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General Information

The Jourmal of Osteopathic Medicine (J Ost Med) has a continuing cak for written:
submissions in the following categories:

Letters o the Editor. As is common in biomedical joumals the editorial board
welcomes critical response to any aspect of the J Ost Med. In particular, letters
that point outdeficiencies and that add te, or further clarify points made in a recently
published work, are welcomed. The Editorial Board reserves the right fo offer
autiors of papers the right of rebuttal, which may be publlshed alongside the
letter.

Authors should note that the following categories are subject fo peer review. Author
names and institutions will be blinded from the referees. The referees will be
selected from a pane! according to their area of expertise, Referees comments
will be refurned to the authors and will include constructive recemmendations for
changes as desmed necessary.

Research Reports and Reviews. These should be eitheri) reports of new findings -

related to osteopathic medicine that are supported by research evidence. These
should be original, previously unpublished works. The report will normatly be
divided into the following sections: abstract, introduction, materials and methods,
results, discussion, conclusion, references. or ii) critical or systematic review that
seeks to surmarise or draw conclusions from the established literature on a topic
relevant to osteopathic medicine.

Short review. The drawing tegether of present knowledge in 2 subject area, in
order to provide a background for the reader not cumently versed in the [iterature
ofa particular topie, Sherterin length than, and not intended to be as comprehensive
as that of the literature review paper. With more emphasis on outlining areas of
deficitin the cumrent literature that warrant further investigation.

Research note. Findings of interest arising from a farger study but not the primary
aim of the research endeavor, forexample shorl experiments aimed at establishing
the reliabifity of new equipment used in the primary experiment or other incidental
findings of interest, arising from, but not the topic of the primary research. including
further clarification of an experimental profocol after addition of further controls, or
statistical reassessment of raw data.

Preliminary findings. Presentation of results from pilot studies which may
establish a soffid basis for further investigations. Format similar to original research
report but with more emphasis in discussion of future studies and hypotheses
arising from pilot study,

Contributions. Include articles that do not fit into the above criteria as original
research. includes commentary and essays especially in regards to history,
philosophy, professional, educational, clinical, ethical, political and legal aspecls
of osteopathic medicine.

_Clinical Practice. Authors are encouraged to submit papers in one of the follow-

ing formats: Case Report, Case Problem, and Evidence in Practice.

Case Reports usualfy document the management of one pafient, with an empha-
sis on presentations that are unusual, rare or where there was an unexpected
response te reatment eg an unexpected side effect or adverse reaction. Authors
may also wish to present a case series where muitiple occurrences of a similar
phenomencn are documented. Preference will be given to reports that are pro-

.spective in their planning and utilise Smgle System DeSIQns including objective

measures,

The aim of the Case Problem is to provide a more thorough discussion of the
differential diagnosis of a clinical problem. The emphasis is on the clinical reason-
ing and logic employed in the diagnostic process. .

The purpose of the Evidence in Practice raport is to provide an account of the
application of the recognised Evidence Based Medicine process to a real clinical
problem. The paper should be written with reference to each of the following five
steps: 1. Developing an answerable cliniical question. 2. The processes employed

in searching the literafure for evidence. 3. The appraisal of evidence for useful-

ness and applicability. 4. Integrating the critical appraisal with existing clinical
experiise and with the patient's unique biology, values, and circumstances. 5.
Reflect on the process (steps 1— 4}, evaluating effectiveness, and identifying
deficiencies. Writler guidefines for the Clinical Practice section are available by
email (joumnal@paradisa.net.nz).
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MANUSCRIPT PREPARATION

Submission, Wherever possible manuscripts should be submitted via electronic
mail to journal@paradise.netnz. Manuscripts should be double spaced, and
prepared with a margin of at [east 25mm. Include a title page neting all author
names, qualifications, and author contact address and institutional affiliation. Start
ach section on a separate page. All pages should be numbered including the
tile page. Preference is Microsoft Waord for Windows or Macintosh formats. Use”
asans serif font (Arial, Times New Roman or similar of size 10 or 12paint). Include
a brief cover letter indicating the section of the journal the manuscript is intended
for. Any hardcopy submission must be accompanied by an electronic file saved
an aclearly iabeled 3.5inch diskette,

The Editors

Joumal of Osteopathic Medicine
808/109 Pitt Street, Sydney
NSW 2000

Ausiralia

Copyright. in order to facilitate dissemination of material, copyright must be
fransfered {o the publisher, Please ensure you include a photocopy of the Transfer
of Copyright form (provided) with all submissions of written material.

Letters to the Editer. All lefters to the editor should be submitted via electronic
mailto journal@paradise.net.nz

Units of Measurement. Reporting of data should be in the International System of
Units {SI). Most biomedical joumals have adopled the metric system as standard.

TEXT PAGES

Title Page. For papers to be submitted for peer review two tille pages should be
provided. The first should cary just the tite of the paper and no information that
might identify the author or institufion. The second tille page should carry (a) a
concise informative titte; (b} first, middle and last name of each author, with academic
qualifications (if applicable); {c) institufional affiliation; (d) disclaimers, if any, {e)
name and mailing address, e-mail address, phone and fax numbers; (f) sourca(s)
of support in the form of funding and/or equipment.

