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Hello and thank you for inviting me to talk at the OIA Conference. What a relief for all of us to finally be here, after what feels like so many false starts and changes! And congratulations to OIA for being able to bring us all together in the face of so many global challenges! 
Today I will be exploring research in osteopathy. This exploration will take place by acknowledging the context of the important work already produced for the osteopathic profession, and then by considering the health research advancements that provide new opportunities for osteopathic research into the future. 



OSTEOPATHY

• A TRADITIONAL MEDICINE SYSTEM
• DEVELOPED THROUGH CLINICIAN 

OBSERVATION
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I don’t need to tell you that osteopathy is recognised by the World Health Organisation as a traditional medicine system, and while it has arisen out of the same Western culture that produced biomedicine, it is governed by distinct philosophies and principles. It is also important to acknowledge that these philosophies and principles were codified based on the keen observation and clinical experience of A.T. Still and those that have followed him. �This feature of osteopathy is not so different to the foundational knowledge of much of health and medicine, but it occurred at a time that the ‘science’ of medicine was taking a stronger foothold, and the academic pursuit of medical knowledge was firmly established but the links between primary care – where A.T. Still was situated - and academic research were not. A situation that became further complicated more than 100 years later by the explicit adoption of evidence-based medicine as a paradigm for health care. 
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In the evidence-based practice era, this gap between primary care and academia left the osteopathic profession at a disadvantage. The osteopathic profession had little to no access to key resources needed to answer the increasingly wielded question ‘Where is the evidence?’
In the first instance, they lacked the people. More specifically, they lacked researchers who understood osteopathy and were inspired to undertake research that answers the questions important to osteopathic practitioners and their patients. Osteopaths wanted to practice osteopathy and as the rigour of science grew more defined, the knowledge and skills needed to conduct ‘acceptable’ research became more specialized. Researchers needed to be trained in research and conducting research took more and more time. It became increasingly difficult – if not impossible – to maintain a private clinical practice and conduct the necessary research. 
The fact that osteopaths tended to practice in independently-run private clinical settings rather than hospitals or other such environments also meant that they often lacked the infrastructure needed to conduct research to the scale required to answer meaningful research questions. While professional associations were building infrastructure for osteopaths, in the early days, they had more pressing priorities to support the professionalization of osteopathy. Research needed to wait.
Interlinked with both of these challenges is funding. Research costs money: for the researcher’s time, for the participant’s time, for facilities, for capital expenses and consumables. Without dedicated funding, those seeking to conduct osteopathic research need to compete with researchers from established institutions, with established track records and answering research questions that the funders recognised as a priority. 
Which leads to the last on my list: institutions. While other health professions were already embedded alongside researchers in academic institutions, osteopathic educational institutions were established primarily to train clinicians. This meant that the culture and practice of scholarship and research were commonly not supported in the same way as they were in larger universities. 
Of course, these resources are inter-connected and these gaps have been addressed over time. There is an impressive and growing cohort of osteopathic researchers globally. The infrastructure these researchers have access to is always expanding. Access to funding is improving. And many osteopathic institutions have embraced their evolution to encompass both research and clinical training, or osteopathy has been incorporated into already established institutions that have this culture. But I think we can all agree that osteopathy started this race for evidence from behind, and certainly has not pulled ahead to the lead just yet. 
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While osteopathy – like many other traditional medicine systems – have been doing the necessary work – both directly and indirectly - to respond to the expectations of evidence-based medicine, their has been important transformations in how evidence is understood and employed among health care more broadly. I like to call this ‘The Renaissance of Knowledge’. 
The most widely recognised element of this renaissance is Implementation Science. This field of research has emerged as a direct response to an acknowledgement by evidence-based practice advocates that the gap between the generation of new knowledge and corresponding changes to health care informed by this new knowledge was too long. That social and behavioural factors needed to be addressed to see such change manifest.  Underpinning implementation science is the idea of knowledge translation, which is the process of converting scientifically derived knowledge into a format that is accessible and applicable to the target audience. It is the main goal of Implementation science. 
However, there has also been a somewhat countermovement arising alongside – or perhaps within? – implementation science which has a different engagement with knowledge. It recognises that not only science and researchers generates knowledge of value; that knowledge owned by clinicians and patients is not only valuable for practice, but also for researchers. That all parties can benefit from the knowledge held by others, we just need to mobilise that knowledge. This has become known as ‘knowledge mobilisation’. 



