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I
t would be impossible to begin
any editorial without first
mentioning the sad loss of

Robin Kirk and Adrian Barnes who
both passed away recently. Over
the course of the last 6 months I
had cause to work with both of
them, in various capacities, and
was struck by their dedication and
passion for osteopathy. 

Both of them have been massively
influential in the world of osteopathy
through their engagement at various
levels of the profession but not least in
their roles as Principals at the LSO and
ESO respectively. 

I have always felt that osteopathic
education is absolutely central to the
profession. As undergraduates, it’s the
osteopathic education system that acts as
the conduit for ensuring that standards of
practice are embedded within the
individual practitioner. 

However, more than this, it is within
the Osteopathic Education Institutions
that we begin to forge our understanding
of the osteopathic principles and
philosophies that underpin our clinical
reasoning. As such, the influences of the
key figures within these institutions can
have a profound effect that will stay with
us throughout our career as osteopaths.

In recent weeks, a number of events
have happened that will, over time, impact
on the delivery of osteopathic education
and hence the entry of new graduates into
the profession. Firstly, the General
Osteopathic Council has issued a
consultation paper on undergraduate
training. Running parallel with this
consultation process is a separate piece of
work to consider, and potentially redefine,
the subject benchmark statement for
osteopathic training.

Subject benchmark statements are aimed
at defining the identity of a specific subject
area. They set the expectations of the
graduate in terms of their abilities and skills
by ensuring that they have both a sound
understanding and competence in their
subject area. Needless to say, both the
consultation paper and the subject
benchmark statement will affect the future
of the profession.

Another item that will affect the
profession on a more global level is the
development of European standards for
osteopathic education, which are
currently going through their own

consultation before becoming enshrined
in practice. Throughout this process, we
have worked to ensure that UK interests
have been properly represented.

In conclusion, I think that many within
osteopathy will recognise Robin and
Adrian as beacons within the profession.
What, perhaps, is less well recognised is
how influential they both were in the
development of osteopathic policy on
both a national and international stage,
including some of the items that I have
mentioned above. 

For some of us, Robin and Adrian
affected our lives directly as teachers.
However, even if you did not know them
personally, you will have been affected by
their tireless and dedicated work in
ensuring that the integrity of the
profession is maintained through their
involvement at the political level. They
will both be sadly missed.
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WHY SHOULD YOU have it as part of
membership benefit as opposed to buying
it direct?

I am sometimes approached by
practitioners asking why it is better to be
insured on a group facility with the BOA
rather than an individual policy purchased
from what appears to be the most
competitive source? It is a good question
and it is important to understand exactly
what you are buying and why? 

Price
Various alternatives will often display
differences in price but what are you
buying? 

You should have insurance to remain
compliant with your statutory obligations
and you could treat the purchase of
insurance as simply a means of acquiring a
piece of paper that allows compliance
with GOsC or any other regulator’s
requirement; to this end quality does not
matter as the objective is “compliance at
the cheapest possible price”. 

The reality is that you purchase it for
other reasons; I would argue that most of
you buy it so that, in the event of a
problem arising from an error in your
professional judgement, your assets are
protected. Equally, you care about your
patient and would want to enable them to
have a route to compensation for any
harm that may have been caused.

Scope of Benefits
Hopefully you will all complete your
careers without such issues but in today’s
litigious society, coupled with the ever
increasing need to comply with Codes Of
Practice, Codes Of Ethics, Codes Of
Conduct, and an array of Professional
Standards, the chances are that, at some
stage in your career, you will face an
event that has possible legal and or fitness
to practice issues arising from it.

If this happens the quality and value of
your insurance cover and the framework
of your advisory services will be very
important in providing support and any
deficiencies in the cover, such as lack of
expertise in providing correct advice, will
come to the fore. In this case the insurers

provide the support for claims and the
BOA has a service platform that supports
members through any fitness to practice
issues and general patient/practitioner
matters. The BOA engages with senior
osteopaths, outside consultants, and
lawyers to bring about the perfect mix of
help to suit any given situation.

For anyone who is committed to the
health and caring professions, it can be a
traumatic time when a patient or a
regulator suggests that you may have
made an error or your fitness to practice
is brought into question. 

At this juncture your anxiety will
increase if your insurance provider shows
lack of knowledge about your profession,
your methodologies and the nuances
surrounding it.

On the other hand having access to
people who understand you, the clinical
and compliance issues, the patient needs
and wants and the environment in which
you work, and so on will be invaluable.
This is what the BOA product and
services aims to offer; the early
intervention is a great benefit to both
your peace of mind and your patients
need to achieve an explanation.

Advisory and Support Framework
I have been in the insurance industry for
over three decades and I have specialised
in medical liability insurance for the
majority of that time. Initially, we merely
sold products to healthcare professionals
who wanted insurance cover. In the last
10 years or so we have taken a different
approach and only deal with practitioners
who are part of an affinity where a
foundation of knowledge, compliance,
CPD, awareness of risk issues and
advisory services are in existence. In this
way we are providing a complete service
rather than just selling insurance. 

As a result we are not limited in the
advice and information available to help
you when there is a problem – we know
that with the help of the BOA and the
good doctor (Paul Lambden), Stuart
Sutton (the lawyer), Kelston Chorley (the
osteopath), Catherine Goodyear (the
expert at compliance, politics and

business issues), we have available clinical,
product, medico legal, legal, and
regulatory assistance, and with Lockton
and RSA we have the insurance expertise. 

We have a formidable team which
shares your problem and helps to
minimise disruption to your business.  In
my view this support framework is crucial
to, and is perhaps more important than,
the scope of cover itself. However, it is
usual for the cover to be superior when
negotiated on a group basis. More
importantly, the cover evolves with
increasing knowledge about what is
happening in the profession, the types of
claims and complaints that are arising and
so on. 

Dynamic
We have regular meetings to review
incidents, developments in standards of
practice imposed by statutes and other
regulation and we aim to update the
scope of cover to meet these changes.

The price you pay to the BOA includes
the added services provided by the BOA
in terms of the advisory platform and
Fitness to Practice support.  When
compared with a direct insurance
provider it may sometimes appear more
expensive but the comparison is not
apples with apples.

The scope, quality, sustainability and,
most of all, the ability to have someone
on your side that can be a real help when
needed, are the priorities when seeking
indemnity insurance -  rather than
acquiring a piece of paper saying that you
are insured but where the benefits and
service are unproven and will not be clear
until after the event.

BOA Group Insurance

Asgar Hassanali
Lockton Companies LLP

Insurance Brokers to the BOA
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Robin Kirk DO ND MSc (1939 – 2014)
IT WAS TRUE to form that Robin would
chair the December symposium of the
National Osteopathic Archive History
Society, having been hospitalised a few
days beforehand. As usual, he skillfully ran
the day, even though he had been
diagnosed with an
irreversible
brain tumour.
He was finding
reading and
speaking
increasingly
difficult, but
carried on
seeing patients
as he enjoyed
the interaction
with them, and
they still
received the
expertise of over 40 years of osteopathic
experience and excellence.

Robin graduated from the British
College of Naturopathy and Osteopathy
in the early 1970s, and questioned all
aspects of osteopathy and naturopathy.
He discussed and debated with most of
the elder statesmen of the profession, at a
time when enmity existed towards
different alumni. Among his many friends
and acquaintances were Tom Dummer,
Margery Bloomfield and John Wernham,
to name but a few who have influenced
the profession The advent of Sir Norman
Lindop’s tutelage at the BSO brought
fresh ideas and new personnel, including
Robin. Over the years, he became one of
the prized BSO clinical tutors on whom
students could rely. Soon enough,
different osteopathic backgrounds ceased

to have any relevance.  Known by some of
his colleagues as “the good captain” (after
the Star Trek Kirk), his interest spanned
not just the osteopathic world, but
included affiliations with physiotherapists,
chiropractors, and many other disciplines. 

Robin was not just a passive observer of
this history; he helped shape it. He was a
committee member of the OAGB/BOA, a
clinical competence examiner for the
GCRO and GOsC, editor of ‘Osteopathy
Today’ and of the ‘British Osteopathic
Journal’. His scurrilous ‘Hello’ column in
the former was a particular attraction. He
has said that people complained because
they had not been mentioned in it!
Robin’s interest was not only in the past.
He had strong views on how the
profession was shaping and its future and
he and was not afraid to speak his mind.
He was not reticent about writing
provocative editorials in both journals and
as ‘Hermes’ in the BOJ. He was dedicated
not only to osteopathy, including classical
osteopathy, but also had a strong
commitment to naturopathy, and was

director of a health hydro for many years.
He also spent time working with the All
Blacks rugby and Black Caps cricket team.
He practiced in the Canary Islands; and in
central London. He was Co-Founder of
the National Osteopathic Archive; and
Chair of the National Osteopathic
Archive History Group. He was
particularly proud of being asked to open
the inaugural British Society for the
History of Chiropractic meeting in 2013.
His Principal-ship of the London School of
Osteopathy started in 2000, when the
LSO was in some difficulties. He confided
that taking on a role in such
circumstances was really satisfying as
there was so much scope for influencing
change; and he quickly brought the college
onto a sound footing. Whilst change
usually brings friction, he was not only
held in high regard, but genuinely liked by
staff, students and colleagues.