Abstract and Key Words, From 2004, volume 7 number 1 onwards manuscripts
for both qualitative and quantitative research approaches should be accompanied
by a structured abstract. Commentaries and Essays may continue to use lext
based absfracts of no more than 150 words. Alloriginal articles should include the
following headings in the abstract as appropriate: Background, Objective, Design,
Setting, Methods, Subjects, Results, and Conclusions. A an absolute minimum:
Objectives, Methods, Results, and Conclusions must be provided for all original
articles. Abstracts for reviews of the literature (in pariicular systematic reviews
and meta-analysis} should include the following headings as appropriate:
Objectives, Data Sources, Study Selection, Data Exdraction, Data Synthess,
Conclusions. Abstracts for Case Studies should include the following headings as
appropriate: Background, Objectives, Clinical Features, Intervention and Outcomes,
Conclusions.

Below the abstract please provide a listof 3 to 10 key indexing terms to be published
with the abstract. Wherever possible authors should use Nationat Library of
Medicine's Medical Subject Headings {MeSH) as indexing terms. MeSH
terminology provides a consistent way to retrieve information that may use different
terminology for the same concepts. A datzbase of MeSH terms and further
information is available online at http:#www.nim.nih.govimesh/meshhome.htm

Text. The text of observational and experimental articles is usually, but not
necassarly, divided into sections with the headings: introduction, methods, results
and discussion. Long articles may need sub-headings with some sections to clarify
their content, especiatly the results and discussion sections. Other types of aricles
such as essays should be subdivided as appropriate to enhance clarity and ease
of reading.

Table Pages. Type each table on a separate sheet; remember to double-space
all data. If applicable, identify statistical measures of variation, such as standard
deviation and standard error of mean. If data is used from another published or
unpublished source, obtain permission and acknowledge in the legend. Using
arabic numerals, number each table consecutively (in the order in which they were
listed in the text in parentheses) and supply a brief fitle to appear at the tap of the
table above a horizantal line; place any necessary explanatory matter i footnotes

" al the bottom of the table. Do not submit tables as photographs; do notuse any

vertical lines within the table. '
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Diagrams and-figures. Legends for figures should be typed double spaced starfing
on a separate page after any Tables. Al figures must be referred to in the text and
. identified with Arabic numerals in parentheses (eg: Figure 1) Any symbols used in
the figure must be identified and explained in the legend. Figures and illustrations
must be of professional quatiy. Al pholographicimages should ideally be submitted
as separate digital files (6ff, or Jpa), however clean camera ready artwork will
also be accepted. Any hand drawn filustrations should be of professional quality.
Ifa figure has been previously published elsewhere, the original source must be
acknowledged in the legend and written permission from the Copyright holder must
accompany submission to the J Ost Med, )

The text of orfginal research for a quantitative or qualitative study is typically
stbdivided into the foliowing sections:

Infroduction. State the Purpose of the article. Summarise the rationale for the
study or observation. Give only strictly perfinent references and do nol review the

subject extensively. Do not include data or conlysions from the work being
teported.

Materials and Methods. Describe your selection of observationa! or experimental
subjects (including contrals). Identify the methods, apparalus (manufaciurer's
Name and address in parenthesis) and procedures in sufficiont detail 1o allow
workers to reproduce the results, Give references and brief descriptions for

methods that have been published but are not wefl known; describe new methods
and evaluate limitations,

Indicate whether procedures followed were in accordance with the ethical slandards
of the institution or regional committee responsible for ethical standards, Do not

Use palient names or initials. Take care to mask the identity of any subjects in
iltustrative material.

Describe statistical methods with enolgh detail to enable a knowledgeable reader
with access to the original data to verify the reparied resulis. When possible,
quantify findings and present them with appropriate indicators of measurement
€mororuncertainty (such as confidence intervals). Discuss efigibility of experimental
subjects. Give details about randomisation. Describe the methods for, and success
of, any blinding of observations, Report losses to abservation {such as dropouts
from the study). References to stalistical methods shoutd be to standard works
(with pages stated). Specify any computer software used in analysis of data.
Restrict tables and figures 1o those needed to explain the argument of the paper
andtoassess ts support. Use graphs as an altemative o tables with any enties;

do not duplicate data in graphs and tables. Define statistical terms, abbreviations
-and most symbols. ’

Results, Present results jn logical éequence in the text, tables and ilustrations.
Do not repeat in the text all the data in the tables or illustrations. Emphasise ar
summarise only impartant observations.

Discussion. Emphasise the new and imperant aspects of the study and the
conclusions that fallow from them. Do rotrepeat in detail data ar other material
given in the introduction or the results settion. Include implications of the findings
and their limitations, include implications and directions for future research. Relate
the observations to other relevant studies. Link the conclusion with the goals of
the study, but aveid ungualiffied statements and conclusions not completely
Supported by your data, State new hypethesis when warranted, but clearly label
themn as such. Recommendations, when appropriate, may be included.

