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Abstract

Objectives

To investigate the experiences of patients seedstgppathy treatment in New Zealand; and to

describe their perceptions of osteopathic treatment

Design

Survey-based research design.

Setting

Private osteopathy practices.

Main outcome measures

Demographic survey and Patient Perception Meassteepathy (PPM-O).

Results

Twelve osteopaths were recruited as practitioriResponses from 107 patients were analysed.

Approximately 75% of patients reported receivirignastly cranial’ treatment approach. The

majority of patients (96.2%) indicated that ostabatreatment helped their condition. The most

frequently experienced sensation was ‘relaxedpoaitive relationship was observed between the

PPM-O and demographic variables.

Conclusions



This is the first study to report on New Zealanteopathy patient’s experience of their treatment.
The sensations and emotions experienced are largesistent with previous Australian research.
Predominantly positive perceptions of osteopatt@atment were reported. The current study

provides some evidence of the construct validitthefPPM-O in a New Zealand patient population.



Introduction

Osteopathy is a form of manual therapy that uslliseariety of ‘hands-on’ treatment approaches
including mobilisation, manipulation and soft tiesechniques (1). A number of systematic reviews
have highlighted the role ‘structural’ osteopatpyp@aches may play in the management of a variety
of musculoskeletal (2-5) and non-musculoskeletadaints (6). Another treatment approach
utilised by osteopaths is Osteopathy in the Créfigltl (OCF). OCF was conceived by Sutherland
(7) who proposed a mechanism by which an inhemahira/oluntary rhythm within the body could

be palpated through the manifestation of craniaEbmovement. A number of studies have
researched the validity of this involuntary rhytlsnpalpability (8, 9), and potential clinical usé8

13). However, only a limited number of studies hemestigated the patient experience of OCF (14-

16).

A lack of data on patient perception and treatnoeimtomes associated with OCF lead Mulcahy et al.
(16) to develop a questionnaire to collect andys®apatient experiential data. Originally intended
only for patients receiving OCF (16), the quest&@irmwas later revised and condensed using both
confirmatory factor analysis and Rasch analysi3. (IThe questionnaire was titled the Patient
Perception Measure — Osteopathy (PPM-O) and thekera suggested that it may be useful to
evaluate both ‘cranial’ and ‘structural’ osteopattieatments (15, 17). In further work Mulcahylan
Vaughan (15) also observed that the sensationsnpsiexperience during their OCF treatment may
be associated with how those patients perceive titegitment. Furthermore, patient self-rated

satisfaction with life also appears to be relateddsitive treatment perception (18, 19).

The aim of the present study was to explore thegapce of patients receiving a structural treatmen
approach, OCF treatment approach (or both) in Nealahd osteopathy clinics. Patients’ perception
of treatment was explored, as well as the sensatod emotions patients experienced during and

immediately after their treatment. The relationstiptween demographic variables, Satisfaction with



Life (SWL), the Meaningfulness of Daily Activitig®DA), and patients reported experiences of

treatment were also considered.



Methods

Ethics approval for the study was obtained fromuhéec Institute of Technology (Auckland, New

Zealand) Research Ethics Committee.

Participants

Two groups of participants were recruited: 1) regiexd osteopaths in New Zealand who used
Osteopathy in the Cranial Field techniques regylarpractice; and, 2) their patients, who had

received treatment consisting mostly of craniahieégues.

Osteopaths were recruited via an internet seaeyw@rds ‘cranial osteopath New Zealand’), the
Sutherland Cranial Teaching Foundation for Ausaraihd New Zealand website (20), word of mouth,
and through personal communication. Interestecbpstés were screened for their suitability using a
‘practice style’ survey (21). The screening tasled was a question taken from an unpublished
survey, developed to determine an osteopath’gipeastyle (21). This survey was based on work by
Jette, Bacon (22) assessing the beliefs and astatiphysical therapists toward evidence-based
practice. The practice-style question from Blassus/ey (21) used in the present study, was a simpl
method to determine which techniques practitiomense most likely to use when treating patients.
The screening tool was delivered to the osteopathSurvey Monkey. Practitioners were selected
for the study if their responses indicated a pneidantly non-structural approach to theirtreatment
and if selected, were sent research packs congginenquestionnaires to be completed. Patients were
then recruited by the participating osteopaths)gisonvenience sampling. In order to be eligible,
patients were required to be at least 18 yearsaold have received a treatment consisting mostly of
OCF techniques. Patients were each provided WwiahPPM-O and a demographic survey following
their OCF treatment session. Patients completedubstionnaires and returned them to the primary

researcher via pre-paid post.