But for all these achievements and
accolades, he was at heart a ‘people’
person, interested in trying to figure out
what ‘made them tick’ – whether they
were a patient, student or Dean of a
University. True to his New Zealand
roots, there was a bit of “the wild colonial
boy” about him. In debating, he loved to
throw in the ‘intellectual handgrenade’ (his
term!) and stand back to watch the
results, and yet his forthright views were
always disseminated with humour, often
accompanied by an exchange about cricket
or rugby. His intellect, his multitalented
persona and his mischievous sense of the
ridiculous covered an eclectic range of
subjects. He had a connoisseur’s eye and
ear for art, photography and music.  Many
people will have fond memories of an
evening of conversation with Robin over a
beer, or a glass or two or three of heavy
red wine.

Robin will be desperately missed by
Cate and their three children: Chloe,
Ollie and Rosie.  We have lost a
dedicated colleague of 40 years but most
of all, a true friend.

Contributors:
Martin Collins, John O’Brien, 
Robert McCoy, Fiona Hamilton

Dear Robin
Thank you for forty-one years of friendship.
First as a seventeen year old, being interviewed by you, prior to starting at the British College of
Naturopathy and Osteopathy and finally as a co-external examiner at various osteopathic colleges,
with colourful times in between, such as working at Inglewood Health Hydro (sometimes seeing
more than thirty patients before lunch and taking a rather overweight guest to Kintbury railway
station weighbridge to be weighed).
Osteopathy has lost someone who was dedicated, original and who bravely enjoyed challenging
things that needed to be challenged.
Robin was never beige, was happy to help many people and in spite of reaching great heights in
Osteopathy, was never self important.
Thank you for all the laughs Robin. 
Thinking of you, Cate and your family. 

Jolyon Livingston

Robin Kirk DO ND MScPhoto: Mark Bujakowski
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Obituary
Adrian Barnes MSc(Ost) DO (1955 – 2014)
ADRIAN GRADUATED FROM the
British School of Osteopathy in 1978 and
returned to teach osteopathic technique
and clinic in the same year. He continued
to combine a career in osteopathic
education with his own private practice
throughout his life. 

Adrian was appointed the Principal of the
European School of Osteopathy in April
2007. He worked closely with the Board
of Trustees, senior management team,
staff and faculty to place the School in its
current strong position, both
educationally and financially. He worked
to further develop the School’s
reputation internationally as well as
ensuring its place as one of the top
osteopathic education institutions in the
United Kingdom. His friends and
colleagues at the ESO will miss his
friendship and leadership.

During his career, Adrian worked with
a number of people from various
institutions and organisations. Most
recently, he was the Chair of the Council
of Osteopathic Education Institutions
(COEI). This led him to working with the
other osteopathic school principals and
senior managers and also the General
Osteopathic Council and British
Osteopathic Association. He was involved
with the Osteopathic Development

Group, European Osteopathic Standards
project and on the National Council of
Osteopathic Research management.

Within his various osteopathic
education roles, he delivered osteopathic
technique lectures in the UK and across
Europe. Sometimes he was responsible
for units and modules within a course

and, at other times, the full course itself.
He was involved with the validation of
undergraduate and postgraduate degrees
throughout his osteopathic education
career. In cricket terms, he was an “all-
rounder” in osteopathic education.

Adrian had a love of sport. He was an
accomplished rugby player in his younger
days, playing for Richmond Rugby Club.
He enjoyed his cricket and attempts at
playing football until he sustained a nasty
calf injury. He took up golf and enjoyed
the challenge of learning a new, practical
skill, despite his frustration at not being

able to hit the ball as far as he would
have liked or in the direction
required.

Alongside his love of sport,
Adrian enjoyed discussing,
sometimes passionately, a variety of
topics including, but not exclusive
to, sport, healthcare, osteopathy as
well as any other top news stories.
He particularly enjoyed these
“kickabouts” with a glass of red
wine or a pint of Guinness!

Adrian is survived by his wife
Janet, son Ian and daughter Emma.
He recently became a grandfather
to Harrison, son of Ian and Brooke.
The family are grateful for the
support they have received from the

osteopathic community and would like to
pass their thanks on to you all. 

I WRITE THIS with great sadness, having
just come from the very moving funeral
service for Adrian Barnes, and while
preparing to attend the memorial service
for Robin Kirk next week.  Despite only
knowing both of these great men for only
a year, I mourn the passing of two people
I have come to call friend, who have done
so much to grow and support the
community of osteopaths, and whose
legacy continues to shine in those that
they met, and those that they taught.

Robin Kirk was a founder member of
the BOA Council, where his dedication
and mischievous sense of humour served
both to lighten and enlighten the
discussions and decisions that laid the
foundations for the BOA’s success as the
lead membership body for osteopaths in
the UK.  My predecessor, Michael

Watson, met frequently with Robin when
he became principal at the LSO, and adds:
‘he was always able to see beyond the
needs of the individual and the
institutions, so he took a view of what
was best for osteopathy and he would
defend this with every fibre of his being.
He was a true osteopathic warrior and
everyone knew and respected this’.

Adrian Barnes was the first of the
college principals to welcome me into
post, and as Principal of the ESO, and
Chair of COEI (the body for osteopathic
undergraduate schools), has done much
to make the Osteopathic Development
Group and its critical pan profession
development programmes a practical and
realistic pathway for the future of UK
osteopathy.  I found Adrian a delightful
mix of big personality and fierce

intelligence wrapped in a surprisingly
quiet and unassuming nature – although I
understand he was also known for the
odd bout of Achillean grumpiness which
was difficult to withstand when unleashed.

British osteopathy owes much to their
work and dedication, and I know that their
accomplishments will be continued by
those they influenced.  My thanks to
Michael Watson, the former CEO of the
BOA, and Chris Dyer, long standing friend
and fellow BOA Council member to Robin
Kirk, and others, for their memories of
these two great osteopathic leaders.
Adrian and Robin: we will miss you.

As heroes leave the field

Adrian Barnes MSc(Ost) DO

Maurice Cheng

Bex Morrison
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Mathew, can you describe in more detail your current ro le in the
NHS?

“I am the sole osteopath working in an outpatient department in a
community healthcare setting (rather than  acute care in
hospitals), with 25 other therapists including physiotherapists,
occupational therapists, clinical psychologists and extended
scope practitioners who have additional competencies such as
injection therapy and diagnostic scanning. My current role
includes clinical treatment of all musculoskeletal conditions in
patients over the age of 16 referred by our local GPs - anything
from back pain to wrists, scoliosis, sprained ankles, shoulders
etc. I also mentor junior physiotherapists and have some
management duties. Last year, in my role as “Acting Locality
Lead” I was responsible for the general running of the
department which included the organisation and management of
the therapists and resources, interviewing and inducting new
staff and supervising and mentoring junior staff.”

What are your hours and remuneration?
“Up till Dec 2014 I worked 37.5 hours per week. I worked a mix

of days (8.30 - 16.30/ 8.30 - 20.00/8.30 - 17.30) seeing between
50 and 70 patients a week. I now work 16 hours per week. Pay
depends on pay banding. A new graduate would tend to start in
the NHS at band 5. With more experience, development of
skills and subject to a successful interview, there is the
opportunity for career progression, and therapists are able to
progress through further bandings (6, 7,8a) I currently work at
band 7, a senior clinician and when I had the management role
last year I worked at 8a. Remuneration also includes pension,
holiday leave, sick pay, training etc.”

What steps did you take in order to get your current post at the NHS?
“After qualifying, I worked for 2 years in private practice before

answering an advert in Osteopathy Today for an NHS osteopath
job 2-days- a-week for the Kensington and Chelsea PCT. 300+
other osteopaths applied for the post, but the fact that I had
gained NHS experience at undergraduate level by volunteering
to work at the BSO’s East-Street GP elective clinic definitely
gave me a competitive edge. I worked in Kensington for 2 years
until the department was shut down and I was made redundant.
I was then head-hunted by the Central London Community
Healthcare NHS trust which lead to my current post.”

How does your department operate? 
“We work in one big room divided into cubicles by curtains and

complete our admin together in a separate area. This gives us
the opportunity to bounce ideas off each other. The referrals

come into a central booking office by email and are allocated to
the first therapist that has an available appointment. We all pitch
in and do the work that needs doing for the sake of the
department, the team and our patients. Usually the most
qualified for the job volunteers. As we know each other quite
well we all know who that is. It is more based on personal
characteristics and experience than years in the department.
We assess and treat our own patients but can always ask each
other for an opinion to ensure sure that the patient receives the
most appropriate treatment first time. Most of us offer dry
needling and we run condition specific classes - i.e. rotator cuff,
lower limb or patella femoral dysfunction rehab, and Pain
Management Programmes for patients with chronic pain etc.”

How integrated is the team?
“It is an entirely integrated service - a true team. We don’t

discriminate between the different disciplines and rely on the
individual skills of each therapist. Once a month we have a team
meeting with 2 way communication between clinical and
management staff. We work to evidence-based practice
guidelines, and we have regular practical training sessions
provided by internal or external speakers. We also have group
clinical reflection and supervision once a week to discuss
complex patient interactions to ensure we think laterally and
inform our learning needs. We discuss our differential diagnosis,
our clinical thinking, the clinical guidelines that might be relevant
…. so you are constantly challenged and it stops you from falling
into a rut in terms of treatment.”  

What other support are you offered?
“Once a month we have individual hourly mentorship meetings

with a senior therapist to discuss patients, how we are coping
with the patient numbers and our personal career aspirations
and discuss any learning needs that we might have in order to
get where we want to be. We also have a six monthly appraisal.”