Acknowledgments. Inthe appendix one or more statements should specify (a)
contributions that need acknowledging, but do not justify authorship {b)
acknowledgments of technical support (c) acknowledgments of finangial and
material support, specifying the nature of the support. Persons named in this
section must have given their permission {o be named. Authors are responsible
for obtaining written permission from those acknowledged by name since readers
may infer their endorsement of the data and conclusions.

References. Number references consecutively inthe order in which they are first
mentioned in the fext. Identify references in text, tables and legends by numerals
s superscripts. References cited only intables or in legends to figures shoutd be
numbered in accordance with a Sequence established by the firstidentification in
the text of the particular table or llustration. :

Try to avoid using abstracts as references; ‘unpublished observations’ and ‘persaonal
Communications’ may not be used a5 references, although references fo written,
notaral, communications may be inserted. Include among the references papers -
accepted but not yet published; designate the joumnal; and add 'in press’ {in
parentheses). Information from manuscripts submitted but not yetaccepted should
be cited inthe text as ‘unpublished obiservations’ (in parentheses),
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superseript) by the number originally assigned to it by it's first use. Do not assign
it another narmber or list it again in the reference list as ‘p. cit.
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Whenadjacentto puncluation, superscripts are aways placed afler the punctuation
eg.: ...Brown and cc»workeﬁ, using a new methed...  oratend of sentence;
~..total health of the patient,

References must be verified by the author(s) ageinst the original document.
Examples of correct forms of referencing are given below. it is the authors'
responsibility to ensure that reference titles are accirate and provided in full,
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ABSTRACT

Background: As primary health care practitioners, and in order to improve the standard of
care available to patients, osteopaths must have adequate training that teaches them about the
range of conditions (both presenting conditions and co-pathologies) they are most likely to
encounter in practice. It is important for osteopaths to be aware of co-pathologies as these
diseases, their complications and treatment (such as medication), may interact with or be the
cause of the patient’s presenting complaint and consequently may influence the type and

effectiveness of osteopathic treatment.

Objectives: The current study aims to investigate the types and frequency of previously-
diagnosed and co-existing conditions seen by two private osteopathic clinics, to relate those to
known national averages. The researchers’ hope this study will encourage the beginning of a
database reporting on co-pathologies in clinics throughout Victoria, and be used as a catalyst

for future research.

Methods: A random sample of 102 patient files was taken from two private osteopathic
clinics and data was collected retrospectively. The data recorded from the patient files

included: age, sex, presenting complaint and diagnosed co-pathologies.

Results: The most common co-occurring pre-diagnosed conditions identified were asthma
(8.9%), and hypertension (5.9%). These patterns generally corresponded with the national

trends identified by the Australian Bureau of Statistics.



Conclusions: The main co-pathologies identified in this study increase in frequency with
increased age. As such, the most prevalent conditions listed by the Australian Bureau of
Statistics (2001 census) are perhaps not as strongly represented as co-pathologies in this
study. The researchers’ hope this étudy will encourage the beginning of a database reporting
on co-pathologies in clinics throughout Victoria. Eventually, this database may be used to

analyse the current osteopathic course curricula in detail.

Key indexing words

Osteopathy, co-pathology, patient profile, education
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KEY TERMS
Co-pathology: A second diagnosable or pre-diagnosed condition existing at the same time, or
independent to, the main presenting complaint. The patient may have recovered from this, or

1t may also exist at the time of osteopathic treatment.



INTRODUCTION

Demographic and epidemiological information on the evolving practice of osteopathy is
important. The information attained from such studies can be ﬁsed by students and educators
alike. The type of patient being treated, as well as the key pathologies witnessed by practicing
osteopaths, are two pieces of demographic/epidemiological information that will give students
valuable insight into what awaits them in private practice, whilst allowing the opportunity for
educators to better prepare students for this transition by way of a curricula that is reflective

of professional osteopathic life.

The study of co-pathologies within private osteopathic practice, including past and present
medical disorders of patients, has yet to be undertaken. It is important for osteopaths to be
aware of such conditions. These diseases, their cdmplications and treatment (such as
medication), may interact with or be the cause of the patient’s presenting complaint and
consequently may influence the type and effectiveness of osteopathic treatment. Therefore a
thorough knowledge of such disorders is necessary in order for appropriate management of
the patient to occur. This study will focus on documenting the different co-pathologies seen in

private practice whilst giving an insight into the reality of current osteopathic practice.

Osteopathy is a system of diagnosis and treatment which focuses on the structural and
mechanical problems of the body. This is evident in the literature recording musculoskeletal
presenting complaints of patients seen in private osteopathic practice.”* From spinal joint
ailments to peripheral joint sprains, the primary complaint of individuals has been well
documented. To date, there have been no studies that have investigated the co-pathologies
patients may possess. As such it is difficult to appreciate the types and relative frequencies of

non-musculoskeletal conditions that osteopaths are exposed to.



