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ABSTRACT

Introduction: This paper presents qualitative data from communication between an osteopath
and patient participating in a research study to develop a hew psychologically informed pain

management course.

Presentation: ‘Adam’, aged 49, presented with persistent pain and multiple health problems
including HIV and depression. His aim in joining the study was to find ways to stay

independent.

Evaluation: Existing osteopathic evaluations of musculoskeletal dysfunction were supported

by psychological assessments of health beliefs and coping strategies.

Intervention: Psychological and mindfulness exercises were integrated into six osteopathic

treatment sessions to support symptom relief, patient learning and self-management.
Data analysis: Audio-recordings were analysed qualitatively using Linguistic Ethnography.

Outcomes: Communication moved from ‘mechanistic’ pain discourses about diagnosis and
structural damage towards ‘facilitative’ narratives involving shared sense-making about
broader embodied experiences. Physical outcomes were similar to previous osteopathic
treatment but with longer lasting effects due to more effective self-management, decreased

fear-avoidance and increased physical activity.

Conclusion: This patient reported that a psychological and mindfulness informed pain
management course increased his body awareness and ability to live well despite pain.
Individual case findings are not generalisable, but the data appear to support an ecological-

enactive model of osteopathic practice and suggest promising directions for future research.
IMPLICATIONS FOR PRACTICE

¢ Open questions, facilitative communication and mindfulness can be used to explore

patients’ present moment body experiences during osteopathic consultations



This process of ‘mentalising interoception’ may bring preconscious sensorimotor

inputs into the cognitive domain, enabling reappraisal of beliefs and behaviour

Osteopaths can reframe patients’ own sensory descriptions and pain imagery to

identify health beliefs and update narratives about the body and the self

Osteopaths’ personal mindfulness practices and body-awareness can help to identify

when and how to encourage patient learning and self-management

Further research is needed to explore a range of cognitive and embodied-enactive

learning processes that may enhance outcomes in osteopathic practice



INTRODUCTION

This case report presents data from the second of three research studies designed to
develop a psychologically informed pain management course [1, 2, 3]. The aim to integrate
physical and psychological interventions was aligned with calls to expand the scope of
osteopathic care [4] and optimise the effects of touch-based treatment [5, 6]. Persistent pain
is associated with psychological, cognitive and behavioural symptoms, so multidisciplinary
pain management programmes typically include Cognitive Behaviour Therapy (CBT),
physical therapy and exercises, but often with different interventions delivered separately to
patient groups [7]. This qualitative study was developed to assess if it was feasible for an
osteopath to integrate psychological interventions from Acceptance and Commitment
Therapy (ACT), a form of ‘3rd wave’ CBT which incorporates mindfulness [8] with physical
treatment for individual patients [9]. Data from one patient in this study is presented here to
explore how different communication strategies influenced pain beliefs, behaviour and self-

management.

Concerns have been raised about the scope and effectiveness of biopsychosocial models of
care as biomedical evidence is often prioritised, and psychosocial factors considered only
when standard treatment fails [10, 11]. It has been suggested that pain should be viewed
phenomenologically as 'a relational and emergent process of sense-making through a lived
body' [12:1]. From this perspective, patients’ psychosocial context and beliefs become
essential aspects in assessment and management [13]. To strengthen the theoretical base
which underpins clinical work, Esteves et al (2021) [14] published an ‘Ecological-Enactive
Framework’ for osteopathic practice which combines biomedicine, psychology, and cognitive
science [15], based on assumptions that lived experiences arise from engaging with the

world as ‘a set of possibilities not yet actualised’ [16:106].

One theory in cognitive science describes how individuals maintain allostasis in constantly
changing internal and external environments using predictive processing, a function of the
Bayesian brain [17]. The brain makes inferences about the individual’s current homeostatic
state and potential need for action, based on existing body-world models. The aim is to
maintain effective function and minimise predictive errors i.e., differences between actual
and optimal state [18]. Predictive processing is a key concept in the theory of active
inference [16] and Ramstead et al’s broader model of enactive inference [19] provides a
framework for evaluating health experiences in individual ecological context. In enactivism,
allostasis also involves metabolic, affective and existential sense-making processes [17]

using somatic and visceral inputs [20].