EVIDENCE- BASED PRACTICE OF 
TRADITIONAL MEDICINE?
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This emergence of knowledge mobilisation is particularly important in an evidence-based medicine world. I will not spend to long on this point, as we would all need to have been hiding under a rock not to know what EBM is all about. But I just want to highlight some particular challenges that, like other systems of traditional medicine, osteopathy faces. The three pillars of EBM were originally framed through the specific lens of biomedicine, and this leaves some gaps for osteopathy that the osteopathy field needs to attend to. For example, the pillar of ‘Best Available Evidence’ leans largely on the hierarchy of evidence that places a meta-analysis of randomized-controlled trials at the pinnacle and, depending on the hierarchy being used, case reports or expert opinion at the bottom. This raises the question – Where do traditional knowledge and practices fit in the hierarchy? The most common answer I hear to that question is ‘expert opinion’. But does that mean that hundreds of years of accumulated knowledge passed from clinician to clinician is the same as one person who has developed expertise in his lifetime? Even if so, how do we use this knowledge in a way that is respectful of its time and place, but appropriate to ours?
Even this concept of Clinician Experience is drawn from the biomedical model. It could be argued that the experience of clinicians practicing through the holistic lens that defines professions such as osteopathy are different. We see things differently. The patient. Their condition. Their healing journey. While the value of clinician experience is no different between biomedical and holistic practitioners, the knowledge generated through their experience is likely to differ. We need to think about what we do to collect and understand the insights this holistic perspective offers to health care and share it with other users. Mobilise it. 
And this holistic perspective also adds a new facet to the pillar of Patient Preference. Because its not just patient preferences we attend to. We listen to their experience of living with their health condition. We genuinely consider their unique presentation of their complaint and use this to better understand their health issues and develop a treatment plan that responds directly to them and their needs. This goes beyond respecting their preference for non-pharmacological or non-surgical interventions. They have knowledge that is valuable. We use it. We should make sure others listen to and use it as well. 
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This plays into a broader viewpoint being discussed in the knowledge mobilisation community. Its called Knowledge Equity. Just like the increasingly recognised difference between equality and equity in other areas of society, knowledge equity moves beyond recognizing that all knowledge has equal value. It calls for processes and mechanisms to ensure all types of knowledge are equally accessible. And from the traditional medicine community, professions like osteopathy hold the responsibility for finding ways to increase the translation of traditional osteopathic knowledge, clinician experience and patient learnings to the wider community of researchers and policymakers. We can’t just say that we respect and value such knowledge we need to provide the mechanisms to ensure equitable access and use of it. 
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Lets look more closely at traditional knowledge through the lens of knowledge equity. What do we need to do to ensure equity of traditional knowledge among other types of knowledge? This need has led to myself and some of my colleagues undertaking to develop a framework for adapting traditional knowledge to contemporary contexts. Our study is exploring the applicability and usefulness of an already established model in Implementation Science – called the EPIS framework – for adapting complex interventions to apply in new settings. Our rationale is that the philosophies and principles of traditional medicine systems, and the tools and techniques used by practitioners of such systems, absolutely meet the criteria of a complex intervention. We also feel that the circumstances and settings in which traditional knowledge has originated, differs in many ways from the context and application of such knowledge in contemporary research, education, policy and practice – and so a framework such as EPIS could be useful. 