North and co-workers® state that general practitioners are increasingly prepared to refer
patients with certain medical conditions to health professionals such as osteopaths. This is
further supported in a study by Peters et al, whereby the referral of patients to a
musculoskeletal clinic was recorded. All referrals were via a general practitioner. With this
increase in GP referrals, the likelihood of ostcopaths observing co-pathologies increases
concurrently. The lack of research into co-pathologies seen in osteopathic practice today
makes it difficult for university academics to provide a curriculum that affords students with
theoretical and practical knowledge which more clearly reflects the reality of the osteopathic

workplace.

A study by Szmelskyj and Mathews® outlined the main reasons as to why general practitioners
refer their patients to osteopaths. Interestingly, low back pain and neck pain clearly
constituted the majority of referrals. To date research has focussed on conditions commonty
presenting to Osteopaths and perhaps not enough on the wide range of conditions that
Osteopaths are able to treat, including an array of conditions ranging from asthma to
dysmenorthea and infantile colic. It is possible that this narrow referral pattern has been
mfluenced by the misperception created by such research. There is a clear need for research
that shows osteopathy is a useful means to manage non-musculoskeletal conditions. By listing
the co-pathologies seen in private practice, the researches hope to increase both the medical
profession and the osteopathic professions understanding of the range of conditions
osteopaths observe and manage in private practice, thus aiding in the accrual of data that will

help paint a clearer picture of the reality of osteopathic practice.

As primary health care practitioners, and in order to improve the standard of care available to

patients, osteopaths must have adequate training that teaches them about the range of



conditions (both presenting conditions and co-pathologies) they are most likely to encounter
in practice. At present, the Victorian University osteopathic course curriculum somewhat
mirrors a medical course in that the osteopathic techniques, theories and philosophy are taught
in conjunction with mainstream medical sciences — predominantly pathology and clinical
diagnosis and management. This study, by outlining the possible pathologic disorders
presenting to osteopaths, may assist educators to form a more clinically reflective curriculum

in regards to the main pathologies seen in private osteopathic practice.

Barbero’ has suggested that there is an increasing gap between education and practice in the
medical profession. Could this be the case within the osteopathic profession in terms of the
medical sciences and osteopathic curricula being taught, and the reality of what is being seen
by practicing osteopaths? The development of a well-structured knowledge framework is a
critical step toward becoming an expert in a particular field. In the absence of any hard data
regarding the medical conditions seen in private osteopathic practice at present, it is difficult
to see how a current osteopathic curriculum could hope to provide an appropriate preparation
for its graduates. This study will be the start of a database that is hoped to eventually resolve

this issue.

Currently, there is no information regarding the types or relative frequencies of the non-
musculoskeletal conditions that osteopaths are exposed to. The researchers hope to initiate a
process of exploration that will ultimately help students and educators in gaining a broader
understanding of patient demographics and the most common pathologies seen by osteopaths
today. Documenting co-pathologies will eventually allow for analysis of the pathology and
clinical diagnosis curriculum in order to decide if it adequately prepares graduates for private

practice.



METHOD AND MATERIALS
Data Collection
The research was carried out at two private Osteopathic Medicine Clinics. The clinics will be

referred to as Clinic A — inner western suburbs, and Clinic B — inner south eastern suburbs.

Prior to data collection the researchers obtained permission from the owner of each clinic to
access the patient files (see Appendix 1). After this was granted, permission was then sought
from the patients themselves to access their patient files by way of an information to

participants form (see Appendix 2), and a consent form (see Appendix 3).

The “information to participants” forms and “participant consent” forms were given out by
the receptionist allowing all patients to read and decide whether or not they wished to take
part in the study. If patients chose to participate in the study, the completed consent forms
were dropped within a sealed box located at the receptionist desk. Only the principal
investigators of this research project had access to the collection box.

The data was collected retrospectively from patient files within the clinic. No patient files left

the clinic premises.

The protocol was approved by the Victorian University Human Research Ethics Committee.

Data Classification

Data was recorded directly from the 102 patient files to computer using Microsoft Excel 98.

The data recorded from the patient files included, age, sex, presenting complaint and co-

pathologies.

The presenting complaint was not the diagnosis recorded on the history sheet, nor was it
formulated by the researcher. It was recorded from the “complains of’ section of the case

9



history sheets used in both clinics as the anatomical location of the complaint. Whether the

complaint was for pain or stiffness was not specified in the data,

The co-pathologies documented in this research project are conditions that patients have
reported to the treating osteopath during the recording of their previous medical history. They
were not determined by the practitioner treating them. The co-pathologies were classified
according to the primary organ systems affected, and then further divided into subheadings
according to specific diseases/disorders. Multiple co-pathologies listed in the history Wére

also recorded.

No patient identifiers were recorded, thus all information obtained remained completely

anonymous.

Data Analysis

Age, gender, and presenting complaints were compared between both clinics to identify any
relationship between the demographic details and presenting complaints. To allow
comparison with similar studies, age was separated into groups; 0-19 years, 20-39 years, 40-

59 years and 60+ years.
Data analysis of co-pathologies involved grouping all recorded non-musculoskeletal

conditions together in table form, with the frequency of each co-pathology identified as a

percentage of the sample population.