Measures

Patient demographic survey

The patient demographic survey (SupplementaryR ileollected a range of data about the patient,
including age, gender, and two single-item Likgpe scale questions to evaluate the patient’s
satisfaction with life (SWL) and the meaningfulnegsheir daily activities (MDA) (18, 19, 23, 24).

Patients were also asked to identify the predontittaatment approach they received.

Patient Perception Measure-Osteopathy (PPM-0O)

The PPM-O is a 13-item self-report measure (17ijgdesl to identify patient perceptions and self-
reported outcomes of osteopathic treatment. Thetipummaire has been used to assess patients’
experiences of both cranial and structural ostéopéteatment. Previous work (17) using both
confirmatory factor analysis and Rasch analysigests the items load onto two factors: ‘Education
and Information’ (9 items), and ‘Cognition and Bat’ (4 items). Items are answered on a five-point
Likert scale, and include both positively and nagdy worded statements. The PPM-O was scored
as per Mulcahy and Vaughan (17) and negativelygaur&ems were recoded prior to the data
analysis. Patients were also asked to indicatelwineatment style they predominantly received (i.e
structural or cranial), for how long they had beeceiving osteopathy treatment, and whether they
experienced any specific sensations during or &fta@tment. A list of 24 sensations and responses
was included on the PPM-O, and patients were atskedlect which (if any) sensations or responses

they experienced in relation to their treatmen) (Bupplementary File 2).

Data Analysis

Data were entered into SPSS version 20 (IBM CofpA)Jor analysis. Descriptive statistics were

generated for each of the demographic and PPMrsjtand the sensations experienced.



Correlations between each of the PPM-O items atidrigaage, SWL and MDA were analysed using
Spearman’sho (p) and interpreted according to Hopkins (25). Mahitney tests (alpha setpk

.05) were used to evaluate differences for gendepatiént-reported treatment approach for each of
the PPM-O subscales and reported sensations arttbamo Effect sizes (r) were also calculated
where significant differences were observed (ZB)is data analysis has been employed in a previous
study involving the PPM-O and its precursors (16jonbach’salpha was calculated as the reliability

estimate for each of the individual subscales easdvulcahy and Vaughan (17).

Results

Thirty-nine osteopaths were identified through tberuitment search. Of those 39 osteopaths, 12
expressed interested in the study, were screenddearuited as practitioners. A total of 230 resea
packs were sent to osteopaths to give to eligiateepts. Of these, 107 (46.52%) completed
guestionnaires were returned via pre-paid postagtimary researcher at Unitec Institute of
Technology. Completed questionnaires included mesg®from patients who indicated that they had
received mostly ‘cranial’ treatment (75.7%), mossiyuctural’ treatment (15.9%), both (4.7%), or
neither (3.7%). Nine questionnaires (3.9%) werdiomed as being lost through the mailing process.

No responses were withdrawn by patients.

Patients

The demographic characteristics of the patients parocipated in this study are summarised in

Table 1.

Table 1. Patient demographic characteristics.

Number (%)

Gender
Males 10 (9.3)




Females 96 (89.7)
Missing 1(0.9)
Age
Mean (SD) 50.2 years%13.7)
Median 49 years
Range 18-85 years
Education
Year 12 8 (10.3)
Vocational training 13 (16.7)
Bachelor’'s degree 16 (20.5)
Honours degree 5 (6.4)
Graduate certificate 3(3.8)
Graduate diploma 15 (19.2)
Master's degree 16 (20.5)
PhD 2 (2.6)
Employment status
Employed 54 (71.1)
Unemployed 7(9.2)
Retired 10 (13.2)
Student (not working) 4 (5.3)
Student (working) 1(1.3)
Satisfaction with Life (median, range) 4 (2-5)
Meaningfulness of Daily Activity (median, range) 4 (1-5)
First osteopathic treatment (yes) 3(2.8)
First osteopathic treatment at the practice (yes) 12 (11.2)