The initial process of our co-design study has occurred in Australia where we invited stakeholders from multiple traditional medicine systems including osteopathy to workshop the phases and elements of the EPIS framework in the context of their systems of medicine. Time won’t permit me to overview the full details of the results of the workshop, but I would like to share some of the themes that arose from that day: 

One major theme was the Critical evaluation of sources of traditional knowledge and evidence which concludes that the sources from which traditional knowledge or evidence are drawn should be critically evaluated to determine whether the knowledge is suitable to select for translation and implementation into the contemporary context. 

Another theme was ‘Translating from traditional knowledge using a tradition-centric lens’ through which it was argued that a tradition-centric lens was needed to maintain the integrity of the traditional knowledge being translated and ensure any adaptations are appropriate to the contemporary practice and evolution of the tradition. This means approaching translation with the ‘way of knowing’ or worldview embedded within the tradition’s philosophical roots. Stakeholders recommended that translation be led or informed by individuals with expertise in the tradition (e.g. practitioners) to ensure understanding of the traditional context.

This then led to ‘Translating into the contemporary context by bridge-building across the gap’, through which they suggested that Translation requires incorporation of both practical and philosophical considerations to successfully bridge the gap between traditional evidence and contemporary context. It calls for use of a comprehensive and systematic approach that draws connections between contemporary needs and the opportunities that traditional knowledge offers. 

Importantly, the stakeholder group also identified the crucial nature of critical evaluation of translation to contemporary context, whereby it is essential to apply critical evaluation not only to the source of TK, but also to the process and outcomes of translating, adapting and implementing traditional evidence. This evaluation applies to practices, products, education and curricula, research methods, and policy that engage with TK. 

And lastly, they identified traditions as living systems. This means acknowledging that traditional knowledge and practices have often already undergone many evolutionary adaptations over time in response to changing needs, environments and contextual factors. To achieve sustained relevance into the future, it is not sufficient to uphold traditional knowledge; the knowledge must be intentionally evolved through living practice.

Of course, this is only the beginning of the story. This work is currently being prepared for publication and forms the basis of an international Delphi panel which we hope to launch by the end of 2022 to further refine the EPIS framework as a model that is specific to traditional medicine systems. I hope to see work like this develop over time to provide the mechanisms, processes and frameworks we need to make traditional knowledge for professions like osteopathy accessible and relevant in our modern world. 
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One of the features highlighted in our proposed framework for traditional knowledge translation is the importance of maintaining a person-centred perspective when developing, implementing and evaluating interventions. This was given explicit attention in the discussion both because osteopathy and other traditional medicine systems are steeped in philosophical roots that reflect patient-centred principles, and policymakers are increasingly acknowledging the importance of patient-centred policies, systems and care. 

The evidence-based practice model also acknowledges patients – but the language used in EBM is very specific and its something we need to reflect upon within our area.

As mentioned before, the EBM pillar for patient contributions is called ‘patient preferences’. This means that when a clinician identifies the intervention that has the best available evidence and is appropriate to their clinical experience, then a patient’s preference should then inform any final decision. Do they prefer to attend more appointments or to be given exercises to do at home? Should pain management medication be included in their treatment plan? Can the clinician expand the treatment to include a wider range of health issues that may be impacting on the patients primary complaint or should they solely focus on symptomatic treatment? EBM argues that these kinds of decisions can and should be influenced by which of the above options the patient prefers. 

While this is absolutely the case, it is not the only value patients can offer the clinical interaction, or health care more generally. Truly patient-centred health care considers the complexity of the human body and listens to the patient’s experience of living with their health condition. What exacerbates or relieves their symptoms? Is there a time of day, movement or behaviour, dietary choice or some other unique factor that the patient has noticed directly impacts on their condition? Is there an aspect of their condition that has links with another area of their health? Even if there is no current evidence to support or explain it, the knowledge they hold about their own personal experience of living with their health condition has value. Listening to the story of their experience can provide the clinician with new understandings about the patient’s needs and their unique manifestation of their complaint. 