Have you found that you have had to change how you would normally
work as an osteopath?

“No. The other therapists view me as one of them. They are very
supportive. I have learnt more than I could ever have hoped to
in private practice. The mentorship is brilliant and I definitely
think I’m a better osteopath as a result. It has been so rewarding
working with all the different disciplines and I think they have
more to teach us than we often give them credit for. I think they
would say the same about osteopathy. Sometimes you don’t
know what you don’t know till you have had first-hand
experience. I work better as part of a team and as a result I have

Osteopaths working in the NHS
WE ANNOUNCED RECENTLY that the BOA has set up an NHS working group. Part of the work of this group will be to create a handbook for
osteopaths showing routes into the NHS, how some osteopaths have progressed in their ambitions, what the pitfalls may be but more
importantly, the benefits of working alongside other likeminded health professionals. We know from talking to many osteopaths who have some
experience of working in the NHS that they all say that they have found the experience very worthwhile and, for some, the best decision they
could have made. 
We will be publishing interviews with several osteopaths over the coming months to give you a flavour of their experiences. The BOA will be
gathering information via the NHS working group and other projects in order to form what we hope will be an informative and helpful handbook
for osteopaths.
Mathew Rogers qualified from the BSO in 2002. He is employed as an osteopath by the Central London Community Healthcare NHS trust
(previously NHS Westminster) and currently works 2 days a week in an award winning multi-disciplinary team located in Westminster. 
He has worked in the NHS for 9 years. 
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With thanks to Mathew Rogers 
BSc(Hons)Ost, MInstLM, MICB (Registered Osteopath)

Interview by Theresa Devereux DO 

(Registered Osteopath - currently non-practicing)

developed better emotional intelligence and communication
skills for dealing with complex patients (i.e. transactional analysis
and motivational interviewing).”

What would you say are the positives and negatives of working in this
environment? 

“The positives: A massive learning curve. Exposure to types of
patients you would never usually access. Professional support
and career development (both financially and in skill set), genuine
team based working. Emphasis on evidence and offering the
patient treatments we know works. Pension, holiday pay, sick
leave, financial contribution to training, guaranteed income. I
have found it very rewarding as I enjoy learning and taxing
myself. The negatives: It is very time pressured (15 to 20 patients
per day back to back, 7-10 new patients per day, all in 30 minute
slots). Many of the patients are very much more psychologically
demanding than in private practice (people who have suffered
torture abroad, mental health disorders, homelessness, chronic
pain and neuropathic pain, addiction and social deprivation).. It is
not for everyone. And private practice pays better patient for
patient.”

What key skills would you say are a big advantage when applying to work
in the NHS?

“Team work. Evidence of advanced communication skills.
Appreciation of your role in the mentorship/appraisal process.
An understanding of your limitations and when to refer on
which demands an understanding of how to work with other
therapists and what they do. Basic management and leadership
skills would be desirable. Dry needling and Pilates training would
be very helpful, an in-depth knowledge of x-ray/ MRI
investigations and clinical/operational triage, and audit would also
help. More senior posts often expect you to do training that
fulfils the needs of the department - that might be continence
exercises, hand therapy, exercises that deal with vertigo and
dizziness, injection or prescription training etc.” 

What tips would you give any osteopath looking to work in the NHS?
“When I am interviewing for new staff, osteopaths fall down on

lack of previous NHS experience. Physios are immersed in the
NHS culture at undergraduate level. Osteopaths find it difficult
to settle in without this.  NHS experience is difficult to come by.

Just phoning up an MSK department and asking to shadow often
doesn’t work as you need to go through the official HR channels
and it is a long process including occupational Health screening,
CRB checks, references etc though it is not impossible. That’s
why BOA initiatives such as the Nottingham Fellowship post are
an excellent start in addressing this fact. Seeking out an
osteopath who works in the NHS and asking them for
mentorship would be a great help, though they will always be
very busy and their time would be limited. Get a comprehensive
understanding of the evidence based approach to dealing with
chronic pain and keep an eye on the NHS jobs websites – all
NHS appointments go through there. It is not a quick process. If
you are really interested in working for the NHS you need
determination and you mustn’t give up at the first hurdle.”

How much scope do you think there is to roll out NHS opportunities
throughout the UK? What do the main bodies of the profession like GOSC
and the BOA need to do and what do osteopaths need to do themselves?

“Osteopaths need to adapt to the current healthcare
environment, not expect it to adapt to us. The score depends on
osteopaths recognising opportunities and training up to fill those
vacancies. If we can prove we have a valuable skill mix that fulfils
these requirements and that we can represent genuine cost
savings (i.e. reducing the need for surgery), then there is scope.
The profession desperately needs to form a network of
osteopaths working in the NHS to share learning and
opportunities. Some form of NHS internship to offer the
opportunity of NHS experience and mentorship would be
imperative. Osteopaths need the same access to training as
physiotherapists e.g. in injection training (patient group as well as
patient specific direction), prescription rights, operational triaging
and imaging interpretation.

Breaking down barriers 
to working in the NHS

THE BOA HAS been told of difficulties faced by members when
applying for NHS jobs in that they are either told by the job
advertiser that the role is open only to those on the Health &
Care Professions Council (HCPC) register or, when applying
online, if the ‘HCPC registered’ box is unticked or ticked ‘no’, the
application can go no further. In other cases applications are
refused because the osteopath is not an Allied Health
Professional. We have prepared a statement for you to use to
challenge this position - you can find it at
http://www.osteopathy.org/QHA37240962
Please let the BOA know the name and organisation details of any
NHS department which is taking the ‘HCPC or AHP only’ line
and whether or not the BOA statement is successful in allowing
your application to progress. If not, we will be willing to intercede
on your behalf.

Cortaflex is an innovative joint supplement: 
• based on tried and trusted natural ingredients 
• specially formulated for rapid absorption & assimilation 
• small, easy to take, sugar, salt, gelatin & gluten free capsules
• an effective adjunct to the therapy you provide
NEW Cortaflex HA for joints that require an extra boost 

– a double strength capsule with extra hyaluronic acid.
Contact us for further information or to discuss your preferred way of making
Cortaflex available to your patients.
Stock it yourself, or we’ll ship it direct to your patients on your instructions –
or just display our brochures and leave everything to us.

Baugh Dell Ltd.       Tel/Fax: 01403-752016
FREEPOST SEA10482 PO Box 17 BILLINGSHURST RH14 0BR 

e-mail: info@baughdell.co.uk

Cortaflex – a metabolic breakthrough, taking
Chondroitin & Glucosamine to a new level
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eRecords testimonial
“The BOA/TM2 eRecords make sense as they involve no physical storage
of records and you can forget manual filing issues (Be honest!!! We have
all spent ages looking for that elusive file incorrectly filed at the back of a
drawer!!). No issues deciphering someone else’s handwriting and instant
access to a patient record at a few keystrokes definitely saves time. It
takes a bit of time in order to accustom yourself but it comes highly
recommended.” Phil Heler

BOA Clinical eRecords tips
THIS MONTH WE have an update. We’ve
been listening to our users and worked
with TM2 to continue to improve the
function and feel of the eRecords.

We have added a discharge question
which asks if osteopathic treatment has
helped reduced or stop medication for
the current condition. This works well
with the initial consultation question
around medication and imaging and will
now show up in the audit section. This
will help demonstrate your effectiveness
in helping patients to reduce or to stop
medication for their presenting
complaint.

We have added a re- examination free
text box to the follow up treatment
section.
A number of small bugs have been fixed
and we are looking at improving some
search facilities. The new updates will be
active very shortly as we finalise the
testing. 
There is increasing interest in the clinical
eRecords and Exercise Prescriber and
due to this we are running a free CPD
day on the 29th March which will give
those interested an opportunity to meet
TM2 and go through the whole user
process and ask questions. The number of
users is going up and we believe that this

will grow considerably as osteopaths and
their patients begin to see the value and
benefits of moving over to a secure,
market leading system.   
When using the Exercise Prescriber have
you created the best impact for your
patients? Make sure you ‘brand’ it with
your logo or clinic name as this
reinforces the quality of the services they
are receiving from your practice.

Free CPD for BOA members!
The BOA has organised a free CPD event for members – 

‘e-Clinics and Ergonomics’
with Kyle Lunn from TM2, Gary Martin of Exercise Prescriber, 

and Stuart Entwistle of Osmond Ergonomics  
Please see details below:

e-Clinics and Ergonomics Workshop/Lecture
Saturday 29 March 2014

9.30am – 5.00pm
Venue: The Resource Centre

356 Holloway Road, London N7 6PA

To book, ring the BOA office on 01582 488455. Please note that when you book we will
ask you for credit/debit card details. If you cancel your place without giving at least 48

hour’s notice, a payment of £25.00 will be taken from your card.
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New resources to promote your registration
THE GOSC HAS launched
new resources to help
osteopaths promote their
status as registered health
professionals. 
These include a personalised
‘I’m registered’ Mark, including
your unique GOsC
registration number, a generic
‘We’re registered’ Mark for
group osteopathic practices

and new public information posters.

Both Registration Marks are available from the GOsC, with your
agreement to the terms
of use, and can be used
on practice stationery,
marketing materials,
websites and signage.
The practice posters
promote osteopaths’
status as well-qualified,
regulated health
professionals and
highlight the benefits for
patients. 

