

• Reassurance and exercises

Schleip. R. 2003. Fascial plasticity –

a new neurobiological explanation: 

Part 1. Journal of Bodywork and 

Movement Therapies, 7(1), 11-19.



REASON(S) FOR CONSULTATION: 
LOCAL AND REGIONAL

 
MODEL: BIOMECHANICAL

• LOCAL

• Reasons for consultation: Ex: 

surgical site discomfort when 

movements are performed, etc.

• Biomechanical model 

• Highlight of palpation : 

Normalize flexibility of fascia or 

peritoneum or skin

• REGIONAL

• Reasons for consultation: Ex: Pelvis or hip dysfunctions after abdominal 

surgery or endometriosis, etc.

• Biomechanical model 

• Highlight of palpation : Normalize flexibility of fascia or peritoneum 

or skin and their MK consequences



REASON FOR CONSULTATION: SYSTEMIC

MODEL(S)  : INTEROCEPTION/  VISCERAL PAIN

• SYSTEMIC

• Reasons for consultation: Ex: 

Restriction of the diaphragm with 

abdominal discomfort,  pain in the 

back, neck and shoulders, 

accompanied by fatigue, headaches 

and digestive problems, difficult 

stress management, has had several 

abdominal operations etc.

• Interoception model/visceral 

pain

• Highlight of palpation : 

Informing the SNC through 

fascias and C-fibers and “secure 

touch”, convince the brain “that it 

is no longer in danger”



MODELS

• Reason of consultation should be matched with different models and 

specific palpatory information

• We can’t use, or teach, all the existing or possible models, but we must 

know enough of them, in sufficient number and diversity, to ensure 

representation of all reasons for consultation

• Occam's razor

• “The simplest explanation is usually the right one.”

• Prioritize the smallest intervention with the greatest potential effect



WHAT SHOULD BE TAUGHT?

• Important and difficult choices to be made, but covering the continuum must be a priority

• Massive investment to make these choices, must be supported by consensus among 

faculty school and, if possible, by the entire osteopathic community

• Students need specific training in choosing the most appropriate model for the type of patient and 

his or her needs, and the nature of the reason for consultation.

• Clinical reasoning processes must be adapted to each client and context and allow:

• Accurate representation of the reason for consultation

• Creation of repertoires, with non-random cases if necessary when clinical opportunities are insufficient

• Management of uncertainty

• Preparing for the development of expertise through the integration of evidence-based data



ADAPTING VOCABULARY TO MODELS
Schleip, R. 2003. Fascial plasticity – a new neurobiological explanation - Part 2. Journal of Bodywork and 

Movement Therapies, 7(2), 104-116. 



ADAPTING VOCABULARY TO MODELS
Abbey, H. 2022. Communication strategies in psychologically informed osteopathic practice: A case 

report.IJOM, 47, https://doi.org/10.1016/j.ijosm.2022.10.009.

https://doi.org/10.1016/j.ijosm.2022.10.009


WHAT LEGACY TO LEAVE?

• Osteopaths need to be reflective and humble, curious and open-minded, erudite

• In-depth understanding of the therapist's role is essential, also to protect therapists 

themselves

• Philosophy of health: what is health, what is illness, what is healing? 

• Integration of humanities in cursus?



WHAT LEGACY TO LEAVE?

• We need more tant a single model to better understand:

• The therapeutic relationship,

• The importance of touch/palpation,

• To provide a rational basis for our clinical approaches.

• We need a clear-sighted use of these models:

• Each model has its strengths and weaknesses

• Research uses: clusters!

• “There is no standard or average patient1”

• We must not lock ourselves into a single model by forcing it to suit all reasons for 

osteopathic consultation if we want to keep osteopathy on the move: broad, pluralist, 

adapted and anchored in its environment and in its society.

1:  Anjum, R.L., Copeland, S. & Rocca, E. 2020. Rethinking Causality, Complexity and Evidence for the Unique Patient.

 A Cause Health Resource for Healthcare Professionals and the Clinical Encounter. SpringerOpen, 252 pages, ISBN 978-3-030-41239-5



CONCLUSION

Use the right model(s) for each reason for osteopathic 

consultation in order to construct a coherent picture 

of each specific patient.



! THANK YOU ¡ GRAZIE! MERCI ¡ 
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