10



RESULTS

Demographic characteristics

One hundred and two patients (36 male and 66 female) from two osteopathic clinics based in
the Melbourne metropolitan area allowed access to their patient files in order for age, gender,
presenting complaint and co-pathology data to be collected. The clinics will be referred to as

Clinic A — inner western suburbs, and Clinic B — inner south-eastern suburbs.

Age and Gender

Female patients (64.7%) from both clinics far outweighed male patients (35.3%). The age and
sex distribution of patients from both clinics is shown in Table 1. The majority of patients
from both clinics were aged between 20 and 39 years of age, accounting for 51.8% of Clinic
A’s sample, and 45.7% of Clinic B’s sample. The same age distribution accommodated 53%
of all participating female patients, the highest ratio for females. In regards to males, the 20 -
39 year range and 40-59 year ranges were the most popular having almost equal ratios of

patients each.

The mean age of Clinic A’s patients were 45.2 years for males, and 36.2 years for females.
The mean age of Clinic B’s patients were 43.6 years for males, and 38.2 years for females.
Out of the 102 participating patients, only three were 19 years or under, and only ten were

over 60 years or over.

11
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Table 1: Patients Antending Clinic A and B, age and sex distribution

Age Group (years) Males Females Total (percentage)
Clinic A Clinic B Clinic A ClinicB  ClinicA  Clinic B
0-19 - 1 - 2 - 3 (6.5)
20-39. 9 6 20 15 29 (51.8)  21(45.7)
40-59 8 5 14 12 22(39.3)  17(36.9)
60+ 5 2 - 3 5(8.9) 5(10.9)
Total 22 14 34 32
Mean Age Mean Age 56 (100) 46(100)
43.2 43.6 36.2 38.2
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Presenting Complaints

The most common presenting complaints by percentage of the sample population from both
clinics are shown in Table 2. The most common presenting complaint for Clinic A was
cervical spine/headache complaints, comprising of 36.4% of all presenting complaints
observed. The next popular complaint was low back pain, making up 25.5% of all presenting
complaints. The opposite is seen in Clinic B with low back pain being the main presenting
complaint (37.0%) and cervical spine/headache complaints following (23.9%). 13.9% of
patients presented with shoulder pain, with a fusther 12.9% reporting thoracic pain. The
remainder of the presenting complaints comprised of a varicty of upper and lower limb
complaints, including elbow, wrist, knee, abdominal and temporomandibular joint problems.
The data collected shows that over three-quarters of all presenting complaints are those that

entail the head/neck and spinal column.

Type and Frequency of Co-pathologies

All co-pathologies recorded did not necessarily relate to the patient’s presenting complaint,

and as such the patient may not have been suffering from the recorded co-morbid condition at

the initial consultation. Table 3 illustrates the most common co-pathology according to

specific organ systems by percentage of the sample population.

The greatest incidence of co-pathologies involved the respiratory system, with 10.9% of all

co-pathologies recorded affecting this system.
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Table 2: Presenting complaints by percentage of the sample population

Presenting Complaint —  Clinie A — Percentage

Clinic B — Percentage

Both Clinics —

indicated as regions of the of Sample of Sample Percentage of

body Total Population
Low Back Pain (LBP) 25.5 37.0 30.7
Cervical Spine/Headache 36.4 23.9 30.7
Shoulder 16.4 10.9 13.9
Thoracic Spine 12.7 13.0 12.9
Lower Limb 3.6 8.7 5.9
Upper Limb 3.6 2.2 3.0
Other 1.8 4.4 0.03

Note: The “other” category comprises of tempormandibular joint, abdominal and sinus

complaints from both clinics.
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Table 3: Most common co-pathology according to specific organ system

Organ System

Incidence of

co-pathology —

Most common

co-pathology encountered

Next most common co-

percentage within — percentage of sample pathologies
particular system population
Respiratory 10.9 Asthma (8.9%) Pneumonia, Bronchitis
Cardiovascular System 9.9 Hypertension (5.9%) Hypercholesterolemia,
Endocrine System 6.9 Diabetes Type 1 and 2 Hypothyroidism
(3.0%)
Gastrointestinal System 59 Irritable Bowel Syndrome Crohn’s Disease, Peptic
(2%) Ulcer
Reproductive System 4.0 Pregnancy* (2%) Endometriosis
Optical/dental/auditory 4.0 Myopia (4%) -
Bone 4.0 Osteoarthritis (2%) Osteoporosis, Gout
Pathology/Arthitides
Infection 3.0 Hay Fever (3%) -
Trauma/Fracture 2.0 Ankle (2%) -
Neurological system 0.01 Meningitis (1%) -
Neoplasia 0.01 Breast {1%) -
Dermatological 0.01 Psoriasis (1%} -

*Note: Pregnancy is not a co-pathology, but has been recorded in this table to demonstrate a special situation

that causes a variety of problems that are effectively treated by osteopathy such as back pain and leg pain
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The cardiovascular system was second, accounting for 9.9% of all recorded co-pathologies.
The least common organ systems included the neurological and dermatological systems, each
of which only accommodated one co-pathology (0.01%). Neoplasia was also only noted in a

single case history (0.01%).