Over time, and when combined with other patient experiences, we can start to see a deep and rich knowledge about a health condition arise through patient populations – their own patient wisdom. As members of the osteopathic community, these points may not be groundbreaking – but in wider health research it is causing real waves. It has led to a growing area of policy and research interest in ‘the Expert Patient’ which has found that by and large, medical doctors are not listening to patients experience and recognizing their wisdom. They are instead checking the patient experience against the evidence and dismissing it if the evidence suggests otherwise. Policymakers in some countries have started to push back on this – at least at a policy level – and insist that health service managers, researchers and clinicians find better ways to respect and integrate patient expertise and wisdom into health care at all levels.

This practice is not new to osteopathy, and I would argue is at the heart of osteopathy’s origins; instead of dismissing patient experiences that did not align with the prevailing evidence of the time, A.T. Still listened to patients and went searching for answers to the questions arising from their experiences. 
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So now we find ourselves at a critical juncture in osteopathy research. While the osteopathic research community has undertaken excellent research with the time and resources available, there are new and big questions that I believe need more focused attention, particularly given the emerging research and policy areas I have just highlighted. These areas are in addition to clinical research which will always be vital. However, these other research questions are equally as important albeit for different reasons. Lets look at these questions based on key osteopathy stakeholders.
 
Firstly, there are policymakers. Most, if not all of you, frequently work with policymakers or are even policymakers yourselves. So you know that in addition to questions of effectiveness, policymakers commonly want to know how much a health services will cost the system, and whether it is safe. Those questions are just as if not more important that a treatments effectiveness, but cost and safety receive nowhere near enough research attention and even where this data is collected its often not collated in a format that is meaningful and accessible to policymakers. 

Then there are other health professionals. Whether its due to truly patient-centred motivations or territorial disputes about scope and boundary, other health professionals really just want to know what a new intervention or health service means for their patient, and for their own practice. 

Next are the patients. They have two relatively straightforward questions, although one tends to get overlooked by researchers in preference for the other. They want to know if the treatment will make them feel better, of course, – which most of osteopathic research has focused on - and they also want to know whether they will feel heard and understood. This latter area is too undervalued in much of health research but where it has received research attention it is showing up as a critical component of patient satisfaction with care, and the absence of feeling heard is one of the factors that can drive patients away from conventional medicine. 

And last but by no means least are the clinicians. We really need to gain a stronger handle on what they do in their practice, and why they do it. We need to know this so we can prioritise clinical research to focus on the treatments, conditions and approaches that most closely reflect real-world osteopathy practice. Osteopaths may be able to make such decisions from their own perspective in their clinics, but as potential funders and strategic leaders you need a more global perspective. You also need this kind of research to provide evidence-based information about osteopathic practice to the other stakeholders highlighted here.

Now, I KNOW there is some great existing research for osteopathy that addresses some of these areas. However, we need more and we need it at a scale that truly serves the global osteopathic profession. So for the remainder of this talk, I am going to draw on some studies I have been involved in that helps to address some of these big questions for other traditional medicine systems such as my own profession of naturopathy. They all provide avenues for applying emerging or established research methods to add to the arsenal of the osteopathic research community and expand the evidence-base of the osteopathic profession.
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Lets start with the policymakers. As I have already alluded to, policymakers need four main types of information to inform their decisions about integrating a health product or service into the health system: they need to know what the intervention is, its safety, its effectiveness and its cost. And they don’t want to be wading through research databases and websites to find it. They want it all prepared for them in a nice, neat package. And not just any package – a package that fits their exact specifications and requirements. They call this a Health Technology Assessment or HTA. A HTA is essentially a summary report of key information about any kind of health intervention designed specifically for policymakers. It presents evidence in a format that governments and policymakers are familiar with and in a language that they understand. The HTA report structure was originally developed with pharmaceuticals in mind, but its application has since expanded to encompass any kind of health intervention. Including traditional medicine.