Allostatic adjustments to internal and external environmental changes primarily occur
automatically, but responses can also be influenced by an individual’s conscious
interoceptive capacity including sensibility, ability to notice internal sensations; accuracy,
ability to interpret sensations; and awareness of how to use sensations to aid allostasis [21].
These mechanisms influence neural plasticity in the boundaries between an individual’s
internal and external environment and broaden patients’ awareness of possibilities for

meaningful activity [22, 23].

Research into psychologically informed physiotherapy [24, 25, 26] and osteopathy [2, 3]
demonstrated promising outcomes, but there is little research into how changes occur in
interventions with dual treatment and self-management aims [27]. In manual therapy,
embodied therapeutic relationships involve participatory sense-making that occurs ‘in the
moment-to-moment interaction of two subjects’ [28:466], and involves social connections
[29] and ecological relationships with the environment [30]. This highlights the need for
research to explore practice from both patients’ and practitioners’ perspectives as they
interact in a therapeutic dyad. Although this case study was completed before the models
above were published, the findings aim to illustrate the influence of different modes of

communication in a psychologically informed osteopathic pain management course.
METHOD

This paper follows the CARE guidelines for case reports [31] and describes the methodology

of the qualitative study from which the individual patient data was extracted.

Design: A research study was conducted in 2013 to explore the feasibility of combining
manual treatment with psychologically informed interventions to expand osteopaths’ scope
of care for patients with persistent pain. It followed a mixed methods pilot study of a group
course in 2010-11 [1]. The researcher was an experienced osteopath (>30 years) who had
also worked as a counsellor and undertaken training in Acceptance and Commitment
Therapy (ACT). The auto-ethnographic research design utilised ‘insider knowledge’ of
osteopathy, and of delivering the intervention, to explore process and outcomes in the

development of the new course.

Ethics: The study was approved by the University of Bedfordshire Ethics Committee and the
British School of Osteopathy Research Ethics Committee. Participants provided informed

consent for anonymised data to be used in research reports and professional presentations.

Intervention: The study aimed to integrate psychological and physical interventions in each

of the six, weekly, one-hour sessions. Psychological content was piloted in a previous group



course [1], but methods for integrating interventions in individual patient care evolved with
experience during the study. Osteopathic assessments and treatments were based on
patients’ existing case histories in the [name of institution] clinic. Psychological assessments
were based on ACT, a transdiagnostic approach that does not focus on causes or severity of
health problems but aims to transform patients’ relationships to distress by developing
psychological flexibility [8] and were integrated with data from osteopathic evaluations.

Psychological flexibility is based on six core principles: acceptance of inner experiences that
cannot be controlled; defusion from fixed thoughts; awareness of what is happening in the
present moment; ability to hold multiple perspectives of the self in context (i.e., not limited to
a fixed identity as a ‘chronic pain patient’ for example); awareness of personal values and
goals; and committed action to achieve these goals [32]. The course was guided by a
Practitioner Manual and Patient Workbook, adapted for individual needs, not a set protocol
[33, 34]. Session 1 focused on present moment awareness, avoidance and fusion, moving to
acceptance and defusion in Session 2. Session 3 focused on body awareness and physical
function. Sessions 4 and 5 explored personal values and obstacles to change, and Session

6 aimed to develop a sustainable, patient-led self-management plan.

Mindfulness exercises included breathing exercises and body scans, which can improve
perception and decision-making [35] and may contribute to interoception [20]. Practices were
adapted for individuals and varied between two and twenty minutes, increasing in duration
over the course. The Patient Workbook introduced mindful exercises each week, but
frequency and duration of practice were optional. In some exercises during the sessions,
touch was introduced to focus the patient’s attention with debriefing and dialogue afterwards

to support shared sense-making.

Recruitment: A purposive sample of four patients was recruited using posters in the [name
of institution] clinic. One-hour screening interviews explored their goals and willingness to
take part in research. Inclusion criteria were adults with pain for more than six months who
were not waiting for further medical investigations. ACT focuses on relationship to symptoms
[8], so there were no standard assessments of pain type, severity or other conditions.
Exclusion criteria were uncontrolled substance abuse or psychosis, which may be
contraindications for mindfulness [36]. The risks of becoming more aware of pain through
mindfulness and challenges in ‘accepting’ pain were discussed and, if there were concerns

about safety or suitability, the GP was contacted for advice.

The first four eligible patients who provided informed consent were enrolled and included two
men and two women, aged 45 to 60, presenting with non-specific neck pain, back pain that

had not been relieved by hip and back surgery, Fibromyalgia, Multiple Sclerosis and HIV.