Concurrently, the most common documented co-pathology was asthma, with 8.9% of patients
having asthma. The second most common was hypertension (5.9%), and the third being
myopia (4.0%). The least common co-pathologies included meningitis, breast cancer, and

psoriasis each of which was only reported by one patient from the either clinic.

16
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DISCUSSION

Patient Profiles

Patient ages ranged from 13 years to 81 years. Eighty-nine percent of all patients from both
private practices were aged between 20-59 years, with 50% of these patients falling within the
20-39 year band. The average age of patients in this study was 40.3 years. These results
concur with those of previous studies examining the demographics of osteopathic patients®™
which all stated the majority of patients seen were between 30-60 years of age. The large
percentage of female patients attending both practices corresponds to the majority of the

surveys referred to above,

Of interest is the absence of patients aged between 0-19 years in one clinic. Even though the
previous studies”> show this age group as being the least likely to attend, none had complete
absence of patients. However, some important facts need to be taken into consideration.
Firstly, there was a sample bias within the 0-19 year age range, as consent for data collection
from younger patients could only be attained through a parent or guardian. As the consent
forms used in this research project were directed towards an adult patient and not specifically
the guardian of a patient, data within this age range is limited. Secondly, the principle
practitioner’s advertising has not been directed toward this age group or the parents/guardians
of children within this age group. It has been concentrated more on specific conditions, such
as low back pain. As people in this low age group are less likely to have such conditions
compared to older age groups, patient numbers in the younger age group would be expected

to suffer.

The small sample seen in the lowest age group from both Clinic A and B makes it clear, in
this study at least, a substantial commercial opportunity is being lost by both clinics in regards

to the youth market. This group has been shown to suffer the most acute injuries - sports
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injuries.®® As acute injuries respond far more favourably to treatment than chronic conditions,
the principle practitioners are also missing out on a population cohort that in addition to

being regularly hurt, are also quickly healed.

Presenting Complaints

The primary complaints encountered by osteopaths in private practice have been documented
repeatedly as mainly musculoskeletal problems.'™ In the present study, both low back pain
(30.7%) and cervical/headache complaints {30.7%) made up nearly two thirds of the overall
presenting complaints, after which the number of cases for other presenting complaints
dropped sharply. This is consistent with previous findings in all the above studies, with the
presenting complaint of low back pain ranging from 21%—52% of all complaints documented,
with the neck/headache site ranging from 20%-29% of all complaints. It is clear both are

much more frequent than any other site or complaint witnessed in private osteopathic practice.

Co-pathologies

The most common co-pathology from both clinics was asthma, which represented 8.9% of all
co-pathologies recorded. Findings from the Australian Bureau of Statistics (ABS)'? from the
2001 census show that 12 % of the Australian population had asthma. The discrepancy
between both studies could be explained by the lack of 0-19 year old patients in this study.
According to the ABS,'® asthma is more prevalent in the younger years, with 14% of sufferers
between 0-19 years. The lack of younger patients may have limited the participation of

asthmatic sufferers in this study.

The second most common co-pathology recorded was hypertension, representing 5.9% all co-
pathologies documented. According to the ABS'® in 2001, 10% of the population suffered

from long-standing hypertension. The discrepancy again may be explained through age.
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According to the ABS'?, the prevalence rate of cardiovascular disease increased with age,
peaking at 40% for people aged 6S5years and over. The prevalence rate of essential
hypertension mirrors cardiovascular disease, and peaks at 65-74 years of age. In this study,
only 9.8% of patients were 65 years or above, and as such the recording of cardiovascular

disease, including hypertension, may be lower than normal.

The ABS' states that in 2001 arthritis sufferers (either osteoarthritis or rheumatoid arthritis)
consisted 14% of the population. Interestingly in this study, arthritis constituted only 2% of all
co-pathologies collected, including not one rheumatoid arthritis sufferer. In 2001 the ABS™
reported 43% of all arthritis patients fell within the 65-74 age group, with 52% of patients
over 75 years. The small number of patients aged 65 years and over may have played a role

in this large discrepancy, limiting the incidence of osteoarthritic patients in this study.

1t is clear that the most common co-pathologies identified in this study increase in frequency
as patient age increases. The mean age of patients from both clinics was 39.7 years and 40.9
years respectively. As such, the most prevalent conditions listed by the ABS'® (2001 census)

are perhaps not as strongly represented as co-pathologies in this study.

The main aim of this study was to determine what co-pathologies were actually seen in
private practice. Until a study documents the reality of the nature and incidence of co-
pathologies in practice, no one can conduct a detailed analysis of the curriculum in order to
decide if it adequately prepares the graduate for private practice. The researchers’ hope this
study will encourage the beginning of a database reporting on co-pathologies in clinics
throughout Victoria, and be used as a catalyst for future research. Eventually, this database

may be used to analyse the current osteopathic course curricula in detail.
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Limitations of the study

Over a three month data collection period between two private osteopathic clinics, only 102
patients allowed access to their patient files. The low number of patient files investigated may
limit the accuracy of the findings of this study in representing the patient population within
the wider osteopathic community. However, being a pilot study, the data collected is hoped to
initiate a Victoria — wide database that may eventually represent the patient population more

accurately.