There are a few examples of HTAs covering traditional medicine systems. 

One HTA focused on anthroposophic medicine and was commissioned in 2005 by the Swiss government as part of a broader evaluation program to review the inclusion of certain therapies within the government-mandated health insurance scheme. It is a 300-page report that summarises the results of 178 clinical studies produced by anthroposophic medicine researchers. Unfortunately, half of these studies were about the herbal medicine Mistletoe and, according to anthroposophic medicine profession leaders, it has served more to further the acceptance and interest in Mistletoe than in anthroposophic medicine . 

In contrast, the Swiss government commissioned another HTA in 2011 – this time about homeopathy. It was a 234-page document that included a summary of 22 systematic reviews and 28 clinical studies. It served to inform the government about the value and effectiveness for homeopathy within their health system and resulted in them retaining insurance cover for homeopathy. 

Recently, the World Naturopathic Federation learnt from these previous attempts and undertook to prepare its own HTA of naturopathy. As one of the lead editors for this HTA I would like to tell you a little bit more about what it contains and encourage you to consider how a similar project might serve the osteopathic profession.
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The Naturopathy HTA ended up being a much larger undertaking than we originally envisioned – the final report was a 750-page tome. 

The project was also logistically challenging – we called on over 50 authors from 11 countries and 60 reviewers from 22 countries representing all world regions. This diversity of contributors was not just done to spread the workload. It is important that a report that is presented to policymakers as a summary of an international profession be truly international. For it to be accepted as a valid resource by the World Health Organisation, it needed to include as many world regions as possible. And for it to be accepted by the international profession it needed to be reviewed by professional leaders from as many countries as possible. 

The HTA presented research conducted by the naturopathic community, and it is worth noting here that a HTA can ONLY include the research produced by the profession. The WNF could not ‘lean on’ other research about any of the treatments commonly used by naturopaths but produced by non-naturopath researchers. There needed to be at least one naturopath on the research team of each included paper. 
Despite this, there was still an immense volume of research to contend with calling for a different approach to the one taken for the anthroposophic medicineor homeopathy HTAs: 2000 peer-reviewed articles and more than 300 clinical studies meant the naturopathy HTA could not present a summary of each article as had been done for anthroposophic medicine or homeopathy. 
This was further complicated by the diversity of conditions and treatments reflected in the naturopathic research: more than 100 different health populations and more than 15 treatment categories (with numerous specific treatments within these broad categories). Without going through the nitty-gritty this was solved by first presenting a bibliometric analysis of the broad categories and characteristics of the 2000 articles, and then preparing two sections containing summary chapters by condition type (such as mental health) in the first section  and treatment type (such as herbal medicine) in the second. These research summaries represent more than half of the final report and show more than 80% of included studies yielded a positive outcome. At the micro-level they offer governments an opportunity to quickly familiarize themselves with the research produced by the naturopathic profession, but in macro they are an impressive collection for the profession to draw upon when responding to often used statement “but there is no evidence for naturopathy”.

But the real point of difference for the WNF HTA was the strategic way it dealt with describing naturopathy. As well as descriptions of the practices, philosophies and principles of naturopathy, the HTA contains dedicated chapters that provide detailed policy analysis of the regulatory models used by governments around the world to regulate naturopathic practice with guidance on how other governments could and should implement similar models in countries without existing regulation. 

It provides a detailed examination of evidence-based practice behaviours but prepared through a knowledge mobilisation lens so it also highlights naturopathy’s strength in delivering patient-centred care and valuing patient experience. 

It presents information about the naturopathic community clinics available throughout the world that deliver care to vulnerable and marginalized populations.

It shows the active role naturopaths play in educating their patients and the general public about health and wellness. 