Previous Osteopathy in the Cranial Field treatmen{yes) 91 (85.0)

Body Regions Treated by the Osteopath

The most common body region that patients recernestment for was the neck (cervical spine)
(61.7%), the pelvis or hips (40.7%), head (39.684a) lower back (lumbar spine) (30.9%) (Figure 1).
Other reasons for seeking osteopathic treatmehtdad anxiety, “emotional stuff’, general well-

being, relief from stress, fertility, and pregnancy

Figure 1. Area of the body the osteopath treated for thegareng complaint.
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Satisfaction with Life and Meaningfulness of DailyActivities

Median values for Satisfaction with Life (SWL) akttaningfulness of Daily Activities (MDA) were
both 4 (Table 1). A SWL and MDA score of 3 or lesss observed for 20.2% and 30.8% of patients

respectively.

Patient Perception Measure - Osteopathy

Cronbach’salpha was used as the reliability estimate for the tWFO sub-scales (17): 1)
‘Education and information’o(= 0.71, 95%CI 0.61-0.78), and 2) ‘Cognition antigfize’ (o = 0.76,
95%CI 0.69-0.83). Deletion of single PPM-O iten ot increase the Cronbaclaipha score for
either sub-scale. The descriptive statistics fertB PPM-O items and subscales are summarised in

Table 2.
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Table 2. Descriptive statistics for the Patient Perceptitgasure — Osteopathy (PPM-O).

Education & effectiveness PPM-O subscale item Numbe Mean Median Std. Dev Range

1. The way my osteopath answers all of my quesi®ns 106 3.6 4 0.5 2-4
(Options: Poor, fair, good, very good, excellent)

2. The instructions my osteopath gives me regandipdpome 96 3.2 3 0.2 14
exercise program are

(Options: Poor, fair, good, very good, excellent

3. Osteopathic treatment has helped my condition 104 3.4 3 0.6 2-4
(Options: Never, rarely, sometimes, mostly, always)

4. As a result of osteopathic treatment, my gerfezalth is 101 3.7 4 0.7 2-5
(Options: Poor, fair, good, very good, excellent)

5. During my treatment, the questions my osteopskied were 103 3.3 3 0.7 2-4
(Options: Poor, fair, good, very good, excellent)

6. After my osteopathic treatment | felt like my ol body was 106 4.4 4 0.7 1-5
treated rather than just one area

(Options: Never, rarely, sometimes, mostly, always)

7. Osteopaths at this clinic talk to me about thayts ability to 106 29 3 1.0 1-4



heal itself

(Options:Never, rarely, sometimes, mostly, always)

8. | feel calmer after my osteopathic treatment 106 3.3 3 0.8 14
(Options: Never, rarely, sometimes, mostly, always)

9. How helpful is osteopathic treatment in managiogr 105 4.2 4 0.7 2-5
condition?

(Options: Poor, fair, good, very good, excellent)

Subscale total score (max. subscale score is 39) 22 3 3.5 32.5 23-39
Cognition & fatigue PPM-O subscale

10. Osteopathic treatment makes me feel vague* 104 3.6 4 1.0 1-5
(Options: Never, rarely, sometimes, mostly, always)

11. I cannot focus on tasks after my osteopatbittnent* 105 3.5 4 0.7 14
(Options: Never, rarely, sometimes, mostly, always)

12. | feel tired after osteopathic treatment* 106 2.8 3 1.0 1-5
(Options: Never, rarely, sometimes, mostly, always)

13. I find it hard to concentrate after my ostebmatreatment* 105 3.6 3 0.9 2-5

12



Subscale Total Score (max. subscale score is 19) 3.7 1 13 2.8 6-19

* Negatively worded items were re-scored for caesisy for analysis. E.g. a score of '1' (least tiegaiesponse), was re-scored as a '5' for datlgsasan
order for the response to be comparable to respdr@a positively worded items
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Sensations and Emotions Experienced During or AfteOsteopathy Treatment

Figure 3 depicts the sensations and emotions expexdl by patients during (or immediately after)
their osteopathy treatment. Of the 24 sensatindsaotions available for selection, the most
predominant were ‘relaxed’ and ‘releasing’, witle tmedian number of sensations and emotions

selected being 6.