The main reason as to why there was such low numbers within the 0-19 years of age range
was because there was a sample bias within this age group. Data collection from younger
patient files can only be attained through permission from a parent or guardian. As the
consent forms used in this research project were directed towards an adult patient and not
specifically the guardian of a patient, data within this age range is limited. This may have
skewed the findings of the current study. Future studies could incorporate consent forms that
are directed towards parents/guardians to specifically allow the investigation of patient files
that fall within a young age range. This will allow for a wider patient population to be

investigated.

Unfortunately there was a major discrepancy between the history taking methods from both
clinics in terms of the co-pathologies reported. One clinics” history taking procedure required
the principle practitioner to ask the patient about non-musculoskeletal conditions they may
have had or have at present. The other clinics” history taking procedure required the patient to
write down any medical conditions they may have on the history taking sheet themselves,
before the practitioner even speaks to them. The main problem for the researchers is the data
written by the patient may contain less information than what a skilled practitioner could

extract from the patient themselves. Consequently, the co-pathologies recorded and
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documented in this research project may be incomplete. If similar studies are undertaken in
the future, the private clinics utilized should only employ history forms completed by the

principle practitioner. In this way data collection may be more accurate,
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CONCLUSION

In recent years there have been calls for objective research into osteopathy to substantiate
claims it has a health b-eneﬁt.l 12 This research paper investigated a topic yet to be explored -
information regarding the types and relative frequencies of the co-pathologies that ostcopaths
are exposed to in private practice.

The demographics and presenting complaints recorded in this study resembled that found in
previous studies investigating the osteopathic patient. In regards to recorded co-pathologies, a
comparison to the Australian Bureau of Statistics Census'® 2001 was undertaken as no prior
co-morbid study had been completed. The incidence of the recorded conditions differed
slightly and could be explained by the small number of patients who fell within the youngest
(0-19) and eldest (65+) years of age brackets. Both of the most common co-pathologies
recorded (asthma and hypertension respectively) increased in incidence within these age
ranges.

The information accumulated in this study is important as co-pathologies can influence both
the musculoskeletal complaints that so often present in private practice, as well as the mode
and effectiveness of osteopathic treatment. Documenting co-pathologies also allows for
analysis of the pathology and clinical diagnosis curriculum in order to decide if it adequately

prepares graduates for private practice.
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APPENDIX 1: Clinic consent leiter

August 1, 2004

Dear Sir or Madam:

My name is and 1 am currently undertaking my Masters degree in Osteopathy at
Victoria University. My masters title is “The Study Of Demography And Co-pathologies Of
Patients Attending Two Private Osteopathic Medicine Clinics: A Pilot Study.”

I would like to invite you and your clinic to be a part of my study. For my study I will require
access to current and new patient files. I will be analysing and documenting:
o  Age/Sex
Primary Complaint
Medication History

Co-pathologies — these will be sub-divided according to appropriate systems, i.e.
cardiovascular such as angina

No patient identifiers such as names or addresses will be disclosed in compliance with the
Privacy Act, with all information being recorded directly onto Microsoft Excel on the clinics
premises.

If you are willing to participate, your signature is required at the end of this document. Any
queries may be directed to the project supervisor, on or myself,
on where a message can be left.

Your clinic’s involvement in this research would be greatly appreciated, as this study will
provide a valuable tool for both Osteopathic students and the Osteopathic profession.

Sincerely,

Student Osteopath

....................................................................... (clinic name), give consent to
participate in the following study titled “The Study Of Demography And Co-pathologies Of
Patients Attending Two Private Osteopathic Medicine Clinics: A Pilot Study.”

SIgnature....ovvveevee e, Date.nvoeiiiieniiiiiiiinennn,

If you have any queries or complaints about the way you have been treated, you may contact
the Secretary, University Human Research Ethics Committee, Victoria University of
Technology, PO Box 14428 MC, Melbourne, 8001 (telephone no: 03-9688 4710).
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APPENDIX 2: Information to Potential Participants form

Information to Potential Participants

Title of Study: “The Study Of Demography And Co-pathologies Of Patients
Attending Two Private Osteopathic Medicine Clinics: A Pilot Study”.

Investigators:

(Project Supervisor)
(Year 5 Osteopathic Student)

Purpose and Plan:

I would like to invite you to be a part of my study. For my study 1 will require access to your
patient file. 1 will be analysing and documenting:

Age/Sex

Primary Complaint

Medication History

Co-pathologies - co-occurrence of another disorder/s, either related to or
independent of a patient’s primary complaint. E.g. A patient suffering from headaches
(primary complaint) may also have been previously diagnosed with diabetes (co-
morbidity).

As primary health practitioners, osteopaths will be exposed to a variety of musculoskeletal
complaints and other diseases. The recording of co-pathologies can lead to osteopathic
students improving their understanding of the major disease processes affecting the
musculoskeletal system.