These resources are
accompanied by a new
information leaflet Promoting
your status as a registered
health professional: a guide for
osteopaths, which sets out the
new and existing ways to help
you make the most of your
professional status. 
Tips include displaying
prominently your registration
certificate in your practice, showing your GOsC identity card, for
example when making home visits and using your GOsC
registration and registered name on official documentation, to
avoid the potential for confusion if a patient wishes to check your

registration status.

Further information is available in the
‘My registration’ section of the GOsC’s
dedicated website for osteopaths – the
o zone. You can also contact the GOsC
Communications team via
info@osteopathy.org.uk
or call 020 7357 6655 x242

HCML advertises for
experienced case managers
HCML IS A CASE management company
working with Aviva, which is advertising for
experienced case managers and would welcome
applications from osteopaths.

Please see the link below for role specification
and job description:
http://tinyurl.com/rehab-hcml

Applicants are requested to send a current CV
and a covering letter to resourcing@hcml.co.uk

There is always someone caring and understanding ready to listen to you.
Calls are Free

COSSET 0800 136 619
Weekdays: Lines are open: 5.00am – 7.00am & 6.00pm – midnight.

Saturdays, Sundays, Bank Holidays: 5.00am – midnight

New Posters

New Information Leaflets
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Acupuncture licencing exemptions
FURTHER TO OUR article about acupuncture in the last edition of
OT, we are in the process of contacting all the local authorities in
the UK to find out if they currently exempt osteopaths from the
need to apply for an individual licence to practice acupuncture.
Please note that any exemption applies only to the practitioner; it
is obligatory for any premises where acupuncture is carried out to
be licenced.

We have received replies from some local authorities and those
who confirm that they do not require the osteopath to hold a
licence are: 

Bromley, Darlington, Fareham, Halton, Shepway,
Hyndburn, Slough, Rushmoor 

In London, the relevant legislation is different from that which
applies to the rest of England and Wales. The BOA is in contact
with the London Special Treatment Group which advises London
boroughs on this matter and we are hoping to be able to gain
exemption for osteopaths who meet certain criteria. Further
details will follow in future editions of Osteopathy Today.
In Scotland, under the Local Authority Implementation Guide for
The Civic Government (Scotland) Act 1982 (Licensing of Skin
Piercing & Tattooing) Order 2006 and Section 25(3) of the National
Health Service Reform and Health Care Professions Act 2002, all
registered osteopaths are exempt from the requirement to hold an
individual licence. If any members in Scotland find that their local
authority states otherwise, please let us know and we will take the
matter up with them on your behalf.

Health and safety law poster for employers
EMPLOYERS HAVE A legal duty under the Health and Safety Information for Employees
Regulations (HSIER) to display the approved poster in a prominent position in each workplace
or to provide each worker with a copy of the approved leaflet that outlines British health and
safety law.
The new 2009 health and safety law poster replaces the version published in April 1999 and
must be displayed from 5 April 2014.  There is also a new 2009 leaflet available as a pocket card
replacing the leaflet published in 1999.
The poster was redesigned to make it more readable and interesting with numbered points
and images.  The 2009 poster and leaflet also reflect changes in the law to reduce the
administration cost to employers of having to provide additional written information on the
poster or with the leaflet, and having to keep this information up to date.
The poster is available in various formats, eg.  A2,  A3,  leaflet,  large print,  talking leaflet,
Welsh/English and there is also one for Health & Safety law in Northern Ireland.  
You need to order your genuine poster from the Health and Safety Executive website at
http://www.hse.gov.uk/contact/faqs/lawposter.htm?eban=govdel-electricity&cr=21-Jan-2014
You will find the answers to frequently asked questions via this link.

The BOA 2014 Convention:
Thank you to everyone who contributed to
December’s online survey about the next
BOA Convention. 
We are grateful that over three hundred
members took the time to share their
thoughts, and this input is helping to shape
what promises to be a very exciting and
innovative event.
More details will follow in future issues of OT.

member feedback
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To close down or breakdown
WORKING 10-13 HOURS per day and six days per week? Feeling
snowed under with paperwork, reports to GPs, book-keeping, family
demands?  Wondering how you’ve gone from building a nice busy
Practice to an out of control hamster wheel from hell?  Is your body
starting to complain about the emotional, psychological and physical
stress that it’s under these days?  Does this sound like you?
I have discovered an undercurrent of clinicians working endless

hours and often squeezing ‘just one more’ patient into their already
bulging day.  With patients often divulging their difficulties, osteopaths
are not only dealing with the physical stress of treatment but also the
emotional stress brought on by a non-stop deluge of other people’s
outpourings. 

Hard Labour
Discussions going on in my LinkedIn Osteobiz Group are uncovering a
hidden and endemic situation.  Because osteopathy is a ‘time for
money’ business, income is limited by the hours in the day.  But what
has startled me is the ironic phenomenon of osteopaths so burdened
by overwork that they are becoming ill.  Daily, I am hearing stories of
well-known and senior osteopaths ending up with stress, overwhelm
and debilitating back problems themselves.  
Cases of ME, chronic fatigue and acute fibromyalgia are all common

results of the workaholic osteopath.  Ironically, this is getting to such an
extreme that the practitioner is ending up slashing their work week in
half or even closing down their business in order to save their sanity.
Such are the pressures of endlessly working as many as 60-80 hours
per week - sometimes spread across two clinics!

Family Strains
The stress isn’t just left at work either; back at home tiredness is
putting pressure on both family and relationships, sometimes causing
problems in marriages as the other party is left ‘holding the baby’ and
feeling like a single parent.  Following a marathon 12-hour day, it must
be equally tough to arrive home to an eagerly expectant and
boisterous young family who are wanting to go ten rounds before bed
time.  
Perhaps more needs to be done at graduation to warn against this

common reality.  Some graduates are being taught that they should aim
to treat a minimum of 15 patients per day.  Sometimes there’s the
expectation that this figure must be exceeded in order to be deemed
‘successful’.  One young graduate tells me that she’s working four days
in her own fledgling practice and three days as an associate, involving
much additional travel too.
Another lady who’s given up two successful clinics to try and regain

her health said, “I am so pleased that there is a voice out there to
represent us, and to be a pause for thought in osteopathy… on what
seems to be a bit of a taboo subject.”

Stepping off the hamster wheel
So how can we, as business owners, (because that’s what we all are
here!) protect ourselves from overwork?
As an Osteobiz Coach I look at each situation, see what isn’t

working and find solutions to fix it.  I believe that the ‘Lone Ranger’
syndrome is one of the main problems here.  This is the curse of the
sole practitioner where he believes that he must do everything himself
from book-keeping and updating the website to cleaning the clinic.
Sadly, Tonto isn’t going to come and save anyone from this

overwhelmingly long day!
These days help can be sought from an efficient online virtual

assistant (VA) for less than £25 per hour.  With treatment hourly rates
worth at least double, surely it’s a no brainer to hand all that tedious
‘stuff’ to an expert who will get it done in a fraction of the time we

spend fussing over figures and crying into our early morning porridge!
VA’s specialise in many different areas from website builders and leaflet

designers, to book-keepers and even professional telephone answering
services.  It’s more cost effective than hiring staff too as you remain in
control, it’s a tax deductible expense and stress free.  Win, win!

Touchy Subject Alert!
We know that price is subject to supply and demand.  So where there
is ridiculous demand then the price is clearly wrong!  I hear the
objections coming at me like machine gun bullets already but honestly I
promise that loyal fans will not leave!  If some are not so keen to pay
what the service is worth, then recommend them to a fledgling
colleague in the locality.  It’s the best way to reclaim some time.
Another aspect of pricing is where a practice has an across the

board policy.  I don’t know any other profession where the same fee is
paid no matter the experience of the provider.  Quite frankly that
makes as much sense as going to an expensive hairdressers and having
the junior chop away at our hair!  The GOsC tells me that different
fees are allowed in the same practice as long as you, “make information
available, in advance of consultations and treatments, about the fees you
charge, indicating what each fee covers. Any supplements should be
proportionate and transparent.”
Scaled fees take the pressure off at the top and allows a patient to

choose by price if that’s an issue for him.  The workload is more fairly
spread and the junior osteopath takes the overload.  Also, never
compare fees with others in the area because they’re probably also
undercharging!  But that’s their business.

More strategies
Looking at the year ahead, schedule in regular breaks.  Decide annual
income required and divide by 11 for a monthly target.  Now there’s a
built in month of guilt-free time off!
Spot when the diary is getting overloaded on a regular basis and

consider hiring an associate.  Offload the least complex cases and
cherry pick the cases that are more challenging.  
Schedule in small breaks to the day; take a brisk walk and get some

fresh air, relax with some gentle music and a herbal tea or do some
stretching and deep breathing.  It is really vital to care for ourselves
first and foremost.  Those endless back to back appointments will
ultimately come back to bite hard!