Outcomes: The study explored the flexibility of patients’ pain responses, so evaluation
focused on psychological assessment, rather than diagnostic tests or medical variables.
Behavioural outcomes included the ability to engage with valued activities, rather than
symptom changes, and were assessed qualitatively from changes in communication about
activities in day-to-day life. The researcher’s insider knowledge was used to assess whether
interactions were successful in achieving intended outcomes and identifying contextual

factors that had enabled or limited changes.

Data analysis: Data were collected in audio-recordings of pre-course interviews, six
treatment sessions and post-course interviews at six months. Audio-recordings were
transcribed verbatim and analysed using Linguistic Ethnography (LE), a complex
interdisciplinary approach which involves linked stages of Conversation Analysis (CA) and
Discourse Analysis (DA) [37]. On their own, CA findings cannot be generalised beyond a
specific context, whereas DA generalises findings from grouped data but loses nuanced
individual meanings. LE includes a mid-level interactional stage of analysis which enables
CA findings to be situated in the context of social relationships and cultural norms [38].

Table 1 illustrates three stages of frequency analysis which were conducted on all the data
to identify communication types [39], patterns of interaction and ‘sites of engagement’ for
deeper analysis [40]. Micro-level Conversation Analysis (CA) [41] was used on selected
extracts to explore linguistic content and themes in interactions coded as ‘familiar’ or
‘unfamiliar’ in the context of the osteopath’s experience. Interactional Socio-Linguistic
Analysis (ISL) of social norms in speech patterns [42, 43] was conducted to explore
relational dynamics, and macro-level Discourse Analysis (DA) situated pain discourses in the

broader cultural context of biomedical and biopsychosocial healthcare perspectives [38].

Table 1: Stages of Linguistic Ethnography analysis

Method of analysis Used to identify

Frequency analysis: Colour coding of 'avoidance', 'awareness' and 'approach’ as relevant
ACT content ‘sensitising concepts’ (Rampton et al 2014)

Frequency analysis: Sentence coding by type and purpose using the Roter Interactional
linguistic structure Analysis System (Roter and Larson 2002)

Frequency analysis: Coding of interactions as ‘familiar' or 'strange' in osteopathic practice
ethnographic factors using the researcher’s insider knowledge

Frequency coding of 'Familiar' osteopathic care vs ‘exploratory’ learning interactions
communication types

Micro-level Analysis of linguistic content in ‘familiar’ and ‘unfamiliar’ interactions
Conversation Analysis | to identify different types of discourse about pain




Mid-level Interactional | Analysis of conversational norms to explore social roles and
Sociolinguistics therapeutic relationships

Macro-level Discourse | Analysis of discourse processes and outcomes from biomedical and
Analysis biopsychosocial perspectives

Frequency analyses of the whole data set showed that osteopath-led communication

predominated, with fewer examples of patient-centred interactions. A decision was made to
focus on data from one patient which illustrated the most diverse communication examples.
Data from the other three patients were also analysed, but in less depth, to provide context

and confirming or divergent examples of communication in the full study thesis [9].
PATIENT PRESENTATION

‘Adam’, aged 49, presented with persistent neck and back pain of >10 years’ duration. Other
conditions included HIV, neuropathy, asthma and medication-related gastrointestinal
symptoms. He lived alone and had been unemployed due to disability for several years.
Different symptoms limited his ability to walk, sit or drive, leading to inactivity and isolation.
Adam had previously been diagnosed with degenerative changes in the lumbar and cervical
spine, with congenital bony fusion and stenosis at C5/6. He was under the care of a GP, HIV
consultant and neurologist and had received CBT for depression. Adam’s pain had
previously been relieved, temporarily, by osteopathic treatment but he felt this was gradually

becoming less effective and he was in danger of losing his independence.
Adam’s psychological flexibility was assessed using data from the pre-course interview.

Avoidance and fusion: Adam’s motivation to join the study was to find ‘new weapons’ and
‘tools to fight pain’, which suggested lack of acceptance that symptoms might persist. He
seemed fused with thoughts that his pain was caused by ‘damage that could not be cured’.
Adam coped with pain by avoidance or endurance e.g., ignoring symptoms until he ‘fell
over’, then using medication to zonk him out for three days’, in typical ‘boom and bust’
behaviour [44].