As this research project only involves the recording of strictly de-identified data from patient
files, there are no potential risks involved. No patient files will leave the clinic area thus
removing the possibility that patient anonymity will be compromised. No patient identifiers
(such as your name, phone number and address) will be recorded, as all information will be
held in confidence in compliance with the Privacy Act.

You are free to withdrawal from this study at any stage.

Any queries may be directed to the project supervisor, on

Sincerely,

Student Osteopath

If you have any queries or complaints about the way you have been treated, you may contact
the Secretary, University Human Research Ethics Committee, Victoria University of
Technology, PO Box 14428 MC, Melboume, 8001 (telephone no: 03-9688 4710).
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APPENDIX 3: Patient consent letter

Dear Sir or Madam:

My name is and I am currently undertaking my Masters degree in
Osteopathy at Victoria University. My masters title is “The Study Of
Demography And Co-pathologies Of Patients Attending Two Private
Osteopathic Medicine Clinics: A Pilot Study.”

I would like to invite you to be a part of my study. For my study I will require access to your
patient file. I will be analysing and documenting:

-
Sansrrng YT,

o Age/Sex

e Primary Complaint

e Medication History

¢ Co-pathologies - co-occurrence of another disorder/s, either related to or

independent of a patient’s primary complaint. E.g. A patient suffering from headaches
(primary complaint) may also have been previously diagnosed with diabetes (co-
morbidity).

As primary health practitioners, osteopaths will be exposed to a variety of musculoskeletal
complaints and other diseases. The recording of co-pathologies can lead to osteopathic
students improving their understanding of the major disease processes affecting the
musculoskeletal system.

As this research project only involves the recording of strictly de-identified data from patient
files, there are no potential risks involved. No patient files will leave the clinic area thus
removing the possibility that patient anonymity will be compromised, No patient identifiers
(such as your name, phone number and address) will be recorded, as all information will be
held in confidence in compliance with the Privacy Act.

If you are willing to participate, your signature is required at the end of this document.
Attached is your copy of the studies details and contact information. You are free to
withdrawal from this study at any stage. Any queries may be directed to the project
supervisor, on . Your participation in this research would be greatly
appreciated, as this study will provide a valuable tool for both Osteopathic students and the
Osteopathic profession.

Sincerely,

Student Osteopath

................................................................... (address), give consent to participate
in the following study titled “The Study Of Demography And Co-pathologies Of Patients
Attending Two Private Osteopathic Medicine Clinics: A Pilot Study.”

If you have any queries or complaints about the way you have been treated, you may contact
the Secretary, University Human Research Ethics Committee, Victoria University of
Technology, PO Box 14428 MC, Melbourne, 8001 (telephone no: 03-9688 4710
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APPENDIX 4: Raw Data

Clinic 1
Presenting
Age PC Complaint % CVSs 9.1%
Mean 32 Cervical 16 Neck/HA 36.4 Hypertension 2
Medi Hypercholest
an LBP 13 Low Back 25.5 - erolaemia 2
Mode Shoulder 9  Shoulder 16.4 Cramps 1
Std
Dev. Thoracics 7 Thoracics 12.7
HA 4 Upper Limb 3.6
Sex Knee 1 Lower Limb 3.6
Male 22 Wrist 1 Other 1.8
Fem 100
ale 34 Elbow 1 %
Thigh 1
Sciatica 1
Sinuses 1
56
‘RESP 7.8% GIT 55% REPRO 5.5%
~ Asthmatic 4 IBS 1 Endometriosos 1
Indigestion 1 Dysmmenorhea 1
Reflux 1 Pregnancy 1
Bone
ENDO/METABOLIC 5.5% OP/DEN/AUD 1.8% INFECTIONS 3.6% disease/Arthridities 3.6%
Diabetes Type 1 2 Myopia 1 Hay Fever 2 OA 1
Diabetes Type 2 1 Gout 1
28
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Clinic 2
Presenting
Age PC # Complaint %
Mean 39 LBP 17 LBP 37.0
Median Cervical 9 Neck/HA 23.9
Mode Thoracic 6 Thoracic 13.0
Std
Dev. Shoulder 5 Shoulder 10.9
HA 2 Lower Limb 8.7
Sex Thigh 2 Upper Limb 2.2
Male 14 Knee 1 Abdominal 22
Female 32 Ankle i TMJ 2.2
Abdominal 1 100%
Elbow 1
T™J 1
46
CvVs 10.9% RESP 15.2% GIT 6.5%
Crohns
Hypertension 4  Asthma 5 Disease 1
Hypercholesterolemia 1 Pneumonia 1 Indigestion 1
Bronchitis 1 Pwptic Ulcers 1
REPRO 2.2% NEURO 2.2% ENDO/METABOLIC 8.7% OP/DEN/AUD 6.5% DERMA
Pregnant 1 Meningitis 1 Diabetes Type 2 2 Myopia 3 Psoriasis
Diabetes Type 1 1
Hypothyroidism 1
bone
INFECTIONS 2.2% diseases/Arthridities 4.3% traumalffractures 4.3%
Hay Fever 1 OA 1 Ankle Fracture 2

Osteoporosis

1
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