In short, the HTA carefully curates evidence that directly addresses criticisms made about naturopathy and while also demonstrating how naturopaths are addressing internationally recognised shortfalls in global healthcare. 

Now that it is finished, the WNF are working hard to ensure it has maximum impact. They have made it freely available to download as an e-book and sent free copies to all members as there is nothing quite like a ‘thunk’ of a 750 page hard cover book to get the attention of a policymaker in a meeting. But knowing how policymakers don’t like to read, they have also prepared a professionally designed executive summary of the key highlights of the HTA. They have also delivered training to representatives of all member organisations so they can fully understand how to use the resource for maximum effect in their country.

This body of work is not research as often envisioned by clinicians. But it is exactly the type of research osteopathy needs. It is the science of policy analysis, of health services research, and of knowledge translation. It is not a small undertaking and would take coordination, leadership, commitment, and strategic vision. But I have seen all of these in the international osteopathic community and have no doubt the outcome would be well worth the effort. 
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Now lets move onto more clinically-oriented research, but keep in mind today’s talk is not about clinical trials. 

One of the most valuable characteristics of osteopathic practice, beyond even the osteopathic manipulation techniques themselves, is the philosophies and principles that inform osteopathic care. Osteopaths use diverse techniques and methods. They also prescribe home exercises, ergonomic changes, and self-care practices. They may recommend dietary changes or even nutritional supplements. They may discuss mind-body practices for pain management. The list goes on. These are all incredibly valuable features of osteopathic practice that get lost if the focus of clinical research is solely on OMT. With this in mind, research that takes a broad lens to describing what osteopaths do in their practice and the many and diverse prescriptions and recommendations they make to their clients is critical. It helps people from outside of the profession understand more about what osteopaths contribute to the health system. The gaps they may be filling and the policy challenges they may be well-placed to meet, if only they were being used to their full potential.

Such research also needs to focus specifically on the clinical encounter. The approach osteopaths take to assessing their patients needs, listening to the patients experiences, supporting the patient on to their own unique path to wellness. 

Osteopathy also needs research that helps non-osteopaths understand the critical importance of the holistic viewpoint that osteopathy philosophy and principles offer. How does the ‘Structure and Function’ interplay actual manifest in an osteopaths clinical reasoning? Why is it so different to the approach of any other manual therapist? Or a medical doctor?

So I would like to share with you some examples of studies I have been involved in that answer similar questions for other traditional medicine professions through methods that could easily be applied to osteopathy.  
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As I alluded to earlier, once we know more about what osteopaths do in practice we can map information about the patient populations and conditions they most commonly treat, and the practices they most commonly use, with national and international health priorities to develop research agendas and profession-specific priorities that ensure any new clinical research supports the majority of the profession, their patients and the health system. You get maximum benefit from the limited research resources available within osteopathy. 

But even more so, you can design clinical research that provides the foundation for further clinical studies that are directly reflective of clinical practice.

Let me give you an example. One of our centre’s PhD students – David Casteleijn - is conducting a pragmatic naturalistic observational study investigating the effects of individualised herbal medicine for the management of anxiety. This essentially means he has invited herbalists and naturopaths in Australia to recruit patients with anxiety, have the patients complete patient reported outcome measures, and treat the patient as they normally would. By collecting specific details about the treatments being used, David has been able to analyse the data to not only show that the participants’ anxiety significantly reduced following treatment, but also to identify the general characteristics of the practitioners treatment approach. He is now able to use this data to develop an individualised herbal medicine intervention for the treatment of anxiety to be tested in a RCT. This includes how frequently the patients should see their practitioner, how long they should wait between appointments, and a list of herbal medicines that might be considered within individualised formulas. A clinical trial intervention that directly reflects practice. Not even the practices clinicians *think* they do but what they *actually* do. And he has been able to evaluate these treatments to identify those associated with the most effective outcomes. 

This is what clinical research driven by clinical practice can look like. 