The Secret Internal War
It’s as if there’s an internal and secret war going on for osteopaths who
are victims of their own success.  The high and noble goal of healing,
battles with the relatively distasteful and ugly matter of removing cash
from the wallets of the suffering.  That clash could be one of the
reasons for not charging properly.  But correct pricing automatically
regulates an oversubscribed service.  
At the outset of a career, surely nobody thinks, ‘Oh great, now I can

embark on my journey towards the mad hamster wheel of meltdown
and exhaustion.’  That’s no vision for a happy life so we must remember
we are business owners too and make some sensible provision for our
own health and well being.
And for goodness sakes, every month let’s go and see the best

osteopath we can afford, before they put their prices up...

www.businesscoachingforosteopaths.com
gilly@osteobiz.com

Gilly Woodhouse
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Fox’s low force techniques
I HAVE BEEN a practising osteopath since
1982 and have lectured on spinal
mechanics. During my final year of studies I
became interested in the application of
gentle osteopathic techniques.  Those that
were available all created a force on more
than the injured joint. I wanted to develop a
method that would affect the injured joint
only and if more joints were involved I
wanted to be able to treat each one
separately.
I decided to develop my own gentle

method, one that would satisfy my criteria
of being specific and applicable to all joints
and would also treat all patients,
irrespective of gender, size and age.
It became a dream of mine, but one I was

more than willing to attempt and I’m glad I
did. As a student I had an interest in bio-
mechanics, so I found the studying relatively
easy. From  my  studies  I  knew  the  force
would  have  to  be  very  low  to  avoid
eliciting  the protective response. This
required a great deal of practice, because

my tendency was always to use too great a
force but with a little perseverance I
eventually achieved my aim; to apply the
correct amount of force in the right
direction.
I tested these “low-force” techniques on

colleagues and then patients and found they
were successful in treating all conditions,
from acute to chronic. Patients preferred
these techniques  to  HVT and  were  able
to  relax  fully  whilst  receiving  treatment.
From my perspective I found these gentle
techniques to be as effective as any other
treatment I’d used, including HVT.
One unexpected, but important finding

was that due to the gentleness of the
application, patients could not tell they
were being treated. As a result I was able to
conduct the first ever placebo-controlled
osteopathic study to test my techniques.
The original publication and details of the
trial are on my web site.

The study
Finding funding took some time and a lot of
effort, but we did have an abundance of
help from extraordinarily helpful
professionals, including doctors from
Charing Cross Hospital. I have continued to
try to improve my techniques over the
years and now some thirty years on, I’m
still looking for ways to refine and improve
them.
I now feel the time is right to teach my

low-force methods to interested
colleagues. The course is practice based and
students are required to have a good
knowledge of spinal mechanics. Numbers
will be limited to a maximum of ten.
Arrangements have been made to
commence teaching in Bushey in the Spring
of 2014. Details  and  further  information
together  with  all  contact  details  can  be
found  on  my website.
Web: www.jamespfox.co.uk
Email:  jim@jamespfox.co.uk 
Tel: 020 8950 0727

TRADITIONAL ANATOMICAL STUDY has always parsed the
body into sections and systems to be studied and learned,
predominantly from books.
When studying, we look at Gray’s Anatomy and see the origins,

insertions and functions of individual muscles and structures and
then learn them, probably to then forget them later.
But what does this study really tell us about the every day aches,

pains and traumas that affect us constantly?  The pictures we see,
there are even when we are studying dissection images, are
invariably cleaned up and sanitized to give a clearer and perhaps
skewed view of what the author wants to portray.  The distinction
is therefore drawn between dissection and prosection.
Dissection which aims to discover what is really there, rather

than one which aims to show a pre determined anatomical
outcome, allows a more honest and relevant approach to the
hands on therapist.
The muscular image is one which we have to work to see when

first we open the human form.  Fatty layers cling tenaciously to the
skin and the underlying deep layers of fascia form strong integrated
and tight bags that envelope and bind the muscular tissues at every
level, epi, peri, endo, meso.
We find that the structures that we have become so familiar with

become alien and play tricks on our own concept of anatomical
knowledge.  Where is the ITB?   It should be right here! It only
appears when the section is trimmed sufficiently to make it appear

and by itself doesn’t really exist in the way it is illustrated, even in
dissection images.
The retinacular fibres that are so clearly labelled in every book

on our shelf, are invisible when the skin and adipose are removed
and again require the patient skill of a prosector to patiently pick
away at the surrounding tissues, sculpting the layers to valiantly
reveal these famous tissues.
Yet what of the material that is trimmed and discarded? Surely if

it is part of the human form, it is worthy of our consideration and
study.  Indeed it is these tissues that demonstrate the body wide
connectivity that anatomy neglects.  By seeing these structures in
place, we begin to understand more the dependent relationships
that are fundamental to our human form.
Suddenly ‘anatomy’ takes on a new perspective and the

connective nature of our form allows us to fully grasp the meaning
of what we feel under our hands.  It is my view that only when we
have seen and felt these tissues can we truly begin to palpate our
patients in an informed way.
Sadly these days, even doctors perform little in the way of

dissection and most of what they examine has been trimmed and
reduced to book like images.  Little wonder then that important
functional connections such as role of the neck and head in relation
to the back is poorly understood and nearly always understated
and overdue for a rethink.  Perhaps the starting place for this might
be a dissecting room with a different view!

Julian Baker has been teaching The Bowen Fascial Release
Technique since 1993 and running connective tissue dissection
courses at medical schools around the country since 2005. He is the
author of two books on Bowen and Fascia and is director of
Functional Fascia, which teaches Fascial Anatomy and body reading. 

The trouble
with muscles
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Created by

TM2, the perfect practice management software that allows you to 
build a better business. Call us today on 033 33 442 600 or visit 

www.insideTM2.com to find out why TM2 is loved by practitioners worldwide.

We Use TM2
“When you think of the time, therefore 
money saved when the system is up and 
running, the small cost of moving with 
the times is worth every penny. 
I only wish I had done this years ago”.

Irene Phillips B.Sc. (Ost), 
Director of The Backcare Clinic
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KINESIOLOGY TAPING is the current buzzword in the field of
manual therapy. This brightly coloured tape is a common sight at
all major sporting events from the Olympics, to Wimbledon to
the Commonwealth Games.
With the growth in popularly it’s ever more important for
anyone involved in osteopathy, or any manual therapy, to have an
understanding of kinesiology taping; why it is used, how it works
and how to apply it.

The origins of Kinesiology Taping
In the 1970s a Japanese chiropractor called Dr Kenzo Kase
brought the technique to the international arena. Kase wanted to
develop a taping system that would naturally assist in the healing
of damaged tissue by encouraging lymphatic drainage and at the
same time provide support to the joints and muscles without
causing restriction to the range of motion (ROM). 

Kinesiology Taping Method (KTM)
Kinesiology taping is not a ‘stand-alone’ treatment, and as it is
normally combined with other physical therapies, e.g. osteopathy
techniques such as muscle energy techniques (METs), myofascial
techniques and joint mobilisations. Once this taping system has
been thoroughly understood and practically applied, then and
only then, it will provide an adjunct to any treatment protocol to
assist the overall well being of patients and sporting athletes.

Before application
❑ Always check for a history of allergies to tape adhesives
❑ Cleanse skin from any oil, cream and massage wax and trim

hair if needed 
❑ Measure and cut the tape into the size and shape required
❑ Round off the corners at the end of each tape to prevent it

from lifting/peeling 
❑ Never stretch the ends of the tape and leave between 2 and

3cm of tape at each end that will remain un-stretched. 

Pre-stretch
Before the kinesiology tape is applied to the area that is injured,
guide and place the soft tissue of your athlete/patient, e.g. the
muscle, into a position that will cause the tissue to be naturally
stretched

Tape application/stabilising technique
Before applying the kinesiology tape, expose the adhesive side of
the tape so that it can be attached to the specific body area. It is
natural to want to peel off the backing from the tape; however,
this process is not needed as the tape can simply be ‘torn’ across
one of the squares on the back of the tape. This tearing will not
damage the kinesiology tape, as only the backing will be removed. 
Apply a prepared ‘I’ or ‘Y’ strip to the pre-stretched tissue of the
body, with little to no stretch of the tape on first application.
This technique will help stabilise the area. 

Mid-Thoracic/Rhomboids
Many patients that that turn to osteopathy have postural issues,
meaning the mid-thoracic muscles are continually on stretch; this
could be due to the shortened and tight antagonistic (opposite)
muscles of the pectoralis major and minor. Treatment should
include some muscle lengthening techniques of the pectorals
rather than just treating where it hurts: as ‘where the pain is the
problem is not’, Dr. Ida Rolf (founder the technique Rolfing).
Kinesiology taping for this type of condition is an excellent
adjunct to the treatment programme as it makes the patient
aware of their posture and inclined to do the recommended
exercises.
1. Place the mid-trunk into flexion and ask the patient to protract
their shoulders so that the mid-thoracic muscles are on stretch.
Apply two standard ‘I’ strips, starting one at a time, from the
upper trapezius. Continue caudally along the erector spinae
muscles with 75% stretch to each strip (Fig. 1.2).

Figure 1.2 First application of two ‘I’ strips lengthways between the shoulder

blades.

2. Apply two standard ‘I’ strips across the mid-thoracic region
between the shoulder blades and with 75% stretch to each strip
(Fig. 1.3) 
Figure 1.3 Second application of two ‘I’ strips between the shoulder blades.

Kinesiology Taping for Osteopaths
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3. Heat activate the adhesive by rubbing the area for a few
seconds.
The following video from YouTube demonstrates the taping
technique for the Mid Thoracic Spine:
http://www.youtube.com/watch?v=Jey-TYJRZAo

Sacroiliac Joint Dysfunction (SIJ)
Pain that is isolated to the inferior lateral aspect of the lower
back might be coming from the SIJ. This is a very common area
of pain with all types of patients, not just those that are active.
The SIJ, can be helped by the following kinesiology taping
technique, especially if the pain is very acute and the patient is in
too much discomfort for traditional types of treatment (such as
mobilisations and soft tissue massage).
1. Place the trunk into flexion and rotation to the opposite side
to the pain so that the SIJ is placed under stretch. Start from the
inferior aspect of the PSIS and apply a standard ‘I’ strip in a
cephalad direction, so that it crosses the sacroiliac joint with 75%
stretch (Fig. 1.4).