Yesterday, | could quite easily have taken a gun to my head. The pain was just so bad... I'm
like a prisoner of painkillers... If | dose myself up, | can do things, but then if | dose myself
up, it gets me to the stage where | just don't really want to do anything. | feel like I'm wasting

my life... (P4.0, pre-course interview)

Awareness and self-as-context: Adam’s narratives focused on past experiences and future
fears, rather than current sensations that were difficult to cope with. He felt that his sense of

self had become ‘fragmented’ into dysfunctional body parts.



Values and committed action: Adam had previously been employed in helping roles and was
depressed by increasing disability but reluctant to ask for help. He was ‘willing to try

anything’ and joined the study to learn new ways to ‘fight pain’.

Findings presented below illustrate how different modes of communication were used to
explore changes in Adam’s embodied experiences and responses to pain, links between

different discourses and the patient-practitioner relationship and course outcomes.
FINDINGS

Extracts below illustrate changes in Adam’s body awareness and approach to managing
pain. Conversation Analysis transcription details have been deleted for ease of reading [45].
O represents osteopath and P is the patient. Numbers in brackets refer to course sessions
and extracts in the original study thesis [9]. Interpretations of meaning were guided by the

researcher’s insider knowledge, so personal pronouns have been used where appropriate.

Although the timeline of changes was not linear, there were distinct differences in the ways
that pain was conceptualised over the six sessions. Linguistic descriptions and imagery
illustrated different approaches to understanding pain (Table 2), based on underlying
assumptions about its nature, meaning and appropriate responses. These were categorised
as ‘mechanistic’ discourses which framed pain biomedically and ‘facilitative’ discourses

which encouraged learning about the broader psychosocial impacts of pain (Table 3).

Table 2: Examples of differences in mechanistic and facilitative discourses

Mechanistic Facilitative

Single anatomical cause of pain: Varied sensation: | can feel something

| can pinpoint it and put my finger on the bit | happening... that's been quite painful, but it feels
that causes all the problems as though there's something releasing

Violent aversive images: Images to be explored: Like the same door but
It feels like it's biting my neck, but it feels completely different, not closed. Felt more like
Jjagged. Teeth tearing away... something being sucked out of there...
Autonomous body parts: Owned experience:

The shoulder wants to rush forwards | can feel how I'm holding on to it

Passive experience: There's a drawing of Active engagement: I've sort of focused then on
energy from the neck to the point where when | was breathing out, and just relaxing my
your hand is touching top half of my body

Table 3: Linguistic themes which illustrated changes in Adam’s response pain

Pre-course and Weeks 1 - 3

Weeks 4 - 6 and post-course

Type of discourse

‘Mechanistic’ imagery

‘Facilitative’ imagery

The nature of the body

The war zone

The foreign land

The meaning of pain

Resistance: a call to arms

Acceptance: it is what it is

Patient role and identity

Putting on a brave face

The curious explorer

Osteopath role and identity

Mechanic with magic hands

The guide and interpreter

Mentalising interoception




Focusing attention on present moment bodily sensations enables the process of ‘mentalising
interoception’ [18]. Using mindfulness exercises during osteopathic assessment and
treatment, Adam described sensations and explored previously unnoticed experiences,
sometimes guided by changes in muscle tension or breathing that | noticed. | did not attempt
to interpret the meaning of his experiences from my external observations but used these
cues to ask open questions about what he might be noticing. His pain descriptions focused

initially on structural damage and a need to avoid movement.
It feels like it's going to explode. | can feel the scraping of the bone on the bone (P1.1)
If the spasm is set off in my neck, then I'm in bed for three days (P1.2)

| encouraged Adam to describe sensations in more depth, which were often hesitant but rich

in imagery about present moment awareness that did not always make (mechanical) sense.
The neck is... | can feel it's... quite locked but it's quite loose..., locked and loose. (P1.5)
It's less tight than it was, if that makes sense. It's almost like it's dropped an octave. (P1.6)

Neck pain descriptions gradually changed from 'chomping, black' sensations to 'dark red,

strangling' feelings to ‘pulsations’ of arterial blood flow, which he noticed more if stressed.
The pain in my neck, it feels quite black, and it feels like it's biting my neck. (P4.1)
The pain... its’ desperation was almost like clawing at me...teeth tearing away... (P4.3)

It certainly wasn't as black as it was last week, the pain, and the chomping that | was feeling,
it's blood flow, the pumping, it's pulsating... (P4.4)

Adam gradually started to link thoughts and sensations with their impact on his daily life.