David’s analysis has been structured around the TIDIER checklist: a guideline for reporting complex interventions. This guideline is not new to osteopathy. A group of osteopathic researchers have written a great paper adapting the checklist to be specific for manual therapies. They have seen the value in its use for the complexity of individualised, holistic care, but perhaps not in this particular application of it. 



THE COMPLEXITY OF HOLISM
Using complexity science  to s t udy clinica l rea soning

Th e  in t e rc o n n e c t io n s  o f  h o lis t ic  t h in kin gExa m p le  m in d  m a p
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The use of methodologies that allow us to capture the complexity of individualised care is critical for researching traditional medicine. Another example of such research methods is complexity science. Originating from the natural sciences, complexity science provides a method for studying complex systems, and what more complex system is there than the human body particularly when viewed through a holistic system of care? While complexity science has been used to study ecosystems, IT networks and health systems, they have only recently been used for the first time to investigate clinical reasoning in health. Another of our ARCCIM PhD students, Kim Graham, has developed a method with traditional medicine systems in mind to capture the complex reasoning of clinicians and tested it in a sample group of naturopaths. 

She provided them with a set case of a middle-aged women presenting with obesity, and asked the clinicians to use mindmaps to show their understanding of the interplay between the different elements of the case and the pathophysiology of the patients condition. You can see an example of what a mind map might contain on the left here. She used statistical analysis to quantify the complexity of holism. It is groundbreaking work as it uses scientific methods to give health professionals from reductionist frameworks such as biomedicine an insight into how holistic practitioners think. And the best part, is the analytic methods used to produce her results can be presented graphically; showing the true complexity of holism. On the right you can see a visual representation of the combined mindmaps of the shared case as provided by the clinicians and analysed using complexity science. I know it is probably too small to see and there is a lot in the details, but the graphics demonstrate the frequency with which items were included in a mind map by the size of the circle, and the direction of the relationship is represented through clockwise links between circles. So in this case, the clinicians commonly identified depression, systemic inflammation, diet and gut microbiome as all factors they consider important to this patient’s case management. This kind of complex thinking will inevitably result in a very different treatment approach to the more reductionist health paradigm – irrespective of whether the clinician is trained in herbal medicine, pharmaceuticals or osteopathy for that matter.

Details aside, this type of analysis shows unequivocally that there is no linear thinking in holistic practice. 

In fact, the results of this kind of research can not only help others better understand the complexity of holism, it can also help codify the interconnectedness of human physiology as understood by holistic practitioners and in doing so provide possible gateways to new understandings about health and disease, leading to potential new treatment approaches. 

I would be fascinated to see the results of similar research conducted for the osteopathic profession. 



THE CLINICAL 
ENCOUNTER

PATIENT- CENTRED
Survey re sea rch (ORION)
Pa t ient  Assessme nt  of 
Chronic Illness  Ca re  sca le
Pa t ient - Cent red Ca re  sca le
Pe rce ived  Provide r Supp ort  
sca le
Emp owerment  sca le

SUMMARY RESULTS
Osteop a t hs  p rovid e  a  grea t e r 
d egree  of p a t ient - ce nt red ca re , 
p rovid e r supp ort  a nd  p a t ient -
cent red chronic illne ss  ca re  t ha n 
med ica l d octors .

KNOWLEDGE SHARING
Survey re sea rch
Knowledge  mob ilisa t ion
Evidence - b a sed  p ra ct ice
Pa t ient - p rovid ed  informa t ion

SUMMARY RESULTS
Na t urop a t hs  use  va rious  
informa t ion sources
Pa t ient - p rovid ed  informa t ion, 
p a rt icula rly t he ir exp e rience s , 
a re  va lued . 15
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The holism and deep engagement with the health needs of the individual that characterizes traditional medicine systems such as osteopathy also contributes to very distinct and powerful features of the clinical encounter. Some of these features are global areas of priority for health policymakers such as patient-centred care, health promotion, and engaging with patients as experts in their own health. However, there is not enough evidence to demonstrate how effectively osteopathy and other traditional medicine systems are filling this gap. And unlike the previous example, the research needed to collect this evidence is not complicated. There are well-established tools and methods that we can draw on, we just need to do the work. 