Figure 1.4 First application of an ‘I’ strip applied in a cephalad direction across the

SIJ.

2. Apply another standard ‘I’ strip in a transverse direction and
with 75% stretch (Fig. 1.5).

Figure 1.5 Second application of another ‘I’ strip across the SIJ.

3. Apply a third standard ‘I’ strip with 75% stretch (Fig. 1.6).

Figure 1.6 Third application of another ‘I’ strip across the SIJ.

4. Heat activate the adhesive.
The following video from YouTube demonstrates the taping
technique for the SIJ:
http://www.youtube.com/watch?v=O86oNfz8Peg

John Gibbons
John Gibbons is the author A Practical Guide to
Kinesiology Taping, available from amazon.co.uk,
RRP: £24.99 (includes free DVD). He is a qualified
and registered osteopath with the General
Osteopathic Council, John Gibbons, specialises in the
assessment, treatment and rehabilitation of sport-
related injuries. Having lectured in the field of sports
medicine and physical therapy for over 12 years,
John delivers advanced therapy training to qualified
professionals within a variety of sports.
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THE OPERATIONAL DEFINITION of the
manual muscle test (MMT) used by
osteopaths, physical therapists,
neurologists, and orthopaedists is the
same as that used by clinicians who use
standardized manual muscle test (MMT)
methods taught in Applied Kinesiology, or
AK. A recent peer-reviewed narrative
literature review covers the reliability and
validity of the MMT.1

For at least 50 years it has been
asserted that most forms of chronic
musculoskeletal pain were due to
abnormal patterns of muscular activity,
but the research has usually been limited
to attempts to reiterate the hyperactivity
model. However after 50 years the
research evidence is suggesting the demise
of the hyperactivity model for
musculoskeletal pain. The lack of
convincing evidence to support the belief
in hyperactivity as the etiological factor in
musculoskeletal conditions has been
pointed out in recent reviews of the
literature for many chronic
musculoskeletal disorders. 2-4

An editorial entitled “The Myth of
Skeletal Muscle Spasm”, 5 by Ernest
Johnson, the editor of the American
Journal of Physical Medicine and
Rehabilitation, has been important in the
evolution of the viewpoint away from
muscle spasm and toward muscle
inhibition as the etiology of
musculoskeletal disorders. 6 This editorial
summarises a vast amount of evidence
showing that the commonly accepted
practice of considering muscle spasm as
synonymous with muscle pain is
erroneous; yet it has been given artificial
life-support by drug companies. As
Johnson writes, “In spite of overwhelming
evidence that skeletal muscle spasm is
nonexistent, physicians are continually
deluged with seductive ads to prescribe
expensive muscle relaxants.” 

For osteopaths the importance of
expertly assessing the functional state of
the motor system is emphasized by
studies suggesting that faulty motor
control is the most likely source of at
least 50% of low back pain syndromes. 7

The evidence now shows with greater
clarity than ever before that inflammation
or injury produces specifically identified
inhibited muscles; this is essential
information about our patients that

osteopaths must know. Controlled clinical
studies have shown that dysfunction and
pain specifically in the ankle, knee, lumbar
spine, temporomandibular joint, and
cervical spine produce inhibited muscles.8-9

The later works of Travell, Simons,
Panjabi, Janda, Lewit, Jull, Sahrmann,
Bergmark, Hammer and Liebenson have
confirmed the original findings of
Goodheart and Kendall, reporting that
muscles predictably respond to pain,
inflammation, and/or injury with weakness.
10-19

These researchers have demonstrated
that – to use Lewit’s phrase -- functional
pathology of the muscle system is the
most common clinical finding in pain
patients presenting to osteopaths and
other musculoskeletal physicians.
However this disorder of the muscle
system is routinely ignored in the
diagnosis and treatment of these patients
because osteopaths do not employ a tool
in their offices to diagnose it.

The classical MMT of Kendall and
Kendall has not been changed in AK. The
use of a 5-1 grading system by physical
therapists is the only difference between
the physical therapists’ MMT and the AK
MMT. The tests themselves, as taught by
the International College of Applied
Kinesiology (ICAK) for 50 years, are
identical. However, the expectation in an
AK setting is that proper manual therapy
will immediately improve muscle strength
upon MMT, taking the patient from
“weak” to “strong.” This is the reason
that in the AK setting, the grading system
of muscle evaluation does not have the
importance it does in physical therapy
settings. MMT ratings in the AK
examination that are described as
“strong” are equivalent to grade 5, and
“weak” as grade 4 or less. 

Even the American Medical Association,
in its Guides to the Evaluation of
Permanent Impairment, 5th edition, has
also accepted the MMT as a reliable and
valid method for evaluating functional,
non-pathological, non-radicular, and non-
organic injuries (despite claims by critics
of AK that it’s “pseudoscience”)! 20

According to the AMA guide for upper
extremity impairments: “In the absence of
peripheral nerve involvement, most
weaknesses usually fall in the grade 4
category. Few injuries result in a more

profound weakness, such as a grade 3
category. Muscle strength graded 3 or
lower is usually accompanied by other
clinical findings such as atrophy.” 20

After their original book on the MMT,
Kendall and Kendall’s second book was
called Posture and Pain (1952). It was
already realized that the theoretical
construct of the MMT should be
expanded far beyond the “polio
syndromes” that the MMT was originally
designed to evaluate.15 Using the detailed
records from 12,000 cases they state,
“The importance of muscle testing in
cases of postural disorders cannot be
over-emphasised.” 

Many other factors have been shown to
produce muscle weakness (inhibition on
MMT) than “atrophy or serious
neuromuscular diseases” which “allopathic
critics of AK” insist should be the only
conditions the MMT be permitted to
evaluate. A growing body of evidence
(described in this paper and elsewhere)
shows that muscle weaknesses are
associated with acute and chronic low
back, sacroiliac, neck, head, TMJ, knee,
shoulder, and ankle pain, injury, and
inflammation. A growing number of
studies have also shown that there is an
immediate effect upon the motor system
after spinal manipulative therapy, and this
is most easily measured in the clinic by the
MMT.8-16

Another recent literature review
presents the evidence supporting the
expanded use of the AK MMT into the
nutritional and biopsychosocial domains,
and is recommended to you. 21

To employ a reliable and valid, safe and
cost-effective test such as the MMT, one
that could reliably assess a patient’s
presentation and response to treatment,
would seem reasonable. Additionally, the
model of EBM is definitely changing.
Outcome studies are taking a far more
important place in the hierarchy of
evidence. For this reason, the fact that the
ICAKs members have been reporting
their scientific outcomes for 40 years
makes the actual outcomes evidence-base
for AK procedures very large indeed. 22

With regard to its usefulness, the
benefits of the MMT for patients with
postural disorders are ease of
administration, relative ease of
interpretation, and implicit face validity as

More clarity about Applied Kinesiology
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a tool with which patients can effectively
communicate their dysfunction to the
doctor.  “Low-tech” tests have proven
reliability and so does the MMT.1, 12, 23

Sensorimotor challenges to diagnose
muscular causes of TMJ problems.

Therapy localization (TL) to TMJ with
jaw movement indicates some type of
problem with the muscles of the TMJ,
rapidly indicated by simultaneously testing
a strong indicator muscle (in this case, the
gluteus medius muscle). Find which side is
involved by TL to one side at a time.
Determine if there is an opening or
closing problem by using the MMT to the
indicator muscle while the jaw is in open
and closed position. Successful treatment
eliminates this test.

Research from Goodheart and the
ICAK, Lewit, and Janda has identified
specific joint dysfunctions that are linked
to individual dysfunctional muscles that
can be assessed with MMT.8-9, 11-15 These
authors have written books suggesting
that the MMT is useful for many more
functional conditions than it might be
delimited to. 

The accepted use of the MMT in the
neurologic, medical, physical therapy, and
orthopedic domains for decades attests to
this.8-19 If a patient’s radicular pain
peripheralizes, it is accepted in research

circles that their condition is worsening.24

If a patient’s muscle strength weakens, this
likewise indicates that their condition is
worsening.

Muscle weakness commonly indicates
neurological and/or orthopedic changes in
the joint, muscles, or nerve supply. If the
patient has increased strength during the
course of treatment, immediately or over
time, this would be considered a positive
result as well.

The literature review described 1
included the published peer-reviewed
research on AK technique within the final
part of our paper as part of the validity
argument for the osteopathic use of the
MMT. Outcome trials are precisely what
are needed to help establish the validity of
any therapeutic method. The clinical trials
described in our paper with beneficial
outcomes add to the evidence showing
the validity of using the MMT for
osteopathic patients. 

To unburden some of their negative
ideas about AK methods, AK does not
teach that a clinical decision about
nutritional status, organic function, or
metabolic disorder can be reached from a
single MMT. In AK, correlative findings are
always required for the diagnosis of these
conditions, including laboratory, physical
examination, and medical history. 

The International College of Applied
Kinesiology (ICAK) has worked diligently
to bring AK technique into the evidence-
based arena.22 For open-minded thinkers
there is sufficient research evidence to
support the reliability and validity of the
MMT. Assessing the function of muscles
with the MMT pre- and post-treatment
can assess the benefit of a therapeutic
intervention: does the therapy improve or
worsen muscle function? This assessment
process is the basis of AK.