I think the learned pattern of behaviour of the physical learning is that the moment my neck

goes, then | just tense up, which | do in order to protect the neck... (P4.6)

| can feel this setting off now and the sense of dread... Dread of being in excruciating pain,
having to dose myself up with painkillers, stop what I’'m doing and lie down, not knowing how
long it will go on for but expecting it could be days. It's unbearable and it's a waste of time...
(P4.7)

Interoceptive awareness and behaviour change

Over time, Adam seemed to shift from automatic avoidant reactions to more flexible,
conscious responses to pain. ‘Interoceptive surprise’ can be created when prior expectations

are compared to, and differ from, actual sensations [51]. With guidance during treatment,



Adam noticed what ‘holding on’ felt like, and explored his own ability to release tension and

enjoy the sense of ease in his body.
How's this? [hand pressure] (03.1)

I can feel at the front of my chest, in the middle, my breastbone, is kind of um... | can feel
how I'm holding on to it from the inside. It's quite interesting because it doesn't seem to
relate to any particular muscles, but | can feel myself widening. | can feel my shoulders
going and it doesn't feel like there's any... I'm not doing anything, if that makes any sense?
(P3.2)

| think you are doing something. | think you are not holding on... Do you have awareness

anywhere else lower down in your body? (03.3)

Right now, where your left hand... there's a twinge that | can feel... And that seems to be
doing the same sort of spreading thing that my shoulders are doing... It feels almost like

when you pour a pancake into a pan, it feels like I'm doing that. Strange... (P3.4)

Adam learned that instead of having to ‘knock himself out with pills’, he could use mindful
breathing to 'make space' for pain and carry on with activities for longer. Using new self-care

strategies, he also found that treatment effects were sustained.

If I'm lucky it [treatment] lasts a week and because I'm being more careful about what I'm

doing. I'm more self-respectful, then things are lasting longer and being more self-respecting
hasn't just happened because of ... to be honest, [I didn’t think] the mindfulness thing would
have been my cup of tea. There's definitely something that has worked about it, because it’s

not just affected my body, its affected other parts of my life as well... (P4.17)
Changes in role

Over several sessions, linguistic analysis illustrated a shift from avoidance to awareness,
acceptance and active self-care. At first, ‘mechanistic’ discourses framed Adam’s body as a
battlefield, littered with broken parts, with pain caused by external attacks that he had to
fight. Gradually, ‘facilitative’ discourses emerged with richer descriptions of embodied
experiences and a stronger sense of personal ownership of ‘my’ body. Adam noticed how
thoughts about pain influenced his reactions and sense of self. He started to focus on finding
ways to cope but remain active, which changed his role from being a ‘stoic fighter’ to a

‘curious explorer’ (Table 3).

When you put your hand there, the shoulder feels scared of... the shoulder is feeling really
scared and skittish... | can feel there's uh, the front of my chest in the middle or breastbone

is kind of um... | can feel how I'm holding on to it. (P4.10)

10



Do you have any sense what your body would like to happen in this area? (04.11)

Um, the instinctive, er it’s the instinctive is still the ‘Die Hard’ [pain endurance illustrated in an

action film]. My shoulder wants to rush forwards um... push (P4.12)
What was the urge to push forwards? (04.13)
Umm... it was protection... (P4.14)

You've let your shoulder drop info my hand as it’'s come back a little bit. And you've not got

that protection. Does that open up any other sensations? (P4.15)

Well, there's a vulnerability there but | feel quite safe, so | don't feel [scared]. Does that make
sense? | think there's a couple of times that I've been tearful lying here talking, just thinking. |

think | must have quite a well of sadness, which is all to do with where I am... (P4.16)
DISCUSSION

This case report illustrates changes in communication interactions in one patient-practitioner
dyad in a qualitative research study. The way that Adam talked about pain and its’ impact in
his life gradually appeared to shift from ‘mechanistic’ pain discourses about damage and the
need for treatment and control to ‘facilitative’ discourses about self-directed ways to live a
more active, meaningful life despite pain (Table 3). Changes in imagery were accompanied
by congruent descriptions of behaviour changes. This discussion outlines a range of
psychological and neurophysiological theories to explore how changes may have occurred

through mindfulness and interoception and their implications for further research.
Mentalising interoception