Let me give you two examples. 

There are established validated instruments that measure patient’s experience of clinical encounters across the domains of patient-centred care. We have conducted research in Australia across a number of traditional medicine professions including osteopathy using these instruments and found results that will be incredibly valuable for making the case that osteopaths not only deliver patient-centred care, their patients experience osteopathic care as more patient-centred than the care they receive from biomedical doctors. Dr Hope Foley is a member of the ARCCIM team and she led this study. She used standard survey methodology to research patient experiences. She recruited patients through the ORION practice-based research network we have set up with the support of Osteopathy Australia. She collected a lot of data so I won’t go through it all, but the short version is more than 90% of participants visiting an osteopath agreed or strongly agreed with all of the items of the patient-centred care scale and the perceived provide support scale, whereas this figure dropped down to as low as 60-70% for the same participants rating their medical doctor. They also scored their osteopath either the same or better than their medical doctor on each of the domains of the Patient Assessment of Chronic Illness Care scale, an instrument designed specifically to measure patient-centred care in chronic illness.  

Looking more specifically at the value of patient knowledge and experience, we have also conducted international research for the World Naturopathic Federation that uses a knowledge mobilisation framework to investigate how knowledge and information is shared within the clinical encounter. The survey was completed by naturopaths from all world regions. It found the majority of naturopaths used information from journals, conferences, textbooks and laboratory tests to inform clinical decisions. However, we also found that patient-provided information was highly valued too. The clinicians reported that patients are just as likely to share their perspective of living with their health condition as they are to share their general health history. And 95% of clinicians described the patients experience of living with their health condition as extremely or very important information, more than any other patient-provided information type. This research is very important as it positions the traditional medicine system being investigated, in this case naturopathy, as already potentially solving a challenge that policymakers around the world are attempting to address: namely, how do we more effectively build patient knowledge and wisdom into clinical care. These results have the ability to change the conversation about the profession by showcasing a feature of the clinical encounter that biomedical practice may be able to learn from. I have no doubt that osteopathy would also be able to share similar skills with biomedicine, but first we need the research to demonstrate that osteopaths bring their holistic and patient-centred perspective to all elements of their care approach, including how they share and use information with and from their patients. 



SUMMARY

The  fut ure  of os t eop a t hy re sea rch need s  t o  b e : 

• Tra nsd iscip lina ry

• Dive rse  me t hod s

• Deve lop ed  wit h t a rge t  a ud iences  in mind

• Supp ort ed  by t he  int e rna t iona l os t eop a t hic communit y
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This brings us to the end of a circuitous journey through under-utilized or overlooked research opportunities for the osteopathic profession.  Ultimately, whether it is through drawing on the examples I have given, or looking further afield, osteopathic research will have most impact for the profession if it is transdisciplinary and employs a variety of research methods to answer a variety of research questions; questions that are developed with the target audience in mind. And most importantly, it needs the continued support of the international osteopathic community through funding, infrastructure, people and institutions. Now, more than any other time in history, health research has the tools we need to investigate holistic, philosophically-driven health care and policymakers are desperate for answers to questions that are incredibly difficult for biomedicine to solve, but to which professions like osteopathy hold immense knowledge and skills. We just need to gather the evidence.



THANK YOU

Dr Amie  Stee l, ND MPH PhD

Tw it t e r : @na t urop a t ha mie
Em a il: Amie .s t ee l@uts .edu.a u
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Thank you very much for your time and attention. I also want to thank the colleagues and students with whom I have collaborated to present the research presented here today. Please do not hesitate to contact me should you like further information about any of the specific studies I have presented. Enjoy the rest of the conference.
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