Figure 3. Sensations and emotions experienced by patienisgdor immediately after their

osteopathy treatment.

Relaxed 73.8
Releasing 67.3
Relieving 55.1

Centred 51.4
Softening 46.7

Unwinding 45.8
Lightness 45.8
Warmth 38.3
Balancing 34.6
Happy 28
Tingling 22.4
Pain 17.8
Pulsing 16.8
Emotional 15
Energetic 10.3
Loose 9.3
Tight 8.4
Uncomfortable 5.6

Sensation/emotion

Frustration 4.7
Numb 3.7
Sad 2.8
Restless 1.9
Embarrassment 0.9
Anxious | 0

0 10 20 30 40 50 60 70 80

Percentage
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Treatment approach, patient perception, and sensains and emotions experienced

Patients who reported receiving a predominantly @@proach to their treatment were more likely to
report experiencing a ‘relaxed’ (p=0.006, r=0.28)umwinding’ (p=0.017, r=0.24) sensation
compared to those patients who reported receivistguatural approach witkmall effect sizes. No
significant difference between the PPM-O subscatees was identified for patients who reported

either structural or OCF treatment approach (p>0.05

Patients who exhibited higher total scores for PBMgubscale 1 Education and Effectiveness were
more likely to report experience feeling ‘happy=(015, r=0.26), ‘centred’ (p=0.033, r=0.23),
‘releasing’ (p=0.013, r=0.29) and ‘loose’ (p=0.0870.22) sensations and emotions compared to
those with lower Education and Effectiveness scavél small effect sizes. For subscale 2
Cognition and Fatigue, higher scores were exhitbtethose reporting experiencing the ‘energetic’
(p=0.021, r=0.24), ‘unwinding’ (p=0.029, r=0.23hd‘'emotional’ (p=0.021, r=0.29) sensations and

emotions with small effect sizes.

Association between Measures

Age demonstrated a small positive correlation Wwitth PPM-O subscalesg € 0.22). All other

correlations for demographic variables and the RPNems werg < 0.20. The PPM-O subscale 1

Education and Effectiveness demonstrated a sma#lation between SWLlp(= 0.39) and MDA

= 0.25). Subscale 2 Cognition and Fatigue wassstciated with SWL or MDAp(< 0.20). No

significant difference for gender was observedofmth PPM-O subscales.

Discussion

15



The present study is the first to report on theegiegmces of New Zealand patients who have received
a single osteopathy treatment measured using ditpiae approach. The Patient Perception

Measure - Osteopathy (PPM-O) (17) was used to atajuatients’ perceptions of their treatment.

Demographics and patient characteristics

The demographic profile of patients seeking ostdgpieatment was relatively consistent with the
characteristics identified by other authors desegiltomplementary and alternative medicine users in
New Zealand and Australia (27-29). In the pres&uidy, increasing age was positively correlated
with the PPM-O Education and Effectiveness subscalese items may reflect a more positive
perception of the patients’ care. Older age hasipusly been associated with greater patient
satisfaction (30, 31). No significant difference §ender was observed for any of the PPM-O
subscales. The PPM-O was designed to ensurdehat were not influenced by gender (17) and the

current study provides further support for thisghsymetric property of the questionnaire.

Approximately 25% of the patients in the preseatigtreported their SWL to be a 3 or less, and over
33% of patients reported their MDA to be a 3 oslesower SWL and MDA scores have previously
been associated with higher Hospital Anxiety angrBssion Scale scores (15) a

nd these screening items may reflect a concommemtal health complaint at the time of the study.
The results suggest that lower SWL is associatédaviower perception of their treatment with
regard to the education provided and effectivepétise treatment. A similar association has been
observed in another study with patient who haveived an OCF approach (32). Further research
into the relationship between presenting for osadfoptreatment and mental health complaints is
required as this may also influence treatment péi@es. It is not possible to ascertain whether a
patient had previously suffered from, or was cutyesuffering from, a mental health complaint a th