Pain has been described as a function of the whole person, which is made visible when
normal activities become problematic and a person’s familiar sense of their body becomes
‘unhomelike’ [12, 46]. Patients may become anxious about losing agency, which can limit
their capacity to reappraise situations when new sensory information is received [18]. The
theory of predictive processing explains how the Bayesian brain makes probabilistic
inferences which monitor a person’s allostatic state by comparing interoceptive and
exteroceptive inputs against prior expectations [18]. Strong beliefs based on previous
experience can over-ride present moment sensory inputs and the physiological effects of
pain on neural plasticity can lead to interoceptive deficits [47, 48]. Interpretations of sensory
information may therefore be influenced by a person’s beliefs and expectations or be altered
to minimise prediction errors i.e. patients feel pain because they expect to [51]. If patients
interpret normal sensations as signs of dysfunction, their risk of developing persistent pain

increases [49]. Practitioners therefore have an important role in helping patients notice

11



differences between their expectations and actual physical capabilities. Enactive inference
suggests that body awareness can be increased by making pre-reflective experience and
beliefs accessible for reappraisal, and this process of ‘mentalising interoception’ is aided by
precise language and imagery to create links between sensations, thoughts and emotions
[18].

Adam initially made immediate negative judgements about sensations he labelled as ‘pain’.
With encouragement, he gave richer, more precise but often hesitant descriptions of broader
embodied experiences which often did not initially ‘make sense’. At first, Adam referred to
himself as a collection of fragmented dysfunctional body parts and he ignored areas that
were not painful. This suggested a combination of avoidance, hypervigilance and
dissociation, which could influence neural plasticity and contribute to interoceptive deficits
[48]. My role was to provide a safe space to explore avoided sensations; encourage precise
descriptions of present moment experiences; avoid interpreting meaning or reducing
discomfort prematurely, especially for confusing or distressing experiences. This required
open communication and conscious shifts between a familiar role and a more collaborative

patient-led approach [50].

Manual treatments may affect somatic awareness and neural plasticity unconsciously as
pain relief can occur through pre-reflective autonomic reactions to physical or emotional
changes [16, 51]. Symptom perception can also be mediated by beliefs, including the
anticipated effects of medication or treatment [51]. It could be argued that osteopaths
normally support the process of mentalising interoception, although standard practices may
not be sufficiently ‘patient-centred’ [50], and nocebic and structural diagnostic language has
been shown to reinforce dysfunctional pain beliefs and behaviour [52]. During active
examinations, | encouraged Adam to describe what he noticed because repeated exposure
in a safe environment can gradually extend range of movement [53] and decrease the fear of
anticipated pain [54, 55]. Combining communication, touch and mindfulness facilitated the
process of mentalising interoception [19, 28] and contributed to Adam’s apparent shift

towards a sense of body ownership.

Guided mindfulness was combined with touch to help Adam contain sensations he might
normally avoid as being too painful [56]. When there were signs of autonomic arousal, open
guestions were used to encourage exploration and | used exteroceptive touch to focus his
attention and encourage graded exposure [54, 55]. Body scans were introduced to link
physical sensations with thoughts and emotions and improve perceptual skills [35] and

create whole person experiences [20]. Exploring whether Adam’s prior expectations fitted

12



with what he felt [21] sometimes created surprise and enabled reappraisal to generate more
accurate future predictions [51]. Reappraising habitual reactions to pain can increase a
patient’s ‘field of affordance’ and possibilities for action [12, 28] and be supported in
collaborative alliances and shared sense-making [32]. Mindfulness appeared to help Adam
recognise how his automatic reactions to pain often limited activity choices [17], but further
research would be needed to assess the influence of other mechanisms of effect and

potentially confounding factors.
From awareness to behaviour change.

Behavioural interventions aim to translate learning into action. The ‘Capability, Opportunity,
Motivation — Behaviour’ theory (COM-B) proposes that change occurs when goals align with
internal motivation [57], emphasising the need to understand and value patients’ goals in
clinical decision-making. ‘Ecological niches’ in healthcare dyads enable participants’
awareness and function to become synchronously intertwined [19, 58]. In manual therapy,
shared states of embodiment and sense-making are influenced by both verbal and non-
verbal behaviour [58, 59]. Patients influence practitioners’ states in parallel intertwined
processes, so practitioner body and self-awareness, developed through mindfulness or

psychological training, is a valuable and arguably essential skill [23].