Finally, we want to share with the
readers of Osteopathy Today the “AK
Research Page” wherein every published
scientific article about AK is listed, with
active links to the research papers
themselves.25 In fact two new textbooks
have just been written which we believe
bring Applied Kinesiology and Evidence-
Based Medicine together in a unique way;
books overflowing with the scientific
evidence that underlies the cornerstone
procedures of Applied Kinesiology.8-9 We
recommend them to you. 

For doctors interested in authorised
courses in AK training, contact:
http://www.icak.co.uk/

Mark M Matthews, 
Clive Lindley-Jones B.Ed.(Hons) DO
and  Scott C. Cuthbert BA DC
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SCIENTISTS FROM The University of Manchester and
Central Manchester University Hospitals NHS Foundation
Trust have identified the cause of a rare condition called Leri's
pleonosteosis (LP).
Dr Sid Banka from the Manchester Centre for Genomic
Medicine at The University of Manchester, led a team of
researchers on the study which is published in Annals of
Rheumatic Diseases journal.
LP is an inherited condition in which children are born with
contractures of multiple joints and then develop difficulty of
joint movements that progress in severity with age. The
research team showed that extra genetic material on
chromosome number 8 caused the condition in two families
from Manchester.
Some patients with LP also develop thickening of their skin,
similar to that seen in patients with a more common disorder

called scleroderma.
Using their new knowledge, the research team showed that
the genetic cause of LP is linked to whether people get
scleroderma or not.
This work opens opportunities to understand scleroderma
and explore new treatments.
Leri's pleonosteosis, a congenital rheumatic disease, results
from microduplication at 8q22.1 encompassing GDF6 and
SDC2 and provides insight into systemic sclerosis
pathogenesis, Authors: Siddharth Banka, Stuart A Cain, Sabrya
Carim, Sarah B Daly, Jill E Urquhart, Günhan Erdem, Jade
Harris, Michelle Bottomley, Dian Donnai, Bronwyn Kerr,
Helen Kingston, Andreas Superti-Furga, Sheila Unger, Holly
Ennis, Jane Worthington, Ariane L Herrick, Catherine L R
Merry, Wyatt W Yue, Cay M Kielty, Ann Rheum Dis
doi:10.1136/annrheumdis-2013-204309

Leri’s pleonosteosis

VARIOUS MUSCULAR DISEASES are
associated with changes in the elasticity
of the protein titin, but whether these
changes are a cause or an effect of
disease has been unclear. A study
in The Journal of General
Physiology helps solve this "chicken or
the egg" conundrum and identifies a key
player in determining titin's size and
stiffness.
Titin is an enormous protein that
functions as a molecular spring
responsible for the passive elasticity of
muscles. It is composed of many
individually folded protein domains—
including repeating immunoglobulin-like
(Ig) domains—that unfold when the
protein is stretched and refold when
tension is removed.
A team led by researchers from the
University of Arizona used a mouse
model lacking nine titin Ig domains to
investigate the effects of a small
increase in titin stiffness. The mutant
mice showed a slight curvature of the
spine (commonly associated with
skeletal muscle disorders), atrophy of
the soleus muscle in the leg, atrophy of
the diaphragm, and changes in muscle
contractility.

In analyzing the mutant mice, the
researcher were surprised to observe
that in the soleus, which contains one
of the largest forms of titin in adult
striated muscle, the increase in passive
stress was much greater than expected
from the loss of only nine Ig domains.
And the mutant mice underwent
additional changes in titin splicing to
produce much smaller, stiffer forms of
titin than anticipated. These results
indicate that increasing titin's stiffness
can be a trigger for—rather than the
result of—pathological changes in
skeletal muscles.
Further investigation revealed that
titin's increased stiffness was caused by
an abundance of the splicing factor
RBM20 in the mutant mice. Mice
created by crossing the mutants with a
mouse with decreased RMB20 activity
failed to show these additional changes
in titin splicing. The results indicate that
RMB20 plays a crucial role in
determining titin's size and elasticity and
could therefore be a possible avenue
for modulating the protein in the
treatment of various muscular diseases.
Buck, D., et al. 2014. J. Gen.
Physiol. doi:10.1085/jgp.201311129

A trigger for muscular diseases
BOA Patient 
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Do you have a view to express; experience to share; want to engage in
professional debate? Provide feedback or comment on any article in this
month’s O T , by 15th March, for consideration in April issue. 
Write to Osteopathy Today, your news & practice mouthpiece. 
Email: editor@osteopathy.org    Views expressed in letters do not necessarily reflect the views of BOA.

Dear Editor
I was disappointed to read the letter of “Name and Address supplied
to the Editor” in this month’s OT.
When a colleague sticks their head above the parapet and puts
their name to views which others may find controversial, I feel that
it is only right that replies should only be printed when
accompanied by the responder’s name.
I can understand that members may not want their name displayed

if they are criticising the GOsC, but it is not really acceptable to
request anonymity when responding to another osteopath.
I do not know Marie-Louise personally, and I too do not agree
with everything that she said, I just think that she deserves a bit
more respect than to be responded to anonymously.

Jonathan Hobbs 
Editor’s comment: I agree and in future letters will only be allowed to
be anonymous in exceptional circumstances.

Dear Editor
The history of chiropractics in Germany is quite unknown and so I
am researching about it. The project is financed by the Robert
Bosch Institute for the history of medicine.
I know about struggles and discourses between osteopathy and
chiropractics in past, especially between Kirksville and Davenport.
But Europe, especially Germany? In Germany, “Heilpraktiker” offer
chiropractics and osteopathy together in many cases. Medical
doctors for manual medicine visit courses for osteopathy for
treating everything. 
So my question is, when German osteopaths or chiropractors
started to come in contact with British Osteopathic Association.

When did they visit your courses for the first time? Is there any
inter-Change between German and British osteopathic practioners?
Was there any controversy? I know about the “German issue”,
when Swiss chiropractor Fred Illi prevented professionalisation of
German doctors by the Palmer School in 1950s. Illi hated the
Germans because of War and Antisemitism. Were there similar
reservations between BOA and Germany? 
I have read many articles in “Chiropractic History” or “Journal of
Chiropractic Humanities”, but if you know any Essay about my
topic, don’t hesitate to inform me. 

Florian Mildenberger 

Dear Editor
Further to Paul Barratt’s letter in the February issue of OT, I would
like to point out that I have never disputed the value of science. As
a way of exploring, investigating and questioning accepted ways of
thinking and discovering new directions, associations and
possibilities, it can be a most enlightening approach to learning,
something which I heartily endorse. When some aspects of it
become institutionalised and politicised in a way to protect their
own interests, I would question scientific validity of much of the
information that is misleadingly put out under its name.
I have submitted an article providing evidence of the validity and
authenticity of Manual Muscle Testing (MMT) and Applied
Kinesiology (AK) which is hard for any reasonable person to refute. 
I am pleased to report that there are osteopaths, chiropractors
medical doctors and consultants of many kinds, throughout the
world who have found it to be a very valuable additional skill that
they can use in conjunction with their other skills to assess many
other distinctions in relation to their individual patient’s condition. It
enables them to tailor their treatment more specifically in ways that
are more efficient and of great satisfaction to the patients and the
practitioner.
Even the government seems to be steering in the direction of
regarding patient reported outcomes as a better measure of success
than what the clinicians themselves choose to report.
No one would deny that orthodox medicine has under its umbrella
people who specialise in different aspects of the “physical,

physiological, mental, emotional and social aspects” of patient’s
health. The problem that many patients are confronted with is that
these tend to fall into the province of different specialities, each with
their own concepts and approaches. The difficulties that people
experienced do not always divide into such separate departments;
they are integral to the individual patient as a whole. Patients can
sometimes be shunted from one kind of specialist to another, each
seeking to address just one aspect of the problem rather than
treating the patient as a whole. Although this may be a good business
model, it can be dehumanising, very time consuming, expensive and
inefficient form of patient care, as many reports that have been
hitting the media recently serve to emphasis.
John Robert Lewis reports in his book: ‘A. T. Still; from dry bone to
living man’: “Truth belongs to no one section of the world”; Still
advocated an integrated approach to healing. Osteopathic lesions
could be primary or secondary. Under the secondary reasons,
Lewis reports that he listed: mental shocks, bereavement, loss of
property or friends, poor diet, overeating, extremes of weather,
poisons – including microorganisms and their toxins – and medical
drugs. He saw through the weaknesses of a corrupt system of
medicine that hid behind the name of science, but was manifestly
unscientific.
There is of course a place for everything. I am sure that many of us
will have reasons for being grateful for what modern medicine has
to offer. None the less, there is a growing amount of evidence now
coming to light that suggest much of what Still said then is still true
to this day. 