time of the study. This distinction could be evadghin future research.
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The correlations between MDA and the PPM-O subsacatgetrivial to small suggesting a limited
relationship between meaningfulness of activitied @sponses to the PPM-Gmall to moderate
positive correlations with SWL were observed fattbPPM-O subscales. These PPM-O items may
be a reflection of the patients’ satisfaction wtiRir care and is consistent with the notion treatgbe
who are satisfied with their life are more liketylie satisfied with their healthcare (33). Patient
centred care, by implementing approaches suchfanaragement (e.g. home exercises), has been
demonstrated to positively relate to satisfactiathware (34, 35) , and this aspect of care mag hav
been captured in the relationship between PPM-Gcallb 1 and SWL. Satisfaction with practitioner
guestioning has also been associated with saiisfiawith care (36). This relationship may also be
captured by PPM-O subscale 1. These positive latiors identified in the present study suggest
satisfaction with life may play a role in the pati® perception of their treatment. This observatio
has been observed in mental health diagnosis aatirtent where satisfaction with life and perceived
optimism towards the future is related to bettentakhealth, and hopelessness or helplessness is
associated with poorer mental health (37-40). Tte ttas possible association between positive and
negative life operation with diagnosis, treatmerd autcomes manual therapy populations has not

been tested.

Patients sought osteopathy treatment with the iicaedrs directing their treatment towards the neck
(61.7%), pelvis or hips (40.7%), head (39.6%), lameer back (30.9%). There is no New Zealand
osteopathy patient data currently available for ganson. Both New Zealand chiropractic data (41)
and data on presentations to Australian osteoath#?) suggests that the most common presentation
for complaint is the lower back. There is no clessason for these differences, however those gatien
seeking osteopathy treatment in New Zealand mag halifferent profile to those seeking care from

other musculoskeletal healthcare professionalkis dssertion requires further investigation.

Self-reported sensations and emotions experiencedrihg or immediately after treatment

17



Mulcahy and Vaughan (15) investigated sensatiodseamotions patients experienced during and
after an OCF treatment. The results of the prestenty support Mulcahy and Vaughan'’s (15)

findings that ‘relaxing’ (73.8%), and ‘releasin@7.3%) are the predominant sensations experienced.
‘Relaxing’ was the most prevalent sensation expegd by patients. Patients who reported this
sensation demonstrated higher scores on the Edncatd Effectiveness subscale compared to those
who did not report experiencing the sensation.s Bhiggests that those patients who feel relaxed
during and/or after their treatment are more pasiéibout the effectiveness of their treatment aad t
information provided by the practitioner. Patgewho reported receiving a predominantly OCF
approach to their treatment were more likely tarepxperiencing a ‘relaxing’ or ‘unwinding’
sensation, compared to those patients who repoetsiving a structural approach. Higher frequency
of experiencing these sensations may reflect threlsvor descriptions used by the OCF practitioner
during the treatment. The use of the term ‘unwigdexists in the osteopathy treatment literature
(43-46) supporting the potential for the word toused as a descriptor of the outcome of the
technique being performed rather than the patigpereence, however such an assertion requires

further investigation.

The other sensations and emotions that were signilly different for subscale 1, ‘happy’, ‘centred’
and ‘loose’, may also provide an indication asi® perceived effectiveness of the treatment. The
PPM-O subscale scores were not significantly diffiefor those who reported a ‘releasing’ sensation
compared to those who did not, suggesting thatsivtiie sensation or emotion may occur during or
after treatment, it may not be related to the peeckeffectiveness of the treatment. The Cognition
and Fatigue subscale scores were significantlyemifdr those patients who reported experiencing the

‘energetic’, ‘unwinding’, and ‘emotional’ providingome evidence for the validity of the subscale.