Interoceptive capacity can be increased by both ‘bottom-up’ sensorimotor processes such as
graded exposure and ‘top-down’ approaches like mindfulness. Repeated perception of
normal sensations as ‘threats’ reduces interoceptive accuracy if they remain avoided and
unexplored [56]. Manual therapy which includes mindfulness exercises may encourage
patients to focus on ‘pain’long enough to develop precision in interoceptive sensibility and
sensitivity and influence ‘top down’ beliefs [49]. In this study, some mindfulness exercises
included touch as an exteroceptive focus to help Adam explore intense or distressing
experiences. He had previously tried mindfulness in a group setting, with limited effects on
his depression. In this study, he described positive outcomes from body mindfulness,

including lowering his blood pressure using a breathing exercise during a GP appointment.

Overlapping neurological pathways for interoception, mindfulness and touch suggest that
combined approaches may be more effective than separate interventions [60], but it is not
yet clear what duration, frequency or intensity of interaction is needed to create sustained
changes. The intervention in this study may not have been sufficient to result in meaningful
changes in interoception, and changes may have been due to other cognitive or
neurophysiological factors. Alternative mechanisms could involve pre-reflective
neurophysiological processes [49] or conscious reappraisal; for example, after pain

education, reassurance, or psychological interventions [61, 62].
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In Session 4, Adam recognised a childhood sense of ‘dread’ with tension in his shoulder and
chest muscles that worsened his neck pain. Becoming aware of automatic defence patterns
enabled him to explore other ways of coping as an adult. He chose activities to strengthen
what felt ‘right’ in his body and ways to achieve goals that minimised the risk of exacerbating
pain. This included meeting friends for coffee in a local park café, which simultaneously
enabled him to socialise, walk at his own pace, enjoy nature, and choose when to leave,
which avoided the pain endurance and social awkwardness that happened when friends
visited his flat but stayed too long. At follow-up, Adam reported that he had continued to
increase his activities despite fluctuating symptoms. He also described having regained a

‘whole’ sense of himself which had decreased his depression.

Changing the therapeutic relationship

Linguistic analysis suggested that Adam’s increasing self-awareness and active coping
strategies were associated with changes in the patient-practitioner relationship (Table 3).
Persistent pain can lead to rigid thinking and disordered sense-making if the world seems
threatening or becomes meaningless [17]. The osteopathic aim of the course was to explore
ways to understand the impact of pain on patients’ lives and provide appropriate treatment.
The psychological aim was to help patients make sense of their own narratives [13] and
create new body stories in the ‘context of current physical capabilities [63]. This involved
exploring the consequences of avoidance and developing flexible coping behaviour [33, 57].
These dual aims align with an ecological-enactive model of care, in which combined actions
are not mutually exclusive [30]. They are also congruent with salutogenic osteopathic

principles to assess health needs and strengths [64].

In this study, the osteopath’s challenges included developing the skills to shift consciously
between actions to manage symptoms and actions to help patients understand their lived
experiences [65]. Collaborative alliances and shared clinical decision making are, arguably,
not currently common in osteopathic practice [66]. In this study, they were illustrated by a
reduction in closed, osteopath-led questions and an increase in open, patient-guided
conversations. Adam’s role changed from being a passive recipient of treatment to an active
collaborator. In parallel, the osteopath had to balance a familiar treatment-provider role with
facilitative communication to guide explorations of his embodied experiences (Table 3). Data
analysis demonstrated, however, a predominance of mechanistic discourses and

communication about touch-based treatment, which suggest that role changes were difficult.
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Managing role changes can be challenging for both participants in a healthcare dyad [24, 65]
and has implications for practitioner awareness and training [23]. In the follow-up interview,
Adam reported that his pain levels were similar, and sometimes worse as he continued to
struggle with multiple health problems, but he had continued to be more active and felt
‘completely different’ about his life. Adam summarised his transformational shift as:

[Pain]... it's no longer who | am, it's just something | have.

11 Strengths and limitations

This study was innovative but the limitations of qualitative data from one patient-practitioner
pair presented in this paper mean the results should be interpreted cautiously. The clinical
processes and research outcomes may have been influenced by a range of mechanisms
and potentially confounding factors. ACT is a transdiagnostic approach relevant for a range
of physical and mental health conditions [65] which focuses on people’s relationships to their
symptoms, not on named conditions [8]. Patients were not recruited using standardised pain
diagnoses or measures of severity or general health. Inclusion criteria were broad as the
study was exploratory and developmental, but this created a heterogenous sample.