@
Correction:  The penultimate line of LM Naidoo’s letter in February’s OT contains an error; the word ‘eliminate’ should have read ‘explain’ as in:
“This conclusion might also explain acupuncture and cranial treatments.”  We apologise for this.

continued on page 24
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For some hard unbiased evidence from a medical source to
support the validity of the concerns that I have raised I would
implore my colleagues to click onto the following link: “Time to
abandon evidence based medicine?” by David Healey, available online
at: http://www.youtube.com/watch?v=A3YB59EKMKw (last
accessed: 17th January 2014)

Mark O. Mathews

Dear Editor
I wish to comment on three letters in OT – two in the last issue
and the third in the previous issue to that but referred to in both. 
Firstly, I refer to Mr Naidoo’s letter in OT 20.01 February 2014
where he offered the idea that latissimus dorsi was a contender for
transmission of lumbopelvic problems to thoracic regions. Has he
developed this idea further and/or written this up anywhere?
Indeed in what way is the lumbopelvic region related to the
balance of the knee? Perhaps OT could devote space for Mr
Naidoo to expand on these statements.
Rachel Pointon should not be so complacent about technique
teaching or practice. I have no idea how well technique or
principles are taught but, from the impression she wants to give,
the lessons seem to be quickly forgotten judging from my
experience as a patient.
One of the issues she raised was the ‘thinking’ behind a treatment.
Again I would say from my own experience as a patient it is
superficial at the very least. However, the ultimate judge of a
successful consultation is the outcome. I am implying that even if
the thinking is skewed good things may have been achieved hands-
on. It is easy to believe that one’s particular approach is “ IT ” but
does this stand up to more objective scrutiny?
Where the difference lies is in the consistency of application of an
approach and honesty in interpreting findings and outcomes.  Thus
we get Ms Mahieu, OT 19.10, Dec2013-Jan 2014 claiming a person’s
ankle problems are due to an anterior innominate. She may have
made this statement for dramatic effect but it takes ‘joined up’
thinking to see why the connection – no such analysis was evident.
I regard myself as a competent structural practitioner so would
suggest that Ms Mahieu need look no further. However I, in my
turn, am ‘horrified’ that she trots out the old myth of flexion vs.
extension lesions in the thoracic spine (there is an easy way to
demonstrate this error).
Diversity of practice has two sides to its coin: contained within it
are nuggets of truth and perhaps we all should cherry-pick
elements to form our style of practice. However, the other side of
the coin is the impression (both to those inside osteopathy and
those outside) that understanding of what is going on is sorely
deficient because of the inconsistencies. Are there really 16 ways
to skin a dead cat?
The points I am trying to get across are:
1. the dogmas of peoples’ practice get in the way of finding the

most effective way(s) of treating problems – GET HUMBLE!  
2. Honest practice may be a harder path (medically and

commercially) but should be the spur to learning. 
3. Even experienced practitioners make statements that require

much more thorough explanation so that they are seen by
everyone to be based on deep understanding.

Andrew Harwich

continued from page 23
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Classified Adverts accepted in writing only: email, fax or letter.
First adverts for BOA members, are free, up to 40 words.

All other adverts are charged at £30.00 + VAT.
email: adman@osteopathy.org

[ ]
Posts available
MarlboroughHouse Therapy Centre, Taunton,

Somerset, Part time position available for an associate
Osteopath to join our existing team of four osteopaths.
Please email your CV and call for a meeting with the
partners. Email: contact@mh-tc.com Tel. 01823
272227 [4]
Associate wanted for two weekdays and

Saturday mornings for well established practice in
Haywards Heath, Sussex. Ideally locally based with
some experience. Excellent communication and
patient management skills vital. Please email CV to
midsussexosteo@gmail.com [6]
Excellent opportunity for an osteopath to join

a new practice based in a busy gym in
Northamptonshire. Must be motivated, reliable and
willing to help build up patient lists. Please email
info@nenevalleyosteo.co.uk for full details [7]
The Back & Body Clinic in Northampton 

is an expanding Musculoskeletal Clinic
(www.backandbodyclinic.co.uk). Recently recognised
with Northamptonshire’s ‘Business of the Year’
Award, the Multidisciplinary Clinic currently has 5
full-time and 4 part-time staff. They now require an
enthusiastic and experienced (+3 years) Osteopath
who is committed to delivering the Clinics highest
standards of care. You must have: Postgraduate
education demonstrating a dedication to exceptional
clinical reasoning; Excellent manual therapy and
communication skills; Acupuncture is preferable;
Please email a covering letter and your CV to:
info@backandbodyclinic.co.uk if you are interested
in this full-time position (earning potential £40-
£50k/annum). [9]
Locum required for busy a Osteopathic

Practice in North East Scotland for cover in April,
May, June, July and August. A mostly structural
Practice – BMAS qualification would be helpful.
Accommodation available. Enquiries & CV’s to:
morayosteopaths@yahoo.co.uk [11]

Practices
Goodwill for sale of Devon seaside clinic. Est 13

years. Leasehold premises, high street location. Email
gemmabachle@yahoo.co.uk for details.. [8]

Practice for sale: Mid Wales - fantastic lifestyle
choice (mountains and coast, easy living). Established
10 years, 2 practices – Aberystwyth and Tywyn, 45+
patients per week – possibilities to grow, supports 2
osteopaths at the moment. Phone 07971 089215 or
osteo@yorkoc.co.uk [10]
Goodwill for sale in dual location (Devon/

Somerset). Premises rented at a medical centre and
a dental centre where staff take bookings. Currently
3 days/week but with room to expand. Sale includes
plinths etc. Contact jamie@roseosteopaths.com or
call 07864 986144. [12]

Miscellaneous
Mathur Electro-Medical Ltd: Sales and service

of all Electrotherapy equipment. New and second
hand guaranteed equipment available. For prompt,
reliable and personal service. Please ring 01273
842425. e: mathurelectromedical@hotmail.com [1]
Rehab your patients easily, and learn at the

same time, with www.rehabmypatient.com. Free
trial now, and affordable at just £11 per month.
1800 exercises and growing. Great marketing tool
for your clinic, and simple to use hand-outs. [3]

Courses
Laser Therapy Training 2014. Theory, 

dosage, safety, contraindications, regulations, 
hands on training. Edinburgh, 15 Mar; London, 23
Mar; Manchester, 13 Apr, Bristol, 14 Apr;
Birmingham, 11 May. Cost: £200. Course Leader:
James Carroll FRSM. 01494 797100.
www.thorlaser.com Register online. Early Bird
Discounts available  [2]
Animal Osteopathy. The next one year course

at the Osteopathic Centre for Animals using
traditional osteopathic techniques, starts in July
2014. Learn how to treat horses and dogs without
the use of sedation. Final year students welcome.
Discounts available for new graduates and students.
For course information please email Pat at:
wantageclinic@msn.com or call Stuart McGregor
at the O.C.A: 01235 768055 [5]

Classifieds/Recruitment/Courses

Associate osteopath required for busy, 
multidisciplinary clinic based in

Singapore’s CBD area

The applicant should be highly motivated and willing to work
hours that are appropriate to such an environment.  The
applicant must be able to integrate within the team of
practitioners and be happy to involve themself in patient

discussions, practice meetings as well as correspondence and
other ongoing activities that build a strong, professional
network. Regular CPD sessions and training is available to 
be partaken of, as a continued development of skills 

would be expected.

A minimum commitment of three years is expected from
anyone willing to join us. The candidate will be offered help
with travel and setting up costs as well as a guaranteed

income for the first three to six months as their list grows.
The candidate will ideally be able to start in the near future.

The patient mix will suit a combination of structural, cranial
and paediatric osteopathic skills. A range of experience levels
will be considered. A good attitude and great interpersonal

skills are essential.

Please email CV and covering letter to
thomas@cityosteophysio.com
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Regions
Oxford Osteopathic Network
Oxfordshire has a new Osteopathic Group!
The Oxford Osteopathic Network was established in 2013 to
meet the needs of the growing number of osteopaths in
Oxfordshire. Founded by Tom Bedford, Jim Ruddick and Tina
Darnell, the first meeting attracted over 40 local osteopaths
who gave feedback on the direction the group should take. As a
result the Oxford Osteopathic Network looks to enhance
the professional, personal and business development of its
members. It provides regular high quality CPD lectures; has set
up an NCOR hub to allow members to engage in osteopathic
research and is looking to establish a mentoring system to
provide assistance for new graduates. Most importantly, there is
also the opportunity to meet and share experiences with fellow
practitioners in a friendly and supportive atmosphere.

We are proud to announce our Spring CPD day at
Oxford Brookes University on Saturday 22nd March
Morning Sessions: 
Tim Walker CE & Registrar of the GOsC
Business and Marketing with Mark Spolander
Maurice Cheng CEO of the BOA

An afternoon of practical sessions:
Eyal Lederman – treatment of the acute disc

A whole day (8 hours) of CPD for only:
£65 OON members/£80 non-members/£50 students!
For full details and booking information please visit:
www.osteopathicnetwork.org.uk 

Fifteenth NOAHS Symposium: Saturday 22nd March 2014, BSO Room 103

This theme: Chiropractic and Osteopathic Technique chaired by
Francis Wilson (AECC Historian)

The speakers will be Christina Cunliffe (Principal of the
McTimoney Chiropractic College), Kent Eklund (AECC), 
Nico Tanguy (ESO) and David Lintonbon.

They will share how techniques from each profession have
evolved, overlapped, faded, affirmed and transcended. This is
another opportunity for the two professions to get together.

Admission per symposium: £20.00 for non- NOAHS members;
Osteopathic and AECC students free: NOAHS members free.
Most of our money raised goes towards purchasing equipment
for the National Osteopathic Archive.    

Correspondence for details email:  jcorneliusobrien@yahoo.co.uk
Send £25.00 membership and/or DVD cheques made out to: 
JC O’Brien and send to:
6 The Green, Marsh Baldon, Oxford OX44 9LW

These symposia are equivalent to approximately 5 hours CPD each

National Osteopathic Archive History Society (NOAHS) Symposium