Psychometrics of the Patient Perception Measure —sBeopathy

18



The two sub-scales of the PPM-O, ‘Education andrimfition’ and ‘Cognition and Fatigue’ have
been shown to be internally consistent in previwask (17) and the results of the present study
support this. Although the PPM-O was originallyweleped for an OCF patient population (16),
further refinement of the measure was undertakém patients seeking predominantly structural
osteopathy approaches to care (17). The outcoftle current study in New Zealand osteopathy
patients suggest the PPM-O may be valid for usegatient population seeking predominantly OCF
treatment. Mulcahy and Vaughan (16, 17, 47, 48¢fsgued that the PPM-O can be used to
evaluate patient perceptions of osteopathy treatmegardless of the treatment approach, and this

assertion appears to be supported in the presaht. st

Limitations of the study

One of the difficulties with data collection wasthpatients did not always wish to complete the
questionnaires directly after treatment; some wigbdeave the clinic immediately following their
treatment session. This feedback came from a faatiipners, who further acknowledged that they
had given the questionnaires to the patients ® l@kne, and it is not possible to identify those
patients where this occurred in the present stimgne particular case where this had occurred
multiple times, a new wave of questionnaires werdg 0 the practitioner because of the
guestionnaires that had been taken home for coioipletone had been mailed back. This suggests
that patients may be less likely to complete anrretjuestionnaires which they take home.
Practitioners were also the sole contact poinpédients being recruited. Therefore, it is possibte
bias to be introduced in to the study through patselection, and through practitioner-based patien
response bias. The patients may have also pedcpatent may have perceived completing the
guestionnaire was providing feedback to the piiacttr, and therefore may not have wanted to

undertake survey completion at the time of the atiaton.

Another limitation is patients’ perception of whheir treatment consisted of. Where a patient
indicated that they received a mostly ‘cranialatraent, the response is based on their understandin

19



of what does and does not constitute a ‘craniaitment. However, this may be different to what
actually occurred in the consultation. Some ofrttaual techniques employed during the
consultation may not be considered ‘cranial’ teghes however the patient may perceive them as
such. This could be addressed by having the picawr indicate on the patients form the

predominant treatment type used.

Furthermore, this study collected data which issgorted, and as a result is subject to the
limitations associated with self-report measures.dxample, all of the data are subjective, and
cannot be quantified objectively. The data is dlased on a single treatment session. Theref®se it i
difficult to ascertain whether the current resalts representative of similar data collected

longitudinally.

Further validation is required for the use of tlRMRO in a New Zealand population, as the results
from previous studies in Australian populations, (1%) may not be generalizable. A continuation of
the current study evaluating a ‘structural treattneatient population is currently underway. This
study will further the use of the PPM-O in ordeet@luate the measures’ psychometric properties.
In regards to OCF,; a large, multi-phase study coeldiseful in order to examine a patients’
perception of OCF treatment. For example: explotivggperceptions and experience of the patient
pre/during/post-treatment, practitioner experierafabe same treatment, and comparing these
observations with the patient’s presenting compl&xamination findings, and treatment received.
These variables have previously been explorediatisn, but not in relation to a shared treatment
experience. A longitudinal study of patients’ exeeces post-treatment could also be beneficial, in
order to ascertain whether there is a long-ternt-fpeatment pattern which was not captured in the

present study.
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Conclusion

The present study is the first to report on theegigmce of patients seeking osteopathy treatment in
New Zealand. Further, there is no data on thdlprof the patient seeking osteopathy treatment in
New Zealand and the current study provides a laistsirther work into this area. These patients
report similar sensory experiences to those patisegking OCF treatment in Australia.
Understanding how patient perceptions can influeéresment outcomes is a vital part of health care
and patient management. Clinicians can apply saolwledge in their practice to enhance the
treatment experience to further improve treatmemtames. The PPM-O is potentially a measure
clinicians can use to assess patients’ experieanu@perceptions of their treatment. The use of the
PPM-O questionnaire and demographic survey wafuathter investigation with patients seeking
osteopathy care in New Zealand before it can h@higlused in clinical practice. Consideration of
how a patient’s perception may be influenced byr thetisfaction with life also warrants further

exploration.
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Highlights

» Patients receiving osteopathy treatment self-rgpasitive perceptions of the treatment
experience

* The demographic profile of patients presentingd@f treatment in New Zealand is consistent
with public health data

» The current study provides some evidence for timstcoct validity of the Patient Perception

Measure — Osteopathy