Outcomes: Adam’s data was not representative of the group but was selected to illustrate
diverse communication. Other patients’ outcomes were probably influenced by heterogenous
conditions, differences in willingness to collaborate, mindfulness practice, and relationship
with the osteopath. There is conflicting information about whether formal and formal
mindfulness practice outcomes are influenced by duration and/or frequency [68]. In this
study, there was no formal mindfulness training, skill assessment or recording of practice, so

effects and variations could not be assessed.

Intervention-adherence and tolerability was good as Adam engaged actively in all sessions,
even when in severe pain. He described complying with mindfulness exercises and shared
insights from self-created practices. A minor adverse event occurred after Session 1 when
he enthusiastically increased physical activities, causing a pain flare-up. After this, care was
taken to explain pacing [44] and mindful self-care for pain flare-ups. The Practitioner Manual

and Patient Workbook were amended to make this clear for others.

Changes were not necessarily due to mindfulness, acceptance or interoceptive learning and
could have been influenced by other neurophysiological mechanisms or inter-personal
therapeutic processes, including physical treatment effects on somatic and visceral functions

or psychological changes due to reassurance, sense of control and self-efficacy. Changes in
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role may also have been influenced by the Hawthorne effect [69] and social desirability
responses [70], as both participants were aware of being in a research study.

Data analysis followed a systematic process, but interpretations were based on insider
knowledge. However, the findings were later validated for proof of concept and feasibility in
the OsteoMAP cohort study [3], as the content, structure, patient resources and practitioner
training material evolved during this intervention. This suggests there would be value in

further research into psychologically informed osteopathic practice.

In summary, the integrated treatment and self-management course described in this case
report appeared to influence one patient’s body awareness, coping style and agency. The
results have limited transferability to other patient-practitioner dyads but are congruent with
theories which underpin an ecological-enactive framework for osteopathic practice [14].
Innovative data analysis provided insights into two distinctive pain discourses (Table 4). The
findings offer the potential to expand osteopaths’ scope of psychologically informed care but
have implications for practitioner training in developing collaborative therapeutic alliances,

facilitative communication skills and self-awareness [23].

Table 4: Pain discourse characteristics

Theme Mechanistic Facilitative

Treatment | Increase physical function Increase psychological flexibility

aims Decrease pain and other symptoms Increase personally valued activities

Body Body as object, separate body parts Body as lived experience, whole self

Pain Structural damage, cause and effect, | Functional adaptation, relationships between
pain site and severity factors, consequences in daily life

Patient Pace, reduce goals to live within Act meaningfully with self-compassion, use

role limits, comply with expert advice values to adapt to challenges

Osteopath | Expert, teacher, treater, carer Facilitator, co-learner, interpreter

role Be helpful, effective and in control Be curious and compassionate

Language | Agency - Passive voice Agency - Active voice
Inanimate - It, the neck Human - I, my, you
Certainty - It is, | know Uncertainty - | wonder, maybe
Expectations - Ought, have to Possibilities - Could, might, choose

Conclusions

In 2020, the IASP taxonomy of pain [71] was expanded to define pain as a subjective

experience influenced by personal biological, psychological and social factors. This

emphasises the need to understand each individual’s life experiences and pain beliefs, and

the value of developing new interdisciplinary, psychologically informed approaches to

persistent pain management in osteopathic practice. The take-away messages from this

case report are that a patients’ unique descriptions of present moment pain experiences can

be reframed as open questions to prompt curiosity, self-learning and strengthen self-care.

Combining mindfulness, verbal communication and touch-based interactions can generate
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‘interoceptive surprise’, and the process of ‘mentalising interoception’ may bring
preconscious experiences into the cognitive domain, creating opportunities to reappraise
beliefs and outdated ways of coping. Managing interventions with dual treatment and self-
care aims requires osteopaths to be self-aware and psychologically minded, and to use
facilitative communication and mindfulness skills. In combination, this case report and results
from other studies in the series of developmental research studies [1, 3, 9] indicate
promising directions for research into interoceptive, cognitive and embodied learning
processes which can support patient self-management and may optimise outcomes from

touch-based treatment in osteopathic practice